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Chapter 5
Specific Population Groups
5.1. Children and Young People 

5.1.1. Children & Young People’s Needs - In 2007 the Children & Young People’s Partnership updated the 2004 Audit of Needs to inform the development of the Children & Young People’s Plan 2008-11. The Children & Young People’s plan encompasses the Welsh Assembly’s seven Core Aims that outline specific areas of need.

	Core aim ….all children and young people will…
	…by which we mean….

	..have a flying start to life
	..be born healthy into a secure and supportive family

	..have access to appropriate educational opportunities 
	..be able to fulfil their potential as learners 



	..be healthy and free from exploitation
	..be healthy and secure individuals, free from exploitation by others

	..access play, leisure, sporting and cultural activities 
	..be able to participate in activities regardless of their skills and abilities

	..be listened to and treated with respect
	..be able to have a say in all decisions which affect them and have an understanding of their rights and responsibilities

	..live in a safe home and community 
	..be safe and emotionally well supported within their home and local community

	..not be disadvantaged by poverty 
	..thrive and become confident and caring people regardless of their family’s income


5.1.2. Health & social care needs are embedded within the Core Aims. The Bridgend Children & Young People’s plan 2008-11identifies the following priorities:

Be healthy
· All Children to be healthy at birth and in early years; (birth weight; breast feeding)

· Enjoy a supportive and safe home and community; 

· ASD Action Plan;

· Healthy Schools Initiative;

· Family support and parenting;

· Disabled children have integrated service.
· Access to local inclusive childcare and support services, including parenting, healthy eating advice and health visiting

· Enhance services that support the emotional health and well being of all children and young people, seeking to improve the emotional wellbeing of all children and young people

Be Safe

· Implementation of the revised All Wales Child Protection Procedures across all organisations working with children and families

· Increase the range of accommodation available to children and their families and single young people

· To continue to increase the availability of support to children and young people affected by their own or others substance misuse

· To reduce the number of children and young people involved in road traffic accidents (RTAs)

· To reduce the number of children and young people who become victims of crime and anti social behaviour and also reduce the incidents of youth crime and anti social behaviour caused by young people including bullying.

· To reduce the number of children and young people affected by domestic abuse and the impact it has on their lives

· Addressing the needs of those who are at risk of extreme poverty including children and young people looked after or leaving care; disadvantaged by parental substance misuse or domestic abuse; children and young people who are carers

Participate and Enjoy

· Making a range of play, sporting, creative and recreational opportunities more readily available to children and young people and where possible through the medium of Welsh and English language

· Encouraging take-up of activities amongst the more disadvantaged and low participating groups of children and young people

5.2. Older People
5.2.1. Setting the Scene: The Never Too Old Action team is the partnership responsible for overseeing priorities undertaken for older people in Bridgend County Borough.  This multi agency partnership is ultimately responsible for the design, development and delivery of services for older people (defined through the Strategy for Older People in Wales as people over 50) and is accountable to the Local Service Board and Health Social Care and Well Being Partnership.  The work undertaken within the Partnership is synonymous with the wider aspirations of:-

· The HSCWB Strategy

· Strategy for Older People in Wales 2008-13

· National Service Framework for Older People (currently under review)

· The Local Never Too Old Strategy for Older People

· The Community Strategy

· Adult Services – Living Independently in Bridgend – Commissioning Strategy 

· United Nations Principles for Older People

· Bridgend County Charter for Older People

5.2.2. By taking these aspects into account its important to realize the need to look wider than just health and social care services when looking to understand the needs of older people and as such its important to fully understand the wider determinants of health for us as service providers to fully understand the future needs on our services and to be able to actively embrace an ageing population.


5.2.3. As a partnership, we believe that preparation for a full, active and most importantly, an independent old age, there is a need to start looking as early as possible – as such, we have agreed to follow the Welsh Assembly Governments lead of 50 plus for the lower age limit of our work.  However, we whole heartedly recognise that whilst classifying, or pigeon holing based on age, older people are not a homogeneous group and that considerable variations exist and each person we encounter will have differing needs if any at all. 

5.2.4. Based on what we know at the moment, it is likely that the population of Wales is likely to remain fairly stable. However, the numbers of people at the current retirement age will increase by 11% to 650,000 with the number who are reaching 85+ increasing by over a third to 82000 (2031).  Locally this equates to 17% of the population over the age of 65 but with over 35% being over 50 its shows the potential impending pressures on future health, social care and well being services.  It is also projects that there will be 3 times as many people over the age of 85 by 2050 and by 2015, the retirement age population will have increased by 22%.  The statistics are even more alarming in the future.  Numbers of who are at the age of being more likely to need health and social care services aged 85+ are expected to increase by 143% by 2030.(Bridgend Draft Commissioning Plan and ONS 2008). In Wales, nearly 1 in 3 men and women are over the age of 50 which is slightly higher than that of England, Scotland and Northern Ireland. Of this 1 in 9 men and 1 in 7 women are over the age of 70 and there are high percentages of people over the age of 80 and 90 (Wales has a higher percentage of people over the age of 80 than any of the European Union Country except Sweden and Italy). 

5.2.5. Bridgend Population projections will have significant impact on how we future proof and plan our services with an increasing live expectancy (currently 78.9) by 2031 to 82.8 and more and more people likely to be wanting to work past the historical retirement age of 65.  Our approach to planning and development of services therefore is needs to support the most vulnerable in our communities but also manage and sustain the growing demands of a fulfilled and active ageing population in order to maximize the support required by those in need and also to maximize the potential and independence of the older generation as a whole.  Ultimately this must are done in an inclusive way where service users, families and carers have the opportunity to directly influence the services they receive.
5.2.6. On the basis of current user rates and population projections, it is expected that we will need to offer support to an increasing number of older people 75+ years of age.  The Welsh Assembly Government predict over the next 20 years the number of people over 85 in Wales will double to 137,000 and the number over 100 will 25 increase fourfold to more than 2,000. The Welsh Assembly Government identify this trend, in particular, as a real concern to the provision of social services, since they estimate that in the region of 50% of people aged 85 and over currently receive a service (Paying for Care in Wales: creating a fair and sustainable system WAG 2008).

5.2.7. Health - In Bridgend, the life expectancy for men is 75.5 years old (raise of 4.9 years since 1981) while for women its 79.6 years old (rise of 3.3 years since 1981). According to a Statistical Focus on Older People in Wales ( 2008, Office of National Statistics), whilst physical health tests show a significant decrease in average health as people get older, surprisingly it shows that a persons mental health gets better until they reach the age of 80. Regardless of this, as people age, they are slightly more likely to be treated for mental illness and those aged between 50 and 70 are slