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Madam or Sir,
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EXTRAORDINARY COUNCIL

AGENDA

HARTLEPOOL
BOROUGH COUNCIL

Monday 16 March 2015
at 7.00 p.m.
in the Council Chamber,
Civic Centre, Hartlepool.
To receive apologies from absent Members;

To receive any declarations of interest from Members;

To deal with any business required by statute to be done before any other
business;

To suspend Council Procedure Rules to the extent necessary to enable the
meeting to follow the course set out below.
To consider the reports of the Statutory Scrutiny Officer in relation to: -

()  North East Ambulance Service NHS Foundation Trust — Quality Account
2014/15;

(i) Tees, Esk and Wear Valleys NHS Foundation Trust — Quality Account
2014/15;

(i) Draft Final Report — Investigation into Cardiovascular Disease (to follow);

(iv) Draft Final Report — Investigation into Dementia: Early Diagnosis
(to follow).

www.hartlepool.gov.uk/democraticservices
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COUNCIL

16 March 2015

HARTLEPOOL
BOROUGH COUNCIL

Report of: Statutory Scrutiny Officer

Subject: NORTH EAST AMBULANCE SERVICE NHS

11

2.1

2.2

2.3

FOUNDATION TRUST — QUALITY ACCOUNT
2014/15 - COVERING REPORT

PURPOSE OF REPORT
To:

i) Introduce representatives from the North East Ambulance Service NHS
Foundation Trust who will be in attendance at today’s meeting to assist
and inform discussions in relation to the Trust’s Quality Accounts for
2014/15; and

i) Seek views / comments from Full Council on the Quality Accounts to be
included within the third party declaration being prepared by the North
East Joint Health Scrutiny Committee

BACKGROUND INFORMATION

The Health Act 2009 (Part 1/Chapter 2/Section 8) requires that all providers
of NHS healthcare services produce an annual Quality Account, containing
prescribed information relevant to the quality of the services they provide.

As part of the process for the development of these accounts, there is a legal
requirement to involve Overview and Scrutiny Committees from each local
authority in the formulation, and submission, of third party declarations. The
North East Ambulance Service NHS Foundation Trust’s Quality Accounts
have been considered annually by the North East Joint Health Scrutiny
Committee, as the Joint Committee covers a large proportion of the
population served by the Trust. The North East Joint Health Scrutiny
Committee, at their meeting on 24 February 2015, received a presentation
from the North East Ambulance Service regarding their Quality Accounts.
Following the presentation, the Committee agreed that comments and views
from individual scrutiny committees across the region would be utilised to
formulate the Joint Committee’s third party declaration.

Following the transfer of statutory Heath Scrutiny responsibilities from A&G
to Full Council (with effect from the 24 November 2014), responsibility for the
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formulation of views and comments on the Quality Accounts, now rests with
Full Council.

2.4 A presentation will be given at today’s meeting by representatives from the
North East Ambulance Service NHS Foundation Trust. The representatives
present at today’s meeting will be available to provide clarification and
assistance, as required, and in considering the information provided, Council
is asked to formulate views and comments which will be utilised in
conjunction with the draft version of the Quality Accounts (2014/15),
timetabled for April 2015, to be included within the third party declaration
being prepared by the North East Joint Health Scrutiny Committee.

2.5 Given the timescale for the development and submission of the declaration,
following today’s presentation approval is sought for the finalisation of the
Council’s views and comments to be delegated to the Statutory Scrutiny
Officer in consultation with the Chair of Council.

3. RECOMMENDATIONS
3.1 That Council:-

0] Consider the presentation, seeking clarification on any issues from
the representatives from the North East Ambulance Service NHS
Foundation Trust present at today’s meeting;

(i) Formulate views and comments on the information presented at
today’s meeting, which will be included within the third party
declaration being prepared by the North East Joint Health Scrutiny
Committee; and

(i)  Delegate finalisation of the views and comments to the Statutory
Scrutiny Officer in consultation with the Chair of Council.

Contact Officer:-  Joan Stevens — Statutory Scrutiny Officer
Chief Executive’s Department — Legal Services
Hartlepool Borough Council
Tel: 01429 284142
Email: joan.stevens@hartlepool.gov.uk

BACKGROUND PAPERS
The following background paper was used in the preparation of this report:-
(a) North East Ambulance Service NHS Foundation Trust - Quality Report

Update presented to the North East Joint Health Scrutiny Committee on 24
February 2015

16.03.15 NEAS Quality Accounts 2 HARTLEPOOL BOROUGH COUNCIL
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COUNCIL

16 March 2015

HARTLEPOOL
BOROUGH COUNCIL

Report of: Statutory Scrutiny Officer

Subject: TEES, ESK AND WEAR VALLEYS NHS
FOUNDATION TRUST — QUALITY ACCOUNT
2014/15 — COVERING REPORT

1. PURPOSE OF REPORT
1.1 To:

i) Introduce representatives from Tees, Esk and Wear Valleys NHS
Foundation Trust who will be in attendance at today’s meeting to assist
and inform discussions in relation to the Trust’s Quality Accounts for
2014/15; and

i) Seek views / comments from Full Council on the Quality Accounts to be
included within the third party declaration being prepared by the Tees
Valley Joint Health Scrutiny Committee.

2. BACKGROUND INFORMATION

2.1 The Health Act 2009 (Part 1/Chapter 2/Section 8) requires that all providers
of NHS healthcare services produce an annual Quality Account, containing
prescribed information relevant to the quality of the services they provide.

2.2 As part of the process for the development of these accounts, there is a legal
requirement to involve Overview and Scrutiny Committees from each local
authority in the formulation, and submission, of third party declarations. The
Tees, Esk and Wear Valleys NHS Foundation Trust’s Quality Accounts have
been considered annually by the Tees Valley Joint Health Scrutiny
Committee, as the Joint Committee covers a large proportion of the
population served by the Trust. Last year, each of the Tees Valley Local
Authorities contributed to the preparation of the Joint Committee’s third party
declaration. The Tees Valley Joint Health Scrutiny Committee will consider
the Quality Accounts at their meeting on 26 March 2015.

16.03.15 TEWV Quality Accounts 1 HARTLEPOOL BOROUGH COUNCIL
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2.3 Following the transfer of statutory Heath Scrutiny responsibilities from A&G
to Full Council (with effect from the 24 November 2014), responsibility for the
formulation of views and comments on the Quality Accounts, now rests with
Full Council.

2.4 A presentation will be given at today’s meeting by representatives from
Tees, Esk and Wear Valleys NHS Foundation Trust. The representatives
present at today’s meeting will be available to provide clarification and
assistance, as required, and in considering the information provided, Council
is asked to formulate views and comments which will be utilised in
conjunction with the draft version of the Quality Accounts (2014/15),
timetabled for April 2015, to be included within the third party declaration
being prepared by the Tees Valley Joint Health Scrutiny Committee.

2.5 Given the timescale for the development and submission of the declaration,
following today’s presentation approval is sought for the finalisation of the
Council’s views and comments to be delegated to the Statutory Scrutiny
Officer in consultation with the Chair of Council.

3. RECOMMENDATIONS
3.1 That Council:-

0] Consider the presentation, seeking clarification on any issues from
the representatives from Tees, Esk and Wear Valleys NHS
Foundation Trust present at today’s meeting;

(i) Formulate views and comments on the information presented at
today’s meeting, which will be included within the third party
declaration being prepared by the Tees Valley Joint Health Scrutiny
Committee; and

(i)  Delegate finalisation of the views and comments to the Statutory
Scrutiny Officer in consultation with the Chair of Council.

Contact Officer:-  Joan Stevens — Statutory Scrutiny Officer
Chief Executive’s Department — Legal Services
Hartlepool Borough Council
Tel: 01429 284142
Email: joan.stevens@hartlepool.gov.uk

BACKGROUND PAPERS

No background papers were used in the preparation of this report.

16.03.15 TEWV Quality Accounts 2 HARTLEPOOL BOROUGH COUNCIL
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COUNCIL
16 March 2015

HARTLEPOOL
BOROUGH COUNCIL
Report of: Full Council
Subject: DRAFT FINAL REPORT — INVESTIGATION INTO

CARDIOVASCULAR DISEASE (CVD)

1. PURPOSE OF REPORT

1.1 To present the draft findings of Full Council following its investigation into
Cardiovascular Disease (CVD).

2. BACKGROUND

2.1 The Audit and Governance Committee met on the 7 August 2014 to consider
their Work Programme and agreed that the Committee would in 2014/15
focus on CVD as the health topic for investigation. In scoping the
investigation task and finish groups were established to undertake specific
areas of work, with the outcome of the task and finish groups to inform the
CVD Final report. With effect from 24 November 2014, the Councils
Statutory Health Scrutiny responsibilities were transferred from the Audit and
Governance Committee to Full Council. From this date the conduct of the
investigation continued through the agreed task and finish groups, with all
Members of Council invited to participate, with the Final Report to be from
Full Council as the body responsible for Statutory Health Scrutiny.

2.2 Circulatory and heart disease, also known as cardiovascular disease (CVD),
refers to a group of related conditions of the heart and blood vessels. These
conditions include:

e Coronary heart disease (CHD): a disease of the blood vessels
supplying the heart muscle which can lead to angina, heart attack and
heart muscle damage;

e Cerebrovascular disease: a disease of the blood vessels supplying the
brain which leads to transient ischaemic attacks (TIA) and strokes;

e Peripheral vascular disease (PVD): a disease of blood vessels
supplying the amms and legs that can lead to claudication;

e Atrial fibrillation (AF) and arrhythmias: abnomal pulse rhythm which
can be amajor cause ofstrokes; and

16.03.15 CVD Final Reportl 1 HARTLEPOOL BOROUGH COUNCIL
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2.3

2.4

2.5

2.6

2.7

2.8

e Other conditions such as vascular dementia, chronic kidney disease,
cardiac arrhythmias, sudden cardiac death, and heart failure are
related because they either share common risk factors or have an
impact on the prognosis and outcome of CVD.

CVD is the main cause of death in the UK and accounts for almost 191,000
deaths each year (one-third of all deaths). Alimost half of deaths (46%) are
from CHD and nearly one quarter (23%) from stroke. CVD-related conditions
are estimated to cost the economy £25.8 billion annually. The health of
people in Hartlepool is generally worse than the England average.
Deprivation is higher than the England average and life expectancy for both
men and women is lower than the England average. Mortality rates from
CVD are significantly higher than the national rate. Mortality rates have
decreased by 55.6% since 1995-97.

Non-modifiable and non-behavioural risk factors including age, sex, family
history/genetic factors, ethnicity and deprivation are considered to estimate
the overall risk of CVD for an individual. Modifiable and behavioural risk
factors such as smoking, physical inactivity, poor diet and obesity reflecting
individual circumstances and choices can be prevented or changed by
lifestyle changes. Conditions associated with an increased risk,
hypertension, raised cholesterol, diabetes and chronic kidney disease, can
be prevented or reversed in their early stages but usually need medical
treatment.

Factors accounting for the large majority (86%) of risk of CVD (and therefore
inequalities in life expectancy) are potentially reversible, and appropriate
services to address CVD within Hartlepool reflect this.

Quality and outcomes framework (QOF) data shows a considerable gap
between observed and estimated prevalence on a number of CVD
measures. This is acknowledged in efforts to find the ‘missing thousands’.

Prevention of CVD is a high priority. A comprehensive CVD risk screening
programme (NHS Health Checks/ Healthy Heart Check), aims to identify and
manage people with undiagnosed CVD. There continues to be an issue in

uptake of the screening programme by people in deprived groups and by
men.

With trends in obesity levels rising, it is anticipated that there will be a
significant increase in the number of people with diabetes and pre-diabetes
which is likely to have an impact on the incidence of cwp!

11 Hartlepool JSNA - http://www.teesjsna.org.uk/hariepool -circulatory-diseases
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3.1

4.1

5.1

OVERALL AIM OF THESCRUTINY INVESTIGATION

To consider the approaches being taken to prevent and treat CVD, to ensure
longer term reduction in incidence and prevalence, and improve quality of life
and health outcomes for those individuals who already have the disease.

TERMS OF REFERENCE FOR THE SCRUTINY INVESTIGATION

The Temms of Reference for the Scrutiny investigation were as outlined
below:-

(&) To gain an understanding of CVD and the pathways available to people
diagnosed with CVD (including the causes;signs and symptoms;
prevention; and treatment);

(b) To examine the incidence and prevalence of CVD across Hartlepool,
and how this compares to regional and national levels, and in doing so,
consider why Hartlepool has a particularly high rate of CVD;

(c) To explore the risk factors that contribute to the development of CVD
including the impact of lifestyle choices;

(d) To explore and examine the CVD services provided in:-

0] Primary Care;

(i) Secondary Care;

(i)  Tertiary Care; and

(iv)  Apulmonary and rehabilitation setting.

(e) To seekthe views of CVD patients and their families and carers; and
groups / bodies who provide services for people diagnosed with CVD

MEMBERSHIP OF THE CARDIOVASCULAR DISEASE TASK AND
FINISH GROUP

The membership of the Task and Finish Groups are as detailed below:-

Group 1 - Councillors S Akers-Belcher, R Martin-Wells, Lynn Allison
(HealthWwatch) and N Rollo (Independent Person)

Group 2 — Councillors J Ainslie, R Cook

Group 3 - Councillors S Akers-Belcher, K Sirs and Lynn Allison
(HealthWatch)

The membership of Full Council is as detailed below:-

Councillors Ainslie, C Akers-Belcher, S Akers-Belcher, Atkinson, Barclay,
Beck, Brash, Clark, Cook, Cranney, Dawkins, Fleet, Gibbon, Griffin, Hall,
Hargreaves, Hind, Jackson, James, Lauderdale, Lilley, Loynes, Martin-Wells,
Morris, Payne, Richardson, Riddle, Robinson, Simmons, Sirs, Springer,
Thomas and Thompson.

16.03.15 CVD Final Reportl 3 HARTLEPOOL BOROUGH COUNCIL
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6.1

6.2

7.1

7.2

METHODS OF INVESTIGATION

Members of the CVD Task and Finish Groups met formally from 21 August
2014 to 2 March 2015 to discuss and receive evidence relating to this
investigation. A record of the issues raised during these meetings is
available on request.

A brief summary of the methods of investigation are outlined below:-

(@) Setting the Scene presentation from the Public Health Team and the
Tees Valley Public Health Shared Service;

(b) Presentation and verbal evidence received from North Tees and
Hartlepool NHS Foundation Trust, Cardiology Department;

(c) Presentation and verbal evidence received from South Tees NHS
Foundation Trust, Cardiology Department;

(d) Presentation and verbal evidence received from the Tees Valley Public
Health Shared Service;

(e) Presentation and verbal evidence received from the North East
Ambulance Service; and

(H Visits to a Stop Smoking Clinic, a rehabilitation exercise class and the
Health Bus.

FINDINGS

WHAT IS CvD AND THEPATHWAYS AVAILABLE TO PEOPLE
DIAGNOSED WITH CVD (INCLUDING THE CAUSES; SIGNS AND
SYMPTOMS; PREVENTION; AND TREATMENT)

Members at their meeting of 16 October 2014 received a setting the scene
presentation from the Tees Valley Public Health Shared Service and
Hartlepool Council's Public Health Department to gain an understanding of
CVD and the pathways available to people who have been found at risk of
CVD through the Healthy Heart Check (NHS Health Check) including the
causes; signs and symptoms; prevention; and treatment.

Causes, signs, symptoms

CVWD is defined as a disease of the heart and circulatory system
predominantly caused by the process of atherosclerosis. Atherosclerosis is
the gradual build-up of fatty plaques within the walls of the arteries called
atheroma. As atheromatous plagues develop and increase in size, they
narrow the lumen of the artery and reduce blood flow to the tissues. Plaques
may be small or extend several centimetres along the length of the artery.

16.03.15 CVD Final Reportl 4 HARTLEPOOL BOROUGH COUNCIL
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7.3

Normal
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flow

7.4

7.5

Atherosclerosis can affect any artery in the body. The process of atheroma
is triggered off by an initial injury to the lining of the artery. This can be
caused by the effects, for example, of high blood pressure or smoking.
Cholesterol is absorbed into the injury and forms a fatty streak; this in tum
dewvelops into a fibrous atheromatous plaque, as illustrated in the diagram

below. The artery may slowly obliterate or plaque can rupture at anytime.

Artery
narrowed by
atherosclerosts

Plaque

Members were informed that deaths from CVD have fallen by over a third
between 2001 and 2010, but CVD is still one of the main causes of death in
the UK and accounts for about one-third of all deaths. In 2011, almost
160,000 people in the UK died from CVD. 74,000 of these deaths were
caused by coronary heart disease which is the UK's single biggest killer.

The most prevalent CVD diseases are outlined below:-

Coronary Heart Disease (CHD) — a disease of the blood vessels supplying
the heart muscle which can lead to angina, heart attack and heart failure.

Cerebrovascular Disease — a disease of the blood vessels supplying the
brain which leads to stroke and TIA's (transientischaemic attack).

Peripheral Vascular Disease (PVD) — a disease of the blood vessels
supplying the ams and legs which can lead to claudication (pain), ulcers,
gangrene etc.

Atrial Fbrillation (AF) — abnormal heart rate and rhythm which can be a
major cause of stroke.
Prevention

16.03.15 CVD Final Reportl 5 HARTLEPOOL BOROUGH COUNCIL
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7.6

8.1

8.2

16.03.15 CVD Final Report1 6

Members welcomed evidence from the Public Health team who outlined the
methods of prevention.

Stopping smoking is a preventative measure. There is an effective
evidence-based model of smoking cessation delivered by a Specialist
Service in 8 different community venues and 5 community pharmacies
across the town. There is an active local Smoke Free Alliance made
up of a range of partners supporting and advocating for all tobacco
control issues not just smoking cessation. There is also a vibrant
Regional Office — FRESH — to inform and support local delivery of
International, National and Regional activity on tobacco control.

NHS Health Check (branded locally as Healthy Heart Checks) - A
mandated function for Local Authorities to offer a check to the
population aged between 40 — 74 not already diagnosed with CVD.
There is also a mini-health check available for people aged 25 — 39.
NHS Health Checks are currently provided mainly in Primary Care
through GP practices, but also workplaces and in other community
venues through a nurse bank located at South Tees Trust. There is
mobile outreach through the Health Bus which includes opportunities
for Healthy Heart Checks.

Weight Management — The Health Trainer Service currently provided
by North Tees and Hartlepool NHS Foundation Trust (which will move
into the Local Authority in April 2015) provides free weight management
support (healthy eating, behaviour change support and access
physical activity) to adults in a range of community venues and GP
practices in Hartlepool. The Families in it Together Hartlepool (‘FiiT
Hart') provides one-to-one support to families around nutrition and
group-based physical activity opportunities.

Physical Activity - Hartlepool Exercise for Life Programme (HELP) —
GP Exercise on Referral scheme provides specific cardiac-rehab and
heart failure sessions for CVD and heart disease patients. This is
Community-based Phase IV Cardiac rehabilitation. Patients have the
opportunity to continue with supervised exercise when referred to the
service by the Specialist Coronary Care Nurse team. The HELP
service also operates as a preventative intervention encouraging a
more active lifestyle for those patients identified through the CVD
screening as atrisk of developing coronary heart disease.

THE INCIDENCE AND PREVALENCE OF CVD ACROSS HARTLEPOOL,
AND HOW THIS COMPARES TO REGIONAL AND NATIONAL LEVELS

Members welcomed evidence from the Public Health Intelligence Specialist.
Members were informed that heart and circulatory disorders are one of the
leading causes of death in the country, ischemic heart disease and strokes
being the two leading causes. The disorders account for 8,730 deaths out of
a total 24,400 of those in the North East area.

In Hartlepool, deprivation indicators are high with more than 50% of electoral
wards in the bottom 20% in the country. Since 1993, the prevalence of
obesity in adults has increased significantly across the country and there is a

HARTLEPOOL BOROUGH COUNCIL
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correlation between obesity rates and diabetes. Other risk factors for CVD
such as smoking, excessive alcohol intake, inactivity are all significantly higher
than the England average, as shown on the chart below.

F—— o R | Suains Ranes ot
| | Deprivation Ad ATA A2 204 LEN] ’ | oo fi
2 Childrety In poverty (Undet 108) L 200 200 410 <} | 04
3 Btatutary homelessness ] 0.0 24 332 | & 0.0
4 DOHE nohisved (A0 ino. Eng & Maths) nan o0 no.a LN OI "Me
S B Violent srime (violenoe offences) 1.200 180 we 271 ® | 3
0 Lang 1erm unemplayment 1,740 0.0 0.0 22.0 | 1.0
E m 7 Gmoking status at time of delivery 234 27 2.7 08 ® ] 22
0 Diwasttesding initiabon ara an0 rae A0.0 | o
g g? 0 Obese ohildren (Yesr 8) 212 21.2 e 2.y O | 101
1hy 10 Y da0 20y ] | 110
nn 10 4 277 62 0 . | ()
T o omrw———— L
é i wa 20.0 2.0 an.a o | "
G fulte 104 Bo.o 03.0 8] ' | anu
ANt mela 10 10.6 1408 M0 | (-] )
17 Mospilal stays for seif-hanm o w70 ano0 Bon 0 (=) | 0o
§ 10 Mosplital stays for aloohol related ham noa Tha nay aa @ | a0n
;. 19 Drug minuse 10 104 0o 3 ® | on
E 20 Recorded diabeies 4,000 00 0o 07 QO 1
g 21 Inoance of TH 40 B 2 | @ 00
- 22 Acuts ssxually tfranamitisd infsatians Tae ann no4 2310 . 102
23 Mip fractures i peopls aged B8 and over 1o 042 non nan () | 402
29 Bacwnn winimr deaitis (threw yuar) 32 1.0 0h A2 | Q 30
g 20 Lite axpactancy at binh (Male) wa 4 702 740 ® | LR
1 20 Lite expeotancy at birth (Female) v an 20 708 @ | a0
ﬁ 27 Infamt monalty “ 0 an 7.0 | 07
B 20 Smoking related desths 201 400 202 400 =1 | 172
"] 20 Guluide rais 114 na
I 30 um..-m modnlity rate oardiovesculer u; \ a1 144 7 - ! A7 A I
31 Undar 78 monelity rete: nenost Ndle”® 108 10 219 @ 100
ﬂ A2 Killed and seriously injured on mads 20 "oa 4008 110 | 1A
8.3 Members questioned the obesity statistics and commented that if they were
based on Body Mass Index (BMI) then often this was not a true reflection. For
example, rugby players were often classed as obese when their BMI was
calculated yet they were very fit and active men. BMIl is evidence based and
for the vast majority of people it is the best indicator currently available. In
people of South Asian ethnicity the additional measurement of waist
circumference is advised. The problem with BMI measurements in rugby
players is due to their relatively high proportion of muscle tissue which is
usually not a problem of the general population. The Director of Public Health
indicated that there are a range of data sources and measures and whichever
measure was used, specialists are sure that the problem is as significant as it
is portrayed. Members raised concems regarding the letter that is sent out to
families following a child’s BMI measurement at school and thought that the
wording of the letter was not particularly compassionate or friendly. Members
were informed that this was a national programme with national guidance but
the Council did have an officer on the national team managing the project.
The Group requested that an approach be made to change the letter.
Hartlepool's Health and Wellbeing Board is focussing on childhood obesity
and astrategyis currently in development.
8.4 The emergency admission rates for 2009/10 for Hartlepool are significantly

higher than the North East and England averages, as shown in the graph
below. The emergency admission rate for people from the most deprived

16.03.15 CVD Final Reportl
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wards in Hartlepool is 2.6 times higher than for people from the least deprived
wards.

CHD emergency admission rates (DSRs), for all ages, 2009/10

8.5

8.6
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=

In 2009/10 the emergency admission rate for
CHD, all persons, in Hartlepool was 369.0 per
100,000 (428 admissions). This is significantly
higher than England (205.3 per 100,000) and

significantly higher than North East {259.5 per
100,000),

Male CHD emergancy admission rates are
significantly higher than famale CHD emergency
admission rates,

Males Females Persons
Source: Hospital Epizode Statisties (HES), The NHS Information Centre for heaith and sacial care, ONS

Members were interested to hear about the costs of emergency and elective
admissions to the NHS for CVD. These figures are based on Hartlepool and
Stockton Clinical Commissioning Group’s area. Male CVD elective
admissions cost £783k and male emergency admissions £274K. Female
costs are lower, as admissions are not as high.

Circulatory diseases and cancer are the most significant contributors to the
gap in life expectancy between Hartlepool and the England average.
Essentially, there are 31 male and 25 female unnecessary deaths each year
in Hartlepool caused by factors that are awvoidable. The Public Health
Intelligence Specialist indicated that in Hartlepool people tended to live two
years fewer than the national average; if those 31 deaths did not occur, then
Hartlepool would meet the national average. The chart overleaf indicates the
contributors to the gap in life expectancy between Hartlepool and England.
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Contributors to the gap in life expectancy between Hartlepool and England

FEMALE Number of excess deaths
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The statistics show that people in Hartlepool experience illness earlier, for

longer and die early because of it. Life expectancy in Hartlepool is two years
less than the national average and Members were of the view that the life
expectancy gap needs to be addressed.

8.8

Death rates from heart disease have reduced at a faster rate in Hartlepool

than England, as shown in the graph over the page.

Trend in CHD mortality rates, under 75yrs, 1996-2012
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9. THE RISK FACTORS THAT CONTRIBUTE TO THE DEVELOPMENT OF
CVD INCLUDING THEIMPACT OF LIFESTYLE CHOICES

9.1 The CVD risk factors are identified below. A risk factor is something that
increases your likelihood of getting a disease. It was noted that non-
modifiable risk factors need to be accepted and that focus has to be on the
modifiable risk factors.

Modifiable risk factors: smoking, excessive alcohol consumption, physical
inactivity, poor diet and obesity. Conditions associated with an increased risk
are high blood pressure (hypertension), raised cholesterol, diabetes and
chronic kidney disease.

Non-modifiable risk factors: family history of CVD, ethnic background
(South Asian origin), gender (men are more likely to develop CVD at an
earlier age than women), age (the older you are the more likely you are to
develop CVD).

Other: socio-economic status — people living in more deprived areas are
more exposed to the risk factors of CVD and are less likely to make healthy
lifestyle choices.

9.2 In terms of prevention there are several actions which can be taken,
including:-

Surveillance — analysing and monitoring incidence, prevalence and mortality

Primary prevention — Healthy Heart Check (NHS Health Check) to identify risk
factors of CVD, lifestyle interventions, medication (statins).

Early diagnosis — Treating diseases earlier can slow down or halt progression.

Secondary prevention/care — Events (i.e. heart attacks) can be prevented
from happening again.

Tertiary care — Support and rehabilitation for patients.

10. NHS HEALTH CHECK PERFORMED INPRIMARY CARE

10.1 Members welcomed information from the Tees Valley Public Health Shared
Service regarding the NHS Health Check, also known as the Healthy Heart
Check. The checkis a mandated programme introduced by the Government
in 2009 and it started locally in Hartlepool in October 2008. The Check is
performed locally in GP surgeries and workplace/community venues. The
responsibility for the delivery of the check is now within the remit of the Local
Authority, since Public Health was transferred to the Local Authority in 2013.

10.2 The NHS Health Check is offered to people in England who are aged between
40 and 74, and have not already been diagnosed with cardiovascular disease,
not on a statin or not had a check within the last 5 years.
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10.4

10.5

10.6

The check includes:-

- Blood test to measure cholesterol

- Pulse and blood pressure

- Height, weight and waist circumference measurement

- Lifestyle advice about diet, alcohol, exercise and smoking
- Family history

- Ethnicity/age/gender

The check takes account all the risk factors that may affect the person, rather
than focusing on just one thing, such as, cholesterol level. Dementia
awareness is now included in the check for the older age group because risk
factors that increase the chance of developing cardiovascular disease also
increase the chance of developing dementia.

The check is face to face with a trained nurse or health care assistant, who
will advise the patient about their risk score. The risk is calculated as a
percentage and if the risk is less than 20%, lifestyle advice is given and a
review is scheduled for 5 years time. If the person’s risk is 20% or higher,
they are recommended to take a statin, given lifestyle advice and referred into
lifestyle services such as stop smoking services. Further blood tests and a
yearly review are carried out until a disease develops. If the check is carried
out in a location other than the GP surgery, then the agreed practice is for a
record of the check to be sent to the GP for follow up and documentation in
their records. However, indications were that there is the potential for a
discrepancy between the number of community checks actually undertaken
and the numbers recorded by GPs.

A team of nurse facilitators located at the Tees Valley Public Health Shared
Service (TVPHSS) support GP practices to improve uptake and quality of the
NHS health check. An example of the support provided for practices is
highlighted below:-

- Quarterly visits are offered to all GP practices to improve the administration
and delivery of the check;

- Undermperforming practices are contacted by the TVPHSS GP Clinical Lead
to discuss opportunities to improve performance and reach targets;

- Educational resources are provided for practices to enhance the quality of
the check;

- 1:1 training for new staff and update in practices;

- Joint visits to practices are undertaken by the Public Health Nurse
Facilitator and Primary Care Intelligence if the practice has recurring issues
with templates and reports;

- Information on available lifestyle services;

- Sharing of good practice e.g. successful processes in other practices; and

16.03.15 CVD Final Reportl 11 HARTLEPOOL BOROUGH COUNCIL
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- Further training sessions on CVD care are being designed at present by the
TVPHSS

The Healthy Heart Check has a good track record across the Tees Valley.
However, continuous improvement is always a priority and a service review of
the Healthy Heart Check Programme is currently being undertaken by the
TVPHSS. This will identify strengths and weaknesses of the current service
model and delivery and the scope of the review is as follows:-

() Review the evidence base and best practice;

(i) Review the national programme objectives and quality requirement;

(i) Review population need;

(iv) Evaluate how effective the current service models are and how effective
current providers are in engagement and delivery (strengths and
weaknesses) including but not limited to:

a) Provider variation

b) Quality of delivery

c) Inequalities and access

d) Capacity to deliver

e) Joint commissioning arrangements

f) Integration with lifestyle / behaviour change providers
g) Payment mechanisms

(V) Scopeftest alternative commissioning models, this will include:

- Single provider;
- Multiple provider; and
- Anyqualified provider.

(i) Consult, engage and market test; and

(vii) Recommend models of delivery, define the quality of delivery; suggest
payment models; model programme costs; and explore commissioning
options.

A final reportis expected in August 2015 and the outcome of this investigation
is to be fed into the service review.

The table below illustrates in Quarters 1 to 3 in 2014/15 that in Hartlepool
22,934 were eligible for a healthy heart check, the total invitations at Quarter 3
were 3,882 and the total assessments at Quarter 3 were 1515, which equates
to 39% of people responding and having the check. The NHS health check
guidance recommends to invite a maximum of 20% of the eligible population
per year. The average national response rate to the invitation is 48.6%.
Members acknowledged that awareness of the Healthy Heart Check does
need to be raised and people need to know and understand the importance of
the check. Public Health England is encouraging people to find out the age of
their heart by using a new tool called ‘My Heart Age’. By using the tool people
can find out the age of their heart by inputting simple lifestyle information,
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such as their weight and whether they smoke, and see how this compares to
their actual age. They can then take action to improve their health. The
personalised results, combined with the NHS Health Check, give an
opportunity for people to take action to reduce their risk of developing serious
but preventable conditions. The tool is available on the NHS Health Check
website and also includes information about what happens at the NHS Health
Check.

Table 1 — Healthy Heart Check Q1-3 2014/15

10.10 The data in relation to the eligible patients invited and assessed in each

deprivation quintile is shown overleaf. Eligible patients from quintile 1 (most
deprived) are prioritised. GP practices receive lists of eligible patients to be
invited to health checks from Public Health. Patients from quintile 1 are less
likely to respond to the invitation for a health check. This could be due to a
number of reasons such as not wanting to visit the GP practice, maybe a lack
of understanding / benefits of the check, not reading the invitation, not
responding to postal invitations, not having time to respond or not wanting to
attend a pre-booked meeting. It is known that people in quintile 1 respond
better to telephone invitations and when offered walk in facilities in community
venues.

Graph 2 — Healthy Heart Checks by Deprivation Quintile

Eligible | Total invitations at | Total assessments at
patients | Quarter 3 2014/15 Quarter 3 2014/15

Middlesbrough 36266 (6906 3273

Redcar & Cleveland |35463 6996 2489

Stockton 50070  |10381 3588

Hartlepool 22934 3882 1515

Totals 144733 28165 10865

Hartlepaol eligible patients Invited and Assessed % conversion of invitations to assessments
Quarter 3 2014/15 (by IMD quintile) by quintile
- (overall conversion = 47.21%)
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. o - ) 0%
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10.11 Graph 3 shows significant variation between GP practices across Hartlepool.
However, figures need to be looked at with caution, as bigger practices will
obviously have a higher number of eligible patients. Practice nhames are
anonymised but practices are -currently being approached to allow
benchmarking information to be shared in the future. Members noted that it
would be beneficial to know the practice names. Once the practice names
are released it may increase the competition amongst practices and perhaps
increase attendance at Healthy Heart Checks. The Council has developed a
directory of services which is hoped that GPs will use to refer practices onto
other services if needed, for example, the Stop Smoking Service. The
HealthWatch representatives commented that while there were many GPs in
the town taking proactive measures, some were not.

Graph 3 — Healthy Heart Checks in GP Practices April - December 2014

Percentage of eligible patients with a HHC in Hartlepool to date 2014/15
(number of assessments completed shown above columns)
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Practice 13
Practica 14
Practice 15

10.12 Graph 4 illustrates the number of Healthy Heart Checks undertaken in each
ward in quarter 3, and indicates those assessed at a GP practice and those
assessed in the community (where this has been recorded in primary care).
Data has to be interpreted with caution as uptake and numbers of
assessments vary considerable between quarters.
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Graph 4 — Healthy Heart Checks by Ward

Proportion of eligible patients living in a Hartlepool ward
with a Health Check Q3 2014/15
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10.13 Table 5 illustrates the Healthy Heart Check outcomes. This data is for quarter
3 of 2014/15, therefore should be interpreted with caution as data varies
considerably between quarters. From the collated information 15 (3%)
patients were diagnosed with high risk for CVD (with nearly half of these
receiving a statin), 99 (19%) patients with moderate risk and 355 (66%)
patients with low risk.

Table 5 Healthy Heart Check Outcomes

Risk score results in Hartlepool Q3 2014/15 - primary care / community
100% 1 — L B =
80%
60% +—— e _ _ -
0% +—— —_— —_— — —
20%
0%
=10 10to 19 ==20 Score nof recorded
B Community assessment 11 5 2 ]
Primary care assessment 44 04 13 60
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Members requested details about the Lifestore in Middlesbrough. The
Lifestore is based in the Cleveland Centre and was established in 2006 by the
former Primary Care Trust with the intention of providing information and
advice about health and health services to the local population. The intention
was also to offer health services/clinic from the unit. However, this has been
limited due to the scope of the lease. The service is currently provided by the
Pioneering Care Partnership and commissioning responsibility has transferred
to the CCG. It is understood that the service is currently under review.
Members suggested the possibility of a similar model in Hartlepool in the
Middleton Grange Shopping Centre.

Members questioned what work was ongoing in Redcar relating to Healthy
Heart Checks. The work in Redcar uses GP records and demographic data to
identify areas/population groups where Primary Care provision of health
checks is not reaching. A Nurse Facilitator within the Tees Valley Public
Health Shared Service has been working with Redcar Council to identify
appropriate sites to extend the reach of the service and establish partnerships
with organisations who engage with the target group to increase awareness
and proactively signpost. Health Checks have been delivered on a trailer on
the high street and in other settings such as libraries. The checks have been
delivered by a Healthy Heart Check Nurse Bank located at South Tees Trust
who is commissioned to provide Health Checks. This ‘outreach’ approach is

currently being evaluated. The outcomes of the pilot project will be shared
with the other Tees authorities.

Work in Schools

Members were interested to hear about the work in schools relating to
cardiovascular disease. Between April 2012 and end of March 2015, the
British Heart Foundation (BHF) funded a project to raise awareness among
school children between the ages of 7 and 14 of the risk factors that
contribute to coronary heart disease. Every school, bar one, in Hartlepool
participated. It became apparent that many schools were already doing a lot
of health-related work but the project provided a focus and offered support,
resources, publicity, motivation and ideas to school staff in delivering CVD
prevention messages mainly around healthy eating, being more active, not
smoking and overall heart health and how the heart works. The idea was that
after the 3 years of the project, the good practice embedded would be
sustainable through delivery by staff in school.

Both public health staff members employed in the project left in August 2014
to take up other posts, but the Health Improvement Team has been able to
sustain some of the work. The HBC Community Nutritionist in the Team
continues to work with schools on healthy eating including looking at school
meals provision and delivery to support the children to make healthier choices
at lunchtime. For example, using colour coded menus for children to pick
foods from particular food groups. In addition, the remaining money left in the
BHF grant has been used to provide a Healthy Cooking in the Community
programme aimed at children and parents and carers. This follows on from a
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series of successful cooking inschools sessions where it was recognised that
parents would benefit from a community programme.

BHF money has also been used to continue to commission a theatre in
education group called ‘Gibber that provides a drama performance workshop
called ‘The Truth for Year 7’ pupils in all secondary schools to raise
awareness of the consequences of smoking and the tactics of the tobacco
industry to recruit young smokers. These have been running for 5 years and
prove very popular with pupils and staff.

With regard to physical activity in schools, the BHF project enabled the
introduction of a range of physical activity opportunities and challenges for
children in schools and provided opportunities for the Council's own Sport and
Recreation staff to get into schools and develop work, which will be ongoing.
To date, there has been no central call to lobby for increasing physical activity
time within the curriculum. Members were concerned that only 1 lesson a
week was dedicated to PE.

Through the mainstream Public Health budget, a tobacco intervention is
currently being developed for delivery in the school and youth setting to
provide opportunities for young people who want to quit to access appropriate
help and support linking with the Specialist Stop Smoking Service. This is
based on insight work carried out with young people in Hartlepool identifying
their preferred means of support. The intervention will also encourage all
young people, whether they smoke or not, to be involved in the tobacco
agenda aiming to make smoking ‘not cool in theirschool / youth club. As part
of this intervention ‘Gibber’ has been commissioned to produce a drama and
workshop for Year 10 pupils. Members reiterated that CVD messages
needed to be continued to be reiterated through schools in a language that
school children would understand. Members questioned if the Council could
influence Headteachers to encourage healthy eating, for example, only
allowing children to eat on the school premises rather than at food outlets
outside of the school.

BUDGET

Members questioned the Council’s budget provision for CVD services. The
Director of Public Health provided the following information. The total budget
for the provision of NHS Checks and Health Improvement interventions for
2014/15 is as follows:-

- £88k for GP surgeries NHS Health Checks (General Prevention Health
Checks)

- £40k for Cardio Vascular Disease Bank Nurse (Community and Workplace
Health Checks)

- £58k for Mobile Health Improvement Service (which provide Healthy Heart
Checks as part of an integrated Health Improvement Service). This budget
is not exclusively for Healthy Heart Checks as these are delivered within a
package of Health Improvement Services, notin isolation.
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The Director of Public Health advised that the budgets / resources allocated to
CVD are sufficient and all partners are fulfilling their statutoryroles.

The Council commission a Mobile Health Improvement Service which is
known as the ‘Health Bus’ to deliver a broad spectrum of health improvement
services, not exclusively for Healthy Heart Checks. The total cost of this
service is £57,680. It has engaged with 2308 individuals, in the community, in
the first 9 months of service and significantly through the screening
programmes it delivers; 2 of which identifying life threatening conditions,
which led to immediate response referrals, potentially saving the lives of those
individuals concerned.

Members visited the Health Bus on 2™ March 2015 and were im pressed with
the overall service being provided. Members received anecdotal evidence
from the nurse practitioner to demonstrate the value of the service and levels
of patient support. Examples included the success of the service in identifying
a gentleman who had been found to have extremely high blood pressure,
resulting in a referral to his GP for further investigations and subsequent
admittance to hospital. Also, the treatment of a man walking past the bus with
chest pain that was looked at by the nurse and an ambulance was called due
to a suspected heart attack.

Following discussions regarding the ability of the nurse on the bus to deal with
heart attacks, Members questioned whether a defibrllator was installed on the
vehicle. Members noted that at the present time a defibrillator was not placed
on the bus and that a request had been submitted as part of the programme
for the installation of devices in community settings across the town.
Members expressed their support for the installation of a defibrillator on the
bus as part of the programme across the town.

SECONDARY AND TERTIARY CARE SERVICES

Members received evidence regarding secondary and tertiary care services
from South Tees NHS Foundation Trust, North Tees and Hartlepool NHS
Foundation Trust and the North East Ambulance Service.

South Tees NHS Foundation Trust — Cardiology Department

Members received a presentation from the Consultant Cardiologist and Chief
of Cardiothoracic Services at South Tees Hospital. Members were informed
that CVD causes 200 thousand deaths per annum and 4.9m adults have
CVD, which is 11.7% of the population. There was 1.4m hospital admissions
in 2010/11 and 65% were patients under 75 years with more than 50% being
emergencies. CVD costs the NHS and UK economy £30billion per annum.
Prevalence of CVD increases with deprivation and due to lifestyle, i.e. diet /
obesity, CVD is starting to become more prevalent. Children are now being
diagnosed with diabetes, which a major concem. The future prevalence of
heart disease is shown over the page.
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England — Heart Failure — Prevalence Cases - Projected Numbers
to 2022 - Based on General Practice Research Database 2010

Estimated Prevalent Cases of Heart Failure
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Source: General Practice Research Database 2010, reported in British Heart Foundation Coronary Heart Disease Statistics . 2010 Edition
Heart Failure rates by Age/Sex applied to ONS Population Projections.
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The throughput of the services is shown in the graphs below.
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Members were informed that there have been major improvements in cardiac
services since 2000. The National Service Framework for Coronary Heart
Disease — National Service Framework (2000) states that “this framework will
transform the prevention, diagnosis and treatment of coronary heart disease.
It will help professionals to give better, fairer and faster care everywhere, to
everyone who needs it. We want a service that is amongst the best in the
world. Our people deserve nothing less” (Alan Milbum, Secretary of State for
Health).

In 2000, the UK did not have high rates of diagnostic catheterisation
compared to the rest of Europe. Since 2000, there has been significant
financial investment in the coronary heart disease infrastructure, clinical
pathways, cardiac networks and commissioning of services. Mortality rates
have halved from 1970 to 2009. Members commented that early diagnosis
was essential.

Cardiovascular Disease Pathways

The Cardiology division provides the following services:-

Acute chest pain management. Patients who call 999 with suspected
cardiac chest painwill have an electrocardiograph performed by the
paramedic and this will be faxed directly to the coronary care unit (CCU). The
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paramedic will then contact the CCU senior sister providing details about the
patient and their symptoms. The CCU senior sister will decide on the most
appropriate department for admission based on the information provided. The
patients with heart attacks and unstable angina or unstable heart rhythms will
be admitted directly to CCU. The patients with other types of chest pain will
be admitted to the acute admissions unit (AAU) or accident and emergency
(A&E) and investigated appropriately. Patients suffering from a particular type
of heart attack known as a STEMI (ST-Segment Elevation Myocardial
Infarction) will usually be offered angioplasty treatment immediately
regardless of time of day. Those patients who self present in A&E with
STEMI will also be offered immediate angioplasty.

Cardiac rehabilitation. The team is a multi-disciplinary team which includes
nurses, physiotherapists, clinical exercise physiologists, health care assistants
and clerical staff. The aim is to help people who have suffered a heart-related
illness work towards healthier lifestyles.

Cardiology. There is a full and comprehensive range of modern, diagnostic
and therapeutic techniques at The James Cook University Hospital for a large
population. These include facilities for, echocardiography, exercise stress
testing, ECG and BP monitoring, angiography and percutaneous coronary
Interventions, insertion and follow-up of pacemakers electrophysiology
including radiofrequency, ablations and implantable defibrillators. There are
also specialist clinics for chest pain, arrhythmia, heart failure, cardiac genetics
and adults with congenital heart disease. On average the team perform 3,000
cardiac catheters, 1,700 angioplasties (using a balloon to unblock the arteries)
and fit 350 pacemakers a year. The team also help the care of patients with
chronic heart disease that develop othermajor illnesses and are supported by
the cardiac rehabilitation depariment that provides a seven-week programme
for patients recovering from heart conditions or surgery.

Cardiothoracic surgery — cardiac intensive care. A full range of cardiac
surgical interventions, including coronary bypass, arrhythmia and valve
operations are offered, with the current exception of heart transplantation.
Surgical intervention is also provided as emergency care to patients who
suffer traumatic chest injuries. Patients who are referred for surgery will meet
members of the team before their operation and receive plenty of information
and advice. Pre-admission clinics are regulady held for surgical patients, at
which relatives are also welcome.

Rapid access chest pain clinic. There is a rapid access chest pain clinic
that is run on a daily basis and appointments will be offered within 2 weeks of
referral. The rapid access chest pain clinic (RACPC) at The James Cook
University Hospital has a daily service dedicated to patients with recent onset
chest pain (within 12 weeks) where cardiac origin is likely or suspected.
Patients can be referred to the service by their GP or occasionally via the A&E
department or AAU. During clinic attendance, which lasts for 40-60 minutes,
patients will be seen by the nurse/doctor, a history will be taken of their
symptoms of chest pain, physical examination and exercise tolerance test will
be performed. Following this a treatment plan will be formulated in
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conjunction with the patient. Prescribing will be performed as necessary, but
this will mainly be the remit of the GP. Treatment plans will be faxed to the
GP within one working day of clinic attendance. Patients requiring
angiogram/angiography will be listed and pre-admitted during their attendance
at RACPC to ensure waiting times for procedures are keptto a minimum.

Cardiac function clinics. The clinics offer heart failure diagnostics including
community clinics and immediate echocardiology.

Members questioned why many services were being concentrated in one
locality, for example, heart attack services. This is because concentrated
services are proven to have better outcomes and if surgeons treat less than
500 patients then the service is not as good. It is costly to deliver services in
a range of localities and as IT systems are now better advanced, it is possible
to diagnose people in community settings. The direction of travel has to be in
a community setting, not in a hospital. Better treatment and better outcomes
come with centralised services. It is about getting more diagnostic services,
initial assessments and treatment out into the community, as close to patients
as possible.

The Joint Strategic Needs Assessment is used to help tackle inequalities and
working with health services to help shape the JSNA will help tackle health

inequalities at a strategic level.

On 5 March 2013, the Department of Health published a CVD Outcomes
Strategy2 which recommended a number of measures:-

- Manage CVD as asingle family of diseases

- Improve prevention and risk management

- Improving and enhancing case finding in primary care

- Better identification of very high risk families/individuals

- Better early management and secondary prevention in the community

- Improve acute care

- Improve care for patients living with CVD

- Improve intelligence, monitoring and research and support commissioning

Some of the actions to address these measures include:-

- Integration ofservices

- Raising awareness

- Improve survival from out of hospital cardiac arrest
- 24x7 cardio vascular services

2 Department of Health — Cardiovascular Disease Outcomes Strategy, Improving outcomes for people with or at
risk of cardiovascular disease

16.03.15 CVD Final Reportl 22 HARTLEPOOL BOROUGH COUNCIL



Council

12.16

12.17

12.18

12.19

- 16 March 2015 4 (| ||)

The Cardiologist concluded:-

There is faling CVD mortality but this may reverse due to an increase in
obesity, diabetes
Important to have an integrated approach to prevention and care and the
importance of data
The future challenges are as follows:-
- Medical inflation and healthcare funding
- Ageing population and lifestyles
- Integration ofservices
The 5 Year Forward Plan stresses prevention, models of care and use of
information/data
Local services have started joumey towards:-
- Specialist care
- Community clinics for diagnostics, initial assessment and treatment
- Look at the next steps
Success will require collaboration:-
- Primary, secondary and tertiary care
- Local authorities
- Chatrities
- Specialist societies and Royal Colleges
- NHS England
- Health Education England
- Commissioners

North Tees and Hartlepool NHS Foundation Trust - Cardiology
Department

Members received evidence from the Consultant Cardiologist at North Tees
and Hartlepool NHS Foundation Trust. Members were informed that coronary
heart disease is the most common cause of death in the UK and the UK
undemerforms most of Europe. There are high rates of Coronary Heart
Disease in Scotland and North East England.

Cardiovascular Disease in Hartlepool

Compared to the England average in Hartlepool there is a 55% increase in
admission to hospital and 57% more heart attacks (there are similar levels for
cancer and respiratory illnesses). In Hartlepool there is a 10% increase in
CVD death and a 16% increase in premature CVD deaths.

Members questioned the causes of CVD and why they were highest in the
North East of England. It was confirmed that it was a combination of many
factors including smoking and poverty.
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Members were informed that there has been significant investment in the
cardiology department at North Tees and Hartlepool NHS Foundation Trust
(NTHFT) including:

- increased numbers of cardiologists

- improved diagnostics

- local services

- enhanced community services

- streamlined pathways

- Investmentin new equipment — for example, a new CT scanner

There is a cardiology outpatient service based at the University Hospital of
Hartlepool with Consultant led clinics that look into general cardiology, heart
failure, arrythmia (pacemakers) and structural heart disease. The clinics
have approximately 800 new patients a year and over the past two years the
clinics have started to expand. There are also nurse led clinics, which are the
rapid access chest pain clinic (which has 600 patients per year and GPs can
refer to the service and patients will usually be seen within 2 or 3 days and
guaranteed to be seen within two weeks), the Community Heart Failure
Liaison Clinic, the Valve Clinic and the Arrhythmia Clinic.

In 2010, NTHFT had one cardiologist, no speciality clinics and limited urgent
capacity. Now, in 2015 there are 4 cardiologists with speciality clinics and
increased urgent capacity.

Diagnostic testing services are offered at the University Hospital of Hartlepool
in the Cardiac Investigations Unit which offers a full range of non-invasive
testing, which includes a ECG reporting service for local GPs,
echocardiography, heart monitors and BP monitors, exercise testing and
pacemaker follow-up.

The cardiac services offered at North Tees Hospital are the same as those
offered at Hartlepool but at the North Tees site they carry out complex
imaging and the cardiology day unit and catheter lab offers diagnostic
angiography (800 patients a year) and pacemaker implants (200 patients a
year). There is an acute cardiology ward at North Tees hospital, with up to 6
high monitored beds. There are daily consultant led ward rounds on a
weekday, which has improved care (quality and safety) and shorter
admissions. The aim of the cardiology unit is to provide 7 day cardiologist
cover.

Community Based Services

Members were informed that CVD patients are well served by community
CVD services and the Cardiology Team are trying to expand local services
further / enhance community programmes. The data collected from GP’s
shows that there is an increase from 30% to 70% of referrals to the clinics,
therefore the demand is there and the expectation is to expand services to
meet demand. The community heart failure clinic is aservice for severe heart
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failure, 200 patients in Hartlepool use the service and home wvisits are
undertaken where needed. The service offers supported discharge from
hospital and has links to palliative care services. Most patients are seen in
local clinics where the investigations are undertaken. Offering services to
patients earlier in their pathways will help to prevent people being admitted to
hospital. Cardiac rehabilitation is offered to all patients following a heart
attack, which provides patients with lifestyle advice, point of contact and a
graded exercise program. When measuring cardiac rehabilitation on
improved medical outcomes, the data shows that it does not have a great
impact, but patients enjoy the rehabilitation as it contributes to improved
quality of life. One of the roles of the Cardiology Team is to educate GP’s
aboutservices available to CVD patients.

Members questioned whether care offered at GP surgeries is helping to
detect heart disease. In response to the question, the Cardiologist said that
care delivered in primary care is valued, although care provided by some
GP’s is better than others. There was a discussion about GPs carrying out /
reading ECG’s, and in Stockton nearly all GP’s have access to ECG’s and
can read them, whereas in Hartlepool patients are referred to the hospital for
an ECG and then back to the GP with the results. Members asked if the
Cardiology Team could influence GPs about the use of ECGs in their
surgeries, and the Cardiologist confimed that he had made suggestions to
GPs about this but he was not aware of any GPs who were offering ECGs.

The group discussed targeting primary prevention and trying to get all GPs to
recognise that prevention does work i.e. the Healthy Heart Checks.

Tertiary Services

The North East has a strong cardiac network, who meets three times a year,
topics discussed include collaborative working, agreed pathways of care,
managed expansion and dewolution. NTHFT has close links to James Cook
University Hospital with cross site posts, participation in education program
and multi-disciplinary meetings between James Cook and NTHFT.

Members were informed that people are living longer in 2014 even though
they are travelling further for treatment.

THE ROLE OF AMBULANCES IN RELATION TO CARDIOVASCULAR
DISEASE

Members received evidence from a Consultant Paramedic at the North East
Ambulance Service. In relation to CVD the ambulance service treats the
following conditions:-

Acute Coronary Syndrome (angina, myocardial infarction (MI))

Angina is a narrowing of the coronary arteries which can be relieved by rest
but may need drugs to widen the arteries.

Ml is captured by the ECG and requires primary percutaneous coronary
intervention (PPCI) and drug therapy on route to hospital
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Stroke
The FAST (Face, arms, speech, time) is used and if positive then the patient

is transported to a hyperacute stroke unit and given oxygen on route, the
hospital is alerted of the emergency.

Cardiac Arrest

This is a complete stop of the heart and the most important action is for the
patient to receive CPR immediately and this is nomally by a bystander,
although the North East is one of the worst areas for bystander CPR.
Treatment for a cardiac arrest can include defibrillator and drug treatment and
70 to 80% are treated at the scene. The drug that is used to treat a cardiac
arrest is adrenaline, although there is no evidence to suggest that this is the
most effective drug to use. Therefore, NEAS, along with 4 other ambulance
services in the country are trialling a new drug.

The Consultant Paramedic is currently developing a Cardiac Arrest Strategy
and within this he intends to include how to increase bystander CPR along
with more public access to defibrillators. Members discussed CPR training
and the lack of people trained in CPR and suggested that secondary school
children would be appropriate people to be trained in CPR. Also, members
suggested that it would be beneficial if more staff within the local authority
were CPR trained.

Members supported the use / access of defibrillators in public places but
stressed the need for defibrillators in the workplace, which was supported by
the Consultant Paramedic. Members supported Public Health’s approach to
encourage employers to place defibrillators in the workplace and also to
provide training for Council staff and Councillors on the use of defibrillators.
Members stressed the importance of not only having a defibrllator in the
workplace but also to register it with NEAS, as this will then make paramedics
aware of when itis in use. In keeping with this, Community Defibrillators are
currently in the process of being placed in Council-owned buildings and Parsh
Council locations with training for the staff and community to follow.

Members were informed that NEAS staff in their own time were piloting the
use of a cardiac arrest car. The car is being piloted at Newcastle and the
paramedic indicated that if the patient is treated by the cardiac arrest car then
the patient has a 3 times higher chance of being discharged from hospital
following the cardiac arrest. It is hoped that further cars can be made
available across the North East, although this will be subject to funding. It
was anticipated that 3 to 4 cars would be needed to cover the North East,
which would cost on average 1.5 to 2 million pounds. It was recognised that
the car was asuccess because of its specialism in treating certain conditions;
it was about getting the best responder in place. In general paramedics do
not attend many cardiac arrests but the paramedics on the car, only attend
cardiac arrests therefore they build up their knowledge and learn each time
from their experience.
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13.5 Members questioned the use of the Fire Brigade as first responders to cardiac
arrests, as concern was raised about the resource implications and funding
issues. This method of using the Fire Brigade as first responders has proven
successful in America but Members were concemed that often a ‘mix and
match’ service fails to deliver.

NEAS Performance

13.6 The ambulance sernvice quality indicators collate data from a variety of
incidents and are categorised as emergency service unplanned care for
cardiac arrest, ST segment elevation myocardial Infarction (STEMI), and
stroke. The indicators are aimed at accessing the treatment provided by
ambulance clinicians, based on their initial assessment and diagnosis of the
patient when attending the incident.

13.7 In relation to STEMI, the indicator measures the percentage of patients
suffering a STEMI and who, following direct transfer to a PP CI centre receive
primary angioplasty within 160 minutes of the emergency call. NEAS are
below the national average for this indicator. The national average is 89.5%
and NEAS is at 86.6%. NEAS are currently ranked 8™ in the country for this
indicator. The Consultant paramedic explained that NEAS are not getting
patients to hospital in good time and explained that this was due to ashortage
of paramedics and delayed hospital turn around times. Third party ambulance
providers, such as Red Cross and St John’s Ambulance were being used to
transport patients to hospital when a rapid response car was on scene. The
rapid response paramedic will then go with the patient in the third party
ambulance to hospital.

13.8 NEAS are above the national average for the indicator which measures the
percentage of patients suffering a STEMI who receive an appropriate care
bundle. The national average is 80.2% and NEAS are performing at 85.1%
and are ranked 3"in the country.

13.9 In relation to stroke, the percentage of FAST positive stroke patients
potentially eligible for stroke thrombolysis, who arrive at a hyperacute stroke
unit within 60 minutes of emergency call is 70%, and the national average is
60%. NEAS are ranked 2™ in the countryfor this indicator.

13.10 98.4% of suspected stroke or unresolved transient ischaemic attack patients
(assessed face to face) receive an appropriate care bundle, this compares to
a national average of 97%.

13.11 Regarding cardiac arrest performance, NEAS are measured on patients who
arrive at hospital with a heart beat. NEAS is performing at 35.7% and the
national average is 30.1%. NEAS are ranked 3 in the country.

13.12 NEAS are also measured on survival to discharge. This is the percentage of
patients who survive after admission to hospital; this figure is very low at
4.9%, compared to 8.2% nationally. Although, if a patient receives treatment
from the specialised cardiac arrest car this figure rises significantly to 12%. If
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the patient has a ‘shockable rhythm’ there is a 20% of survival to discharge.
NEAS are ranked 10" in the country for this performance indicator.

REHABILITATION PROGRAMMES / LEISURE CENTRES

Leisure Centres in Hartlepool offer a wide range of activities, for example, free
swimming for school children, GP referrals to exercise classes (detailed
below), subsidised charges for activities through the use of the Active Card.
Members questioned if Healthy Heart Checks could be undertaken in
community venues, such as leisure centres, libraries and community centres.
The Healthy Heart Checks do take place in community and workplace venues
including Hartlepool Borough Council, as well as GP practices and clinical
settings.

Members asked about the NHS Health Trainer Service. The NHS Health
Trainer Service in Hartlepool, currently provided by North Tees and Hartlepool
NHS Foundation Trust, will move into the Local Authority as of 1°' April 2015.
The service is the only Tier 2 (Community) Weight Management Service for
adults currently operating in Hartlepool, where obesity and overweight
currently affects 68.5% of adults. As such, the service forms an integral part
of the Healthy Weight Healthy Lives Strategy and obesity pathway for
Hartlepool. There are 5 health trainers plus one team leader, strategically
placed at key areas in the community to offer free one to one and group
based support around nutrition, healthy lifestle and behaviour change.
People can self refer into the service or seek a referral from other clinical
services. Health Trainer-led weight management clinics are also provided in
several GP practices across the town. The move into Public Health within the
Local Authority will enable more flexibility and control over the future
development of the service, to ensure there are closer working links with key
council services such as adult social care and sport and recreation teams.
There is also scope to consider how the service could support delivery of the
Healthy Heart Check agenda and also support families, not just adults with
nutrition and healthy lifestyle advice.

Visit to the Cardiac Rehabilitation Community Exercise class

Members were offered the opportunity to visit the Cardiac Rehabilitation
Exercise Class at the Mill House Leisure Centre. The Exercise for Life
Programme provides opportunities at weekly supervised sessions for those
patients with Coronary Heart Disease (CHD) to continue exercising on
completion of their Phase 3 NHS Cardiac Rehabilitation programme. This
Phase IV provision is an extension to the secondary care offered by the NHS
services, offering long term maintenance of physical activity and life style
change to reduce the risk of recurrent events. The HELP scheme has a good
working partnership with the Community Coronary Heart Disease Specialist
Nurse team who are based at the McKenzie House surgery.

The British Association for Cardiac Rehabilitation protocols are followed
regarding the referral process, with the confidential exchange of the relevant
patient information from the Phase 3 teams to the GP Referral Coordinator.
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Patients give their consent for this to happen, the patients GP is then
informed that this process has taken place. Any instructors who hold this
nationally recognised advanced qualification have to revalidate their teaching
certificate every three years.

Groups of patients seen are:-

- Post Heart Attack - M.I's

- Coronary arteries bypass graft and valve surgeries
- PCI's (stents or balloon insertions)

- Pacemakers and other implanted devices

- Heart Failure patients

- Stable angina

Phase IV exercise offers the opportunity for patients to maintain and increase
their fitness levels. This in tum increases their confidence and supports them
as individuals as well as helping their families. The sessions also offer a social
element to support those who otherwise may live quite a solitary life.

GPs and CHD Nurse Practitioners also refer to the Phase IV provision direct
from the surgeries. These patients may have Angina or be at risk of
increasing risk of developing heart problems. The NHS - CVD Cardiovascular
Disease screening programme identifies those patients who could benefit
from the HELP scheme service and all referred patients are given the
opportunity to engage.

People who are anxious are encouraged to observe sessions prior to
participation so that they and their family members are more comfortable with
the transiton from the NHS clinical teams to the community exercise
professionals who work in this area. On completion of an initial 10 week
period of attending, allowing time for assessment on cardiovascular function
patients are then sign posted to further opportunities in the councils leisure
centre services offering a menu of choice. This provides more flexibility and
variety to their physical activity sessions. At the present time clients do pay a
small fee to attend their exercise sessions this is £1.80 per session if the
patients are over 60 years of age in line with the Counci’s Sport and
Recreation Concession Active Card scheme. If a patient does not fit this
category the cost to take part is £2.70 per visit. To date, the Exercise Co-
ordinator has had little feedback to suggest this is a barrier to access, but itis
something thatis always considered when receiving new referrals.

The benefits for patients who maintain regular cardiac rehabilitation structured
exercise in the long term are:-

o Reduced hospital admissions

o Reduced Angina

o Improved Lipid Profile

o Reduced Blood Pressure

o Improved functional capacity

o Improved compliance with positive lifestyle behavioural changes
o Reduced anxiety and depression
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14.9

o Increased confidence and well being
o Improved likelihood of a return to work and leisure activities
o Improved health education for families and friends

Some comments received from the patients are listed below:-

“really thorough and brilliant, trainer keeps a good check on you. Help and
guidance is offered, very worthwhile class, everyone is cared for “.

Smoking Cessation Clinics

14.10 Members visited a smoking cessation clinic. North Tees and Hartlepool NHS

Foundation Trust is commissioned through local authorities to provide stop
smoking clinics across Teesside at a number of convenient venues in
Stockton, Hartlepool, Middlesbrough and Redcar and Cleveland. There are
also a number of phamacies that can offer stop smoking treatments along
with various GP practices. There is a team of specialist advisors who provide
friendly and non{udgmental help to smokers. The support is tailored to each
individual to provide the best possible chance of quitting.

14.11 Members were concemed that smoking among young people seemed to be

on the increase and were concerned that many could be using e-cigarettes as
they thought them to be less hamful. The use of flavoured e-cigarettes as
well was also thought to appeal to young people. Members were informed
that smoking cessation work was carried out through youth workers.

14.12 Members questioned whether all services provided to help prevent

15.

151

cardiovascular disease were sufficiently joined up and questioned whether
smoking clinics and healthy heart checks could be offered at the same time /
same place. Logistically, offering the service atthe same time would not be of
benefit. It was also questioned whether there is sufficient “joined up”
thinking/action both within the Council and with partner agencies, for example,
altering lifestyle choices through Economic Development and housing
initiatives and other critical factors? It was acknowledged that there is some
evidence of joined up working, however, as organisations, roles and
responsibilities are now clearer and embedded post April 2013, there is scope
to deepen joint working and integrate further.

CONCLUSIONS

Council concluded that:-

Inequalities, Access and Provider Variation

(@ CVD is one of the significant issues facing the provision of Health

Services in Hartlepool and is compounded by high levels of deprivation
and health inequalities;
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(b)

(©)

(d)

()

Healthy Heart Checks / NHS Health Checks are a key tool in the early
identification of CVD and signposting to treatment services. However:

- Take up is low, particularly in the most disadvantaged wards, with a
significant difference between the number of invitations sent and the
number of checks carried out;

- Invitations are predominantly sent to people living in the most
deprived communities and evidence shows that these groups are

historically less likely to respond; and

- Itis known that people living in deprived communities respond better

to telephone invitations and when offered walk in facilites in
community venues.

Patient numbers at GP practices, and the take up of Healthy Heart
Checks, vary across Hartlepool. On this basis, the provision of data on
a practice by practice basis would the beneficial in the evaluation of
service provision and the sharing of good practice in the future;

The provision of services from Community locations is a valuable
alternative / addition to the provision of services at GP practices and
will form part of the blueprint for service provision in the future;

Data in relation to the conduct and outcome of Health Checks
undertaken in community facilities is relayed to GP’s as a matter of
course. It is imperative that this occurs across all practices if the
provision of services in community locations is to be a truly effective
part of Healthy Heart Checks in the prevention and eary detection of
CVD;

Quality of delivery

(f)

(9)

(h)

Work undertaken in schools has been effective in raising awareness of
CVD, and whilst this was initially supported by the British Heart
Foundation Project, it will in the future be embedded into delivery by
staff in schools. It is essential that this good practice continues as
schools are well placed to promote and encourage healthy lifestyle
choices;

Focus needs to be placed on the modifiable risk factors for CVD and
how to prevent the disease in order to make people aware that CVD is
a serious but preventable disease;

Defibrillators for use within the workplace and community venues along
with trained first aiders are crucial to help save lives and Members
expressed their support for the installation of a defibrillator on the
Health Bus as part of the programme being implemented across the
town.
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Integration with lifestyle / behaviour change providers

0] The prevalence of CVD in Hartlepool is high due to a combination of
factors including deprivation and lifestyle choices;

()] There are a wide range of very effective lifestyle services provided by
the Council and its partners in terms of prevention and eary detection.
This includes the Stop Smoking Service which is effectively linked in
with the Healthy Heart Checks.

16. RECOMMENDATIONS

16.1 The Task and Finish Groups have taken evidence from a wide variety of
sources to assist in the formulation of a balanced range of
recommendations. With due regard to the evidence considered by each of
the Groups, Council's key recommendations to the Health and Wellbeing
Board are as outlined below:-

Provision of Services

(a) That following the transfer of Public Health responsibilities to the Local
Authority and the inclusion of sports and recreation services within the
Public Health Department, CVD provision commissioned by the Council
be reviewed to ensure that:-

() Itis effectively joined up and integrated to take advantage of the
opportunities across service areas, with due regard to the wider
piece of work being undertaken in relation to the Better Care Fund;

(i) Community provision for the delivery of Healthy Heart Checks is
developed and the use of community buildings, such as community
centres and libraries be explored to improve accessibility and
sustainability of services and facilities; and

(iii) There are no gaps/ishortfalls in provision.

(b) That as part of the service review of the Healthy Heart Check
Programme currently being undertaken by the TVPHSS consideration
be given to:

(i) Why the take up of Healthy Heart Checks varies across GP
practices, particulany in the most disadvantaged wards, with a
significant difference between the number of invitations sent and
the number of checks carried out;

(i) How those from the most deprived communities can be better
engaged, including the exploration of the most effective means of
establishing initial contact;
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(iii) How the process for the transmission of data to GPs practices in
relation to Health Checks undertaken in the community facilities
could be improved to better record community checks.

Prevention of CVD

(c) That the Health and Wellbeing Board support the approach to amend
the childhood measurement letter, for use in the next roll out of
measurements, in order to make it compassionate and friendly by using
suitable wording;

(d) That an evaluation be undertaken of the work carried out in schools
relating to CVD awareness, with focus on ensuring the continued
provision of activities. The evaluation to include:-

() Whatschools are doing well;

(i) Howschools can promote CVD messages;

(i) How schools can further raise awareness of healthy eating and
lifestyle choices; and

(iv) How the Council can work with secondary schools to encourage
schools to offer CPR training to their pupils.

(e) Thatthe Council continue to raise awareness of CVD by:-

() Continuing to offer the Healthy Heart Check to Council staff;

(i) Encouraging Council staff to become CPR trained; and

(i) Publicising the Healthy Heart Checks in all Council buildings and
GP practices.

Treatment of CVD
(H Thatthe Health and Wellbeing Board:-
0] Encourage businesses across Hartlepool to install defibrillators
within their workplace and register the defibrillators with NEAS;
and

(i)  Explore the installation of defibrillators in venues for community
provision usage, including the Health Bus.

COUNCILLOR STEPHEN AKERS-BELCHER
CHAIR OF COUNCIL
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Evidence provided to the Task and Finish Groups

The following evidence was presented throughout the course of the investigation into

CVD:-

Date of Meeting

Evidence Received

16 October 2014

Setting the Scene Presentation from:-
- Public Health representatives
- Tees Valley Public Health Shared
Service

14 November 2014

Visitto a Stop Smoking Clinic venue

17 November 2014

Primary care services and the healthy
lives project/work in schools

- Tees Valley Public Health Shared

Service
- Public Health representatives

9 December 2014

Visit to Cardiac Rehabilitation Class

10 December 2014

Presentation and verbal evidence from
South Tees NHS Foundation Trust

8 January 2015

Presentation and verbal evidence from
North  Tees and Hartlepool NHS
Foundation Trust

11 February 2015

Presentation and verbal evidence from
the North East Ambulance Service

2 March 2015

Visit to the Health bus
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COUNCIL

16 March 2015

HARTLEPOOL
BOROUGH COUNCIL

Report of: DEMENTIA WORKING GROUP

Subject: DRAFT FINAL REPORT — INVESTIGATION INTO
DEMENTIA: EARLY DIAGNOSIS

1. PURPOSE OF REPORT

1.1 To present the draft findings of the Dementia Working Group following its
investigation into Dementia: Early Diagnosis.

2. BACKGROUND

2.1 The Audit and Governance Committee met on the 7 August 2014 to consider
their Work Programme and agreed that the Committee would set up a
working group to look at dementia. With effect from 24 November 2014,
Health Scrutiny responsibilities were transferred from the Audit and
Governance Committee to Full Council and from this date all members of
Council were invited to attend the dementia working group meetings.

2.2 Dementia is one of the most pressing issues relating to older people. It has a
range of symptoms including memory loss, mood change, and problems with
communication and reasoning that are brought about by diseases that
damage the brain, such as Alzheimer’s disease. It is progressive and at
present there are no cures.

2.3 It is predicted that the number of people in Hartlepool who have dementia
will increase significantly in the next 16 years from 1,171 in 2014 to 1,811 in
2030, This is an increase of approximately 40% and is a key pressure at a
time of shrinking resources. The Joint Strategic Needs Assessment for
Hartlepool identifies this increase as a key priority that requires action and
this is also reflected in Hartlepool and Stockton on Tees Clinical
Commissioning Group’s commissioning intentions.

2.4 Lack of early identification of people with dementia and formal diagnosis
remain an issue that impact on early intervention. Reasons for this include:

. lack of information;

! Projecting Older People Population Information - Institute for Public Care at Oxford Brookes
University
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2.5

3.1

4.1

5.1

lack of awareness and confidence in dealing with people with dementia
by both the general public and medical and support staff; and

The taboo - dementia remains a subject that many people find hard to
talk about, much like cancer was 15 — 20 years ago. We all know
someone who has it or is affected by it but we don’t talk about it.

Adult Services support people with dementia and / or their carers through a
range of services that are provided in the community or in people’s own
homes, including day services and residential care. There is also a
significant amount of work ongoing at the present time involving Adult
Services and a range of partner organisations to explore the possibility of
Hartlepool becoming accredited as a ‘Dementia Friendly Community’.

OVERALL AIM OF THE SCRUTINY INVESTIGATION

To gain an understanding of the work that is currently ongoing in Hartlepool
in relation to dementia and to examine how services assist with early
diagnosis

TERMS OF REFERENCE FOR THE SCRUTINY INVESTIGATION

The Terms of Reference for the Scrutiny investigation were as outlined
below:-

(a) To examine the incidence and prevalence of dementia from a
population health perspective;

(b) To gain an understanding of dementia and the diseases that are
associated with dementia including diagnosis and current treatments;

(c) To gain an understanding of the work that is currently ongoing in
Hartlepool, including how awareness is raised and the progress
towards a dementia friendly community; and

(d) To explore and examine how services contribute to the early
identification of people with dementia and identify whether there is
anything further that can be done to aid early diagnosis

MEMBERSHIP OF THE DEMENTIA WORKING GROUP

The membership of the working group is as detailed below:-

Councillors J Ainslie, S Akers-Belcher, K Sirs, G Springer, P Thompson and
C Wilson (Independent Person)

The membership of Full Council is as detailed below:-
Councillors Ainslie, C Akers-Belcher, S Akers-Belcher, Atkinson, Barclay,

Beck, Brash, Clark, Cook, Cranney, Dawkins, Fleet, Gibbon, Griffin, Hall,
Hargreaves, Hind, Jackson, James, Lauderdale, Lilley, Loynes, Martin-Wells,
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Morris, Payne, Richardson, Riddle, Robinson, Simmons, Sirs, Springer,
Thomas and Thompson.

METHODS OF INVESTIGATION

Members of the working group met formally from 7 November 2014 to 6
February 2015 to discuss and receive evidence relating to this investigation.
A detailed record of the issues raised during these meetings is available on
request.

A brief summary of the methods of investigation are outlined below:-
(a) Setting the Scene presentation from the Director of Public Health;

(b) Presentation and verbal evidence received from Tees, Esk and Wear
Valleys NHS Foundation Trust;

(c) Presentation and verbal evidence received from Adult Social Care;
(d) Verbal evidence received from the Hospital of God,;
(e) Visit to Minerva House held on 8 January 2015; and

()  Focus Group held on 6 February 2015

FINDINGS

INCIDENCE AND PREVALENCE OF DEMENTIA FROM A POPULATION
HEALTH PERSPECTIVE

Members welcomed evidence from the Director of Public Health who
presented information to the group regarding the prevalence of dementia
and highlighted that dementia was a relevant public health concern. In
2010/11, there were approximately 440 people with dementia recorded on
general practice registers in Hartlepool and in 2011/12, this rose to 0.54%,
similar to the England average (0.53%).

Members were informed that the number of people aged over 65 with
dementia is expected to increase by 15% in the next 5 years, and by 30%
within ten years. By 2022, there is likely to be 1,300 people with dementia in
Hartlepool, compared with 1,030 in 2012. In the UK there are approximately
800,000 people with dementia; the prevalence of dementia almost doubles
every five years after the age of 60. Globally, it is estimated the number of
people with dementia will rise from around 35.6million in 2010 to 115.4
million in 2050 unless prevention efforts succeed.

There are a range of lifestyle behaviours that could potentially increase a
person’s risk of developing dementia including smoking, obesity and physical
activity, however, that said, more longitudinal research is needed over many
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decades to test the causal relationships between modifiable lifestyle
determinants and dementia. There needs to be greater public awareness,
such as Public Health England supporting the Dementia Friends Campaign
and the training of the wider workforce. It was questioned whether it could
be said categorically that smoking, obesity etc could be linked. The Director
of Public Health stated that further research needed to be undertaken to be
100 percent sure of the causes.

DEMENTIA AND THE DISEASES THAT ARE ASSOCIATED WITH
DEMENTIA INCLUDING DIAGNOSIS AND CURRENT TREATMENTS

The Working Group received evidence from representatives from Tees, Esk
and Wear Valleys NHS Foundation Trust (TEWV). The group were informed
that dementia is a term for a range of acquired disorders which worsen over
time. It affects a range of different cognitive functions including:- memory,
language, visuo-spatial ability, executive functioning (ability to
plan/organise). This can result in changes in mood and behaviour, such as
being withdrawn, anxious, sad, restless, agitated). There are over 50 causes
of dementia, the most common being Alzheimer's disease, vascular
dementia, fronto-temporal dementia, korsakoff (from heavy alcohol use) and
dementia with lewy bodies. Dementia affects people at different stages of
life, affects different parts of the brain and at different speeds.

How is Dementia diagnosed?

The group were informed that a clinical interview is carried out, which
includes an assessment of physical wellbeing (including any head injuries,
infections), and family history, education etc. Cognitive screening is used
and there are different profiles for each type of dementia. Different forms of
cognitive screening include mood assessments, CT, MRI or SPECT scans.
Further tests may be carried out, such as neuropsychology tests. Members
guestioned whether dementia could be self diagnosed. It was highlighted to
Members that a professional was required to diagnose dementia. Dementia
can only be conclusively diagnosed post mortem. If people have one type of
dementia this can increase the risk of having another and many people have
mixed types of dementia. The person’s personality, environment,
opportunities for life to remain meaningful and supporting relationships all
affect how the dementia presents.

Dementia Care Pathway

The group explored TEWV’s dementia care pathway. The pathway begins
pre-diagnosis for people with cognitive deterioration where dementia is
suspected. The pathway includes all individuals except people with a
diagnosed learning disability. There are key points throughout the pre-
diagnosis assessment, which include providing information; gaining consent
(or not); assessing depression; conducting a carers assessment,
communicating with the GP and conducting a diagnostic discussion with
psychiatry, psychology and specialist nurses.  Members questioned the
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variations in diagnosis across GP surgeries. NHS England does look at
variations across practices to reduce inequality.

The dementia care pathway post diagnosis for medication consists of
physical checks, information gathering and seeking consent. A titration clinic
appointment is arranged for 4 weeks later and a letter is sent to the GP
regarding initiation of medication, ideally within 24 hours but it must be within
5 days. Within 30 days of the diagnostic appointment, there is a post
diagnostic face to face discussion with the patient and carer. Items that are
discussed are deciding rights, lasting power of attorney, reconsideration of
referrals to other professionals and a discussion on research / the Jooin
Dementia Research system, which is a new national system from the
National Institute for Health Research (NIHR) and TEWV are the first
organisation from outside of London to join the system. Members
guestioned whether many patients look after themselves. Representatives
confirmed that an assessment would be made and it may be that the person
can be independent or maybe home care could help, for example, to ensure
that medication is taken. Non pharmacological interventions may be used
post diagnosis, for example, psycho-education, psychological therapy and
cognitive stimulation.

In Hartlepool, care delivery is through the Mental Health Services for Older
People Team, which is based at Sovereign House, Hartlepool. The Team
has a multi-disciplinary approach to the delivery of care and operates 5 days
a week from 9am to 5pm. It has out of hours support 8am — 8pm from the
Teesside Intensive Community Liaison Service. After 8pm, people should
contact their GP or the emergency duty team. A representative from TEWV
praised the commitment of two social workers from Hartlepool Council for
their outstanding commitment in dealing with a recent case. Members
commented that they do not often hear of the good work carried out and
would welcome more examples of outstanding work carried out. The team
delivers patient centred care in partnership with the individual, their carers
and other linked professionals, guided by the Care Programme Approach.

Members were informed of the referral process into the Community Mental
Health Team. It is an open referral process, with GPs able to refer to the
team. The referral rate is increasing, as per below:-

2012: 501 patients referred

2013: 558 (11% increase in referral rate)

2014: 548 to November (18% increase forecast)
31% increase in referrals over 3 years.

The referrals are pre-diagnosis, and not all are relating to dementia. At
present the team has a caseload of around 700 people.

The Community Mental Health Team has links with other agencies, for
example, social care, primary care, dementia reablement practitioner, the
Community Liaison Service, the dementia collaborative, the TEWV Acute
Hospital Liaison Service, Hartlepool Carers and Hospital of God. Members
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were informed that the key to good integration is health and social care
working together.

DEMENTIA SERVICES IN HARTLEPOOL AND HOW PEOPLE WHO
HAVE DEMENTIA ARE SUPPORTED BY ADULT SERVICES AND LOCAL
PROVIDERS

The Head of Strategic Commissioning presented information to the group
demonstrating that the broad challenges for Local Authorities were around
awareness, good quality information and early diagnosis; high quality
residential services; services in the community; good housing and related
support; intermediate care and End of Life Care.

Members were informed that the dementia services in Hartlepool are as
follows:-

483 residential placement beds

62 nursing residential placements

121 beds dual registered for residential or nursing

The hospital of God provides a social inclusion and support service
incorporating day opportunities, community pastimes, memory/carer cafes
Intensive Community Liaison Service, offering support for care homes
Extra care is provided in Hartfields and Laurel Gardens

Direct Payments

Domiciliary Care Services

The group was informed about the North of Tees Dementia Collaborative
which involves five statutory organisations working together to improve
services for people with dementia and their families / carers. Sustained
improvements have been made to current working practices. The Dementia
Collaborative uses a systematic approach to looking at areas to be analysed,
specific task and finish groups have been established to drive projects
forward, for example, medical checks in care homes. The Collaborative has
also become a means of sharing innovative activity and in April 2014, a 5
day workshop was held with the overarching aim to make sure a care home
resident had a peaceful and dignified death, with care delivered by a caring
and respectful workforce. The pilot period took place in four care homes, all
registered with the Gold Standard Framework. There is also a current
training programme underway with care homes.

Progress towards a Dementia Friendly Community in Hartlepool

A dementia friendly community is a community where people are aware of
and understand more about dementia and people with dementia will feel
included in their community. The interest from Hartlepool in dementia
friendly communities came from a discussion at the Hartlepool Dementia
Forum with the initial discussions of interest gaining overwhelming support.
In Spring 2014 a project was established to identify other interested parties.
The group was informed that, to date, 18 organisations have expressed an
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interest in being involved including representatives of every department of
Hartlepool Borough Council. An action plan has been established with 4
specific work streams, with a core working group to drive the project forward.
Progress towards a dementia friendly community in Hartlepool is underway,
the activities so far include, identifying local priorities for building a dementia
friendly community identified through consultation with people with dementia
and their carers. Approximately, 80 Dementia Friends have been recruited
for all departments of the Council and five new dementia friends Champions
have been trained. An application has been made to Hartlepool and
Stockton-on-Tees Clinical Commissioning Group’s “Innovation /Ideas Cave”
to fund a part time development worker (by Hartlepool Voluntary and
Development Agency on behalf of the project). Advice from regional national
sources indicates that dedicated work time is crucial to a projects success.
A draft directory of services for people with dementia identifying key
organisations that can offer support has been produced and information
distributed by each core organisation has been mapped. The group was
informed of the dementia friendly organisations in Hartlepool.

The next step to progress the dementia friendly community is to agree
arrangements for formal sign up and pledging and then gain accreditation.
Members questioned how accreditation would be gained. In order to gain
accreditation, each organisation has to pledge to say how they are going to
become dementia friendly and then this pledge is presented to Dementia
Friends at a national level. For example, the pledge could be that
employees are aware of what to do if a person with dementia needs help.
Argos has set up an area where customers can go to if they need help or
look as though they might need help. The pledges all need to be ‘future
proof and embedded into the organisation so that they continue when
existing staff and management leave the organisation. There is an option to
go for accreditation for the whole of Hartlepool or in smaller pockets of
communities in Hartlepool. It was the view of the Modernisation Lead that
Hartlepool should do it all in one go.

The group questioned how Elected Members could help. Officers responded
by saying that it is about integrating dementia across all Council services. A
steering group has been established, which consists of representatives from
all organisations that have expressed an interest in the project together with
representatives from all Council departments. It was highlighted that the
Headland Parish Council is including dementia in their Neighbourhood Plan
to make it an integral part of the community.

The Hospital of God

The Hospital of God is a charitable organisation and provides a range of
services / activities for people with Dementia, as listed below:-

- Hartlepool Day Centre provides day care for older people with dementia
and support for their carers. Once a month a Memory Lane Café is held.
These have been set up to provide people with dementia and their carers
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with opportunities to enjoy social activities together in a friendly and
informal environment with the presence of supportive staff.

- Home from Hospital provides people with dementia with emotional and
practical support on admission into hospital, for the duration of stay and
upon discharge. This specialised service will support the person with
dementia and their family in order to minimise their stay in hospital and
prevent readmission by providing practical support before, during and
after their stay in hospital. Support is provided for up to six weeks after
discharge and the service is free to the patient.

- Stichell House is a residential care home
- Gretton Court is a nursing home for people with dementia.

Community Pastimes is for people who want to have one to one support
to carry out activities in the community or at home. These activities could
be going shopping, attending leisure facilities, the cinema or museums.

Carer Support Service.

Community Service — the information and advice hub for people in
Hartlepool to call in if they need some advice on memory loss and
dementia.

Minerva House — Members visited Minerva House which is located in
Horden. It is a new and innovative resource for people with dementia and
their carers and is available to people living in the East Durham Area.
Members were very impressed with the building and how it had been
designed to be dementia friendly. Members would welcome a facility
similar to Minerva House in Hartlepool and the Hospital of God was
refurbishing Gretton Court to the same standard.

The work and ethos of the Hospital of God and the dedication of their staff
and how they supported people from the very early stages of dementia was
praised. The Hospital of God is a smart organisation and their values shone
through. Members asked what the average age of people with dementia
was at Gretton Court and representatives confirmed that it was on average
from 70 years upwards (although referrals were accepted for people who
were younger than this). It was highlighted that Gretton Court provided the
right ethos for care and should be used as a benchmark. Representatives
from the Hospital of God informed Members that Gretton Court was due to
be refurbished in the New Year.

HealthWatch commented that when they carry out inspections of care
homes, they always look at levels of staffing/training, and have always found
that Gretton Court is good and it should be used as a blueprint of how things
should be across the care sector.
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The group asked about the financial position and how this would affect the
future of services. The Assistant Director commented that it is a challenge
and the Council are currently planning how to make the best use of the
Better Care Fund, which aims to stop people going into hospital and support
people at home / in the community. Within the Better Care Fund (BCF) there
is an area that focuses on dementia. The group was informed that the Better
Care Fund is aimed at refocusing spend from acute services into community
based activity so consequently this is a reshaping of how resources are
spent and it is intended to integrate health and social care.

The representative from HealthWatch informed the group that the consistent
message that comes across to HealthWatch is that people are to be
supported in the community longer before going into a care setting. It was
highlighted to Members that the cost of supporting people in the community
properly and safely can be significantly more expensive than providing care
in a care home setting. People / families wishes need to be taken into
account as well as the management of risk.

The Council’'s Head of Strategic Commissioning highlighted to Members that
the Council are really successful with working with providers and has
acknowledged that the providers are the experts in the field and the Council
are the conduit to share learning. This allows providers to be innovative,
flexible and gets the best out of people. The group questioned whether the
system that the Council were implementing was the correct one. Officers
responded and said yes because in the past there seemed to be a tendency
to consider people with dementia as the exception, but this has to change
and people with dementia should be considered as the rule.

In conclusion, Members were informed that the next 5 years will be very
difficult with the driver to keep people at home / in the community longer.
However, in the past 6 years, progress has been made and services for
people with dementia and their families / carers have improved. This
progress now needs to be built upon with all sectors and organisations. One
of the key messages that the group was informed about was that it is
possible to live well with dementia.

HOW SERVICES CONTRIBUTE TO THE EARLY IDENTIFICATION OF
PEOPLE WITH DEMENTIA AND IDENTIFY WHETHER THERE IS
ANYTHING FURTHER THAT CAN BE DONE TO AID EARLY DIAGNOSIS

A Dementia Focus Group was held on 6™ February 2015 and an analysis of
the comments from the Focus Group is provided below.

Introduction

The event was attended by approximately 25 to 30 people from a range of
backgrounds: people with dementia and carers, people providing support
services to people with dementia and their carers, commissioners of services
and elected members. The purpose of the meeting was to gauge people’s
views, understanding and feelings about what dementia meant to them.
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Discussions took place in 3 mixed groups and which looked at:

What does Dementia mean to you?

What do you do if you think someone has dementia?

What services do you think there are to support people with dementia?

Do you think there is more you can do to diagnose dementia?

How do you think we could work to better improve services for people with
dementia and their families?

As well as participating in the group discussion, participants were also given
the opportunity to write their own comments on “post-it notes.” These are
also included in the write up of the group.

What does Dementia mean to you?

All three groups initially identified the negative impact of dementia in terms of
what it meant to them. The word dementia still brings a sense of fear, there
was also frustration and a lack of knowledge about where to go for help and
then a lack of understanding about what was happening.

However there were also positive comments with people suggesting that we
can help people to live well. Whilst it has a large impact on life it's not the
end of life “I am still me.” There is also humour in it, from stories that help
deal with it.

What do you do if you think someone has dementia?

Most people suggested that GPs were the people to contact if you suspected
someone has dementia but there was concern about the variability of the
response not just to the person with dementia but the carer or family member
too. This included GPs who were not prepared to work with family members
until lack of capacity had been established, a reluctance to diagnose
dementia and also a large variation about knowledge diagnosis and
treatment.

Other suggested points of contact for people who may have dementia were:
Social services,
Memory Lane [cafes],
Talking and support,
Memory Clinic,
Friends and family
Getting power of attorney set up as soon as possible

Using accessible language was also seen as important as was the
importance of 5 or 6 clear messages of guidance about what to expect.

There was strong support for improved pathway that supports the person
with dementia and the carer /family at all points, including after initial contact
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but before a confirmed diagnosis is given. The support should also be
flexible enough to change as circumstances change or where other illnesses
of conditions impact.

What services do you think there are to support people with dementia?

10.11 Knowledge of what services to support people with dementia and their carers
and families were available was mixed. This ranged from a complete lack of
knowledge e.g. “ | don’t know,” and “Who do you ask?” it included comments
about not knowing who to ask or not knowing what support is available and
that isolated vulnerable people could, potentially, be missed.

10.12 Alternatively many specific services and resources were mentioned such as
Memory cafes and Memory clinic, Gretton Court [Hospital of God at
Greatham], Intensive Community Liaison Support (ICLES), Life Story
Network, Dementia Friends [although this may not be enough on its own,]
Admiral nurses [although none locally] and Talking Therapies.

Do you think there is more you can do to diagnose dementia?

10.13 Regarding identification of people with dementia it was suggested that “lay
people” could look for trends and lead to early identification and diagnosis
and that knowledge of symptoms can help people and have a ripple effect so
awareness raising was very important. It was also seen as important for
carers to be “empowered so that they are able to “challenge” GPs and other
professionals where they feel things are being overlooked. Education,
positive marketing, self help groups, talking to other people early diagnosis
and treatment and a compassionate approach were all valued too.

How do you think we could work to better improve services for people
with dementia and their families

10.14 In identifying what could work better to improve services for people with
dementia and their families there was a clear imperative to maximise support
to carers and families who are the ones who are usually giving the greatest
support to the person with dementia. Another key point was the need for
coordinated approaches preferable with single identified individuals who are
responsible for maintaining contact and doing the coordination.

10.15 If people with dementia are living on their own, there is a need for
appropriate prompts to ensure that they keep appointments and for
appropriate support so that they can take part in activities. To facilitate this
there is a need for information about more accessible services such as
shops and supermarkets that have greater understanding of dementia.

10.16 A full copy of all the comments noted at the Focus group meeting is included
in Appendix 1.

10.17 An analysis of the Working to Build a Dementia Friendly Hartlepool project
consultation is also included as Appendix 2.
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11. CONCLUSIONS

11.1 The Dementia Working Group concluded that:-

(@) One of the key messages regarding dementia is that ‘people can live
well with Dementia’ and it is important that people understand this.
There is also a need for appropriate support to be provided to people
with dementia to help them live at home for as long as possible;

(b)  Often the word dementia brings a sense of fear and the word dementia
often has a stigma attached to it, which needs to be dispelled;

(©) Services for dementia have improved over the years and this progress
now needs to be built upon with all sectors and organisations;

(d) There is a need for greater awareness and understanding of dementia
in the community and workplace;

(e) Hartlepool as a dementia friendly community was supported by the
group;

() Support to people with dementia and their carers / families should be
maximised at all points in the pathway, including after initial contact but
before a confirmed diagnosis.

(@) A co-ordinated approach across services should be established with
identified individuals responsible for maintaining contact and co-
ordination. The support should also be flexible enough to change as
circumstances change or where other illnesses of conditions impact;

(h)  Regarding early diagnosis, it is essential that people have knowledge of
the signs / symptoms of dementia and also the services available in
order to help the individual person;

12. RECOMMENDATIONS

12.1 The Working Group has taken evidence from a wide variety of sources to
assist in the formulation of a balanced range of recommendations. With due
regard to the evidence considered, the Working Group’s key
recommendations to Council and the Health and Wellbeing Board are as
outlined below:-

That Council:-

(@) Pledge their support towards Hartlepool becoming a Dementia Friendly
Town
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That the Health and Wellbeing Board:-

(b) Raise awareness of dementia in order to promote a greater
understanding of the condition across:-

() Council departments by encouraging Council staff to become
dementia friends to raise awareness of the signs/symptoms and
also the services available;

(i) Organisations/businesses in Hartlepool, with the aim of each
organisation/business pledging their support towards a Dementia
Friendly Hartlepool; and

(i)  Communities and the general public.
(©) Explore how support to people with dementia and their families / carers
can be maximised and co-ordinated across all services, including the

establishment of identified individuals responsible for maintaining
contact and co-ordination

COUNCILLOR JIM AINSLIE
CHAIR OF THE WORKING GROUP
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Evidence provided to the Group

The following evidence was presented to the Working Group throughout the course
of the investigation:-

Date of Meeting Evidence Received

7 November 2014 Presentation and verbal evidence from:-
- The Director of Public Health
- TEVW

5 December 2014 Presentation and verbal evidence from:-

- Adult Social Care

8 January 2015 Visit to Minerva House
6 February 2015 Focus Group
Appendix 1

1. What does Dementia mean for you?

Table 1:

Not always negative — we can help people to live well;

Increasing panic at the numbers;

Younger people being diagnosed,;

Different types of dementia — co-morbidity/long term conditions;

Do carers struggle more than the person — sometimes person is in ‘world of
their own’.

Challenging to understand;

e Will it happen to me!

e Humour is in it — stories about carers — helps to deal with it!

Table 2:

End of normal life — marriage, family it's all lost;
Loss, heartbreak, long bereavement, loss of control;
Where do you go for support?

Frustrating — who to turn to;

Changes (how) actions.

Table 3:

Lack of ability to communicate/loss of dignity;

Affects everybody differently;

As a service provider have to develop as a service, put changes in place;
Ensure staff are trained,;

‘Dementia’ — word brings fear;

Support for carers/families;
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Legal point of view — see clients from early onset right through to end stage of
dementia;

People are frightened and afraid, stigma attached — ‘advertising campaigns’
deliver powerful message,;

Very powerful advocates for dementia — said has impacted on life but not
ended life, ‘I'm still me’;

Can learn to live with dementia.

Post-it notes:

Acceptance — very difficult — don’t know how to handle it;

Increase knowledge — change culture — myth busting;

Not just eccentricity — carers need tolerance — person can't see they have it;
It's not just Alzheimer’s — all impact on the brain;

Awareness is raised.

2. What do you do if you think someone has dementia?

Table 1:

Consult GP;

Use assessable language;

Don’t bring stigma of the ‘D’ word,;

Memory Lane;

Better information;

Memory Clinic;

Talk, support;

Denial always the first step;

Diagnosis is key?? Time for annual check up?
Awareness raising across the general public — put the message across;
Key message — 5-6 key things — clear things;
Ask family and friends.

Table 2:
e Ring Social Services;
e (o to doctors;
e Doctors not communicating with family until lack of capacity confirmed;
e Power of attorney — issues with bank;
e Living circumstances change — assisted housing/care home/adaptations.

Table 3:

Service provider — good relations with PCT/HBC — referral process, informal
processes in place;

Struggled to get GP to diagnose people;

Can be difficult to get diagnosis;

Person with dementia may not want to discuss with doctor;

GP difficult position — safeguard confidentiality;
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No support in place for period while waiting for diagnosis — pathways to be
clearer;

GP didn’'t have enough knowledge to diagnose people;

HW picked up, real differences how surgeries diagnose;

Gaps in service provision (result of a fall);

Still relate to person with dementia, not the dementia;

GP said couldn’t refer unless did it themselves.

3. What services do you think there are to support people with dementia?

Table 1:

e Memory cafes/clinics;

e GP services;

e Social Services;

e Don’t know;

e Only know if you're in it??

e Lack of knowledge;

e Gretton Court;

e Services tailored for each gender;

e Telephone/remote control/lack of dexterity — technology gap;

e [solation — own home;

e [CLES. [Intensive Community Liaison Support]
Table 2:

People even lots of professionals don’t know what to do;

Very vulnerable if person on their own/no family has dementia — what
happens to them;

What is the support available?

Who do you ask?

Carers are the ones that need support;

Costs high especially if no personal budget entitlement.

Table 3:

Hartlepool Carers massive support (publicise what is a carer) — nice knowing
someone there;

Didn’t know where to go, who to turn to;

Life stories, excellent;

Hospital of God bringing in One Stop Shop — offer extra support (near library);
Not enough services to support people with dementia, is improving with
Dementia Friends;

What about people who are alone / vulnerable people, how do we identify
those people?

Dementia Friends can help, still a barrier of fear, ‘is that person going to help’;
Other generic services can identify people with dementia;

Very difficult to get people to get help;

Can only GP refer? More sense to self-refer into Mental Health Team/into
Services;

Admiral/Dementia nurses (none in North East);
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Variety of practices to see same GP.

4. Do you think there is more you can do to diagnose dementia?

Table 1:

Professor — Durham University — DR Durham Trust — can you do P17??
Professional only;

Misdiagnosis;

Lay people can look for patterns — to lead to early diagnosis;

Education — campaign;

Marketing — positive — government led;

Self help groups;

Who do! Approach other people.

Table 2:

GP’s and other professionals not listening to family and delaying diagnosis
and treatment;

Carers having confidence and knowledge to challenge GP’s;

Talking therapies;

More compassionate approach;

Reduce delays in diagnosis;

Start medication early;

Don’t generalise — everyone is different.

Table 3:

Yes;

Pick up changes in care homes;

But people on own, raise awareness of signs and symptoms;

Difficult to see signs/symptoms;

Front line staff can raise concerns;

Knowing symptoms helps other people, ripples out;

Part of diagnosis, don’t be frightened of it or embarrassed about it, find further
info — need to know where to get info.

5. How do you think we could work better to improve services for people with

dementia and their families?

Table 1:

Support for carers;

Peer support groups;

Transport;

Building regulations;

Everyday conversation;

Acknowledgement that the carer is sometimes the voice of the person;
Patient confidentiality;

Alzheimer’s Society Forum; - website;

Listening and sharing;

GP — education;
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This is me! — Hartfields;

Services — how do they know;

AWARENESS — EDUCATION;

Not new — how do you tweak the ones you've got.

Table 2:

More flexible approach;

Continuity of SW for carers;

Don’t make us fight for our rights for treatment and services;

Support families better;

Educate others, GPs, banks;

Know what you need to know when you need to know it;

Listen;

Centralised points for people to access, memory cafes with professional
advice;

Continuity of carers;

Better care agencies with more commitment to involving patient and family in
decisions;

Social inclusion.

Post-it notes:

Carer isolation will lead to mental health issues for carer;
One person alone should not be responsible for care of a dementia sufferer;
Care and support should be free for dementia sufferers.

Table 3:

Services built around individual person;

Join services up;

Services talk to each other;

One person in health to co-ordinate all services (good idea);

Talking about one GP for each Care Home;

Basic things i.e. people with appointments, if living on own need someone to
prompt them of appointment;

If GPs ringing, often doesn’t work;

Power of attorney in place much sooner;

As service provider, have to look at how services can be more dementia
friendly;

People with dementia can take part in activities, explain to carers (have to
calculate risk);

Information in all services has to be more accessible — shops, supermarkets
have greater understanding of dementia;

People who work with general public should have some dementia training on
a regular basis;

Why have to sell a property if have dementia? Is a terminal illness (same as
cancer) — not fair.
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Appendix 2

Consultation with people who have dementia and their carers about the key
priorities for “Working to Build a Dementia Friendly Hartlepool”
September and October 2014

This report is a combined analysis of a survey of people’s views carried out via a
guestionnaire during September 2014 and a consultation event for people with
memory problems and dementia and their carers held on 10" October 2014 at
Hartfields Retirement Village.

Background

The “Working to Build a Dementia Friendly Hartlepool” project is looking to develop a
more dementia friendly community in Hartlepool. Dementia Friendly Communities
are a national campaign to improve the lives of people with dementia and their
carers.

A project group was formed to test the support for working towards a dementia
friendly community. As support became clearer this group evolved into a steering
group to develop the project. An action plan has been developed. Four work streams
are now in place:

e Awareness raising

e Hands on working group to drive the steps of the project plan

e Information group

e Resources and funding group

Advice was sought from existing dementia friendly communities and regional and
national sources. This identified that the vital first step for the project was to gather
the views of people with dementia and their carers. This will be an ongoing process
but to date has involved the use the questionnaires and a consultation event
mentioned above.

This document looks at the information gathered through the questionnaire and
consultation event and gives an analysis of the key points. Both mechanisms looked
at:

things people with dementia and their carers routinely did,

what helps and what hinders

things that they used to do but had stopped and the reason why

what might help them start to do these things again

new things that they would like to do

There were 31 respondents to the questionnaire. This included 6 people with
dementia who filled it in themselves, 12 where carers completed it for the person
with dementia, 2 where a care worker completed it for the person with dementia, 7
carers who gave their own view and 4 that were unattributable or did not fall in to
these categories. The consultation event was attended by 25 people who were a
mixture of people with dementia and carers, approximately 1/3™ / 2/3" respectively.
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Key themes

People with dementia

People with dementia were very clear that they want to participate in the community
but the sorts of things they do when out in the community are very varied. Activities
described included, shopping socialising, going to football matches, visiting people
and places, having lunch, going to cafes, walking and dancing. Some also identified
using Hartlepool Blind Welfare and Laurel Gdns Extra care scheme.

When asked what helped people with dementia said: transport and support from
friends and family, care staff. When asked what makes it more difficult it was the
need for this level of support and , reliance on family or others , the need for
transport often from the same people who offer support but also memory and
mobility issue.

People with dementia said that they had stopped going out alone to bingo, socially
and football matches, gardening and domestic activities including cooking. When
asked what stopped them, people with dementia said;

¢ lack of transport and not being able to access activities and facilities,

e can’t remember,

e impact of illness [other than dementia]

e loss of confidence

e not being cook because they couldn’t remember what to do
Carers

The biggest issue for carers appeared to be lack of ‘time’ which leads to pressure on
them. One commented to the question “are there things that you used to do but have
stopped doing?” said “everything is more difficult!”

The majority of comments from carers at the consultation event were about the
increasing need to take over task for the cared-for person. This included having to
increasingly orientate them and reorientate them to the extent of having to “do their
thinking for them.” Almost universally, the comments from carers indicated that this
was a very difficult and frustrating thing to do, especially when it had to be done
repeatedly over a short period of time. One example of this was where a carer
needed to tell the person with dementia four or more times that it was their birthday,
including the person writing it down only for the note to be ‘lost.’

Another main area of comments was the impact of loss of ability to cope on not only
the person themselves, their carers but also on the rest of the family.

Key areas of concern

Analysis of the comments identified a number of key categories of concerns and
issues for people with dementia talking about themselves and their carers views of
them as well as their own thoughts about their own situation, specifically :
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Shops, shopping and going out in the community

Transport, mobility and getting out and about including getting to the point of
pick-up, accessible timetables and better signage

Health and Hospital issues

Activities and access to them

Food and feeding

Carers also identified several areas where they had concerns that were not raised by
people with dementia, namely

Information and advice

Care Homes, extra care facilities and care in the community
Diagnosis and treatment

Feeling under pressure

Safeguarding and planning for the future

Household up-keep and DIY

Direct support for carers

Awareness raising , training and increased tolerance
Making sure participation works

Ideas and suggestions from people with dementia and their carers that would
make Hartlepool a more dementia friendly community

Better information giving at the point of diagnosis for both the person with
dementia and their carer, whose needs for information may be different- 1:1
discussion re information and advice post-diagnosis was suggested
Training for carers about “what to expect” and “how to handle it”
“All About Me” and “This is Me” documents were well thought of but families
and professionals including doctors, hospital and care home staff need to be
better informed about them and use them to share information.
Better “systematic” recognition of the role of the carer especially by doctors
and hospital staff [use them as an “expert by experience” about the person
with dementia]
Effective use of assistive technology such as:

o Key finders
Smart phone diaries
“buddi”
Magi-plug anti overflow devices
Phone barring — to stop cold calling

o0 Liaison canisters / "message in a bottle’
Education and training for the whole community to improve awareness of
dementia and how it affects people but also to tackle prejudice and
discrimination of both the person with dementia and carers
Home safety/ fire safety checks as a default
Access to “Blue Badges” and RADAR toilet keys — criteria currently dominated
by physical need mental need not recognised as well
Identified “Dementia Friendly” places
Better information to identify appropriate care and nursing homes that can
meet the needs of the person with dementia, especially if there are more
conditions than just dementia, which is common.

o
o
o
o
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e Improved access to/facilitated access to transport in general but also
specifically linked to activities, for instance, arranged transport linked to
facilitated shopping and return home that can be arranged in advanced but
by just 1 call!

e Improved signage both indoors and out that reflect research that has been
proven to help people with dementia e.g. black floors can look like holes;
white shiny floors can look like water.

e Better designed environment both in buildings and outdoors, for instance
avoid the use of protective glass panels in reception settings and banks that
muffle voices and standardise road crossings so they all give the same sound,
visual and tactile signals ad avoiding dropped kerbs on footpaths on the apex
of corners as this can disorientate people with dementia as well as those who
are visually impaired

e Physically separated footpaths and cycle paths

A fuller report of the 2 events can be seen in the individual reports.
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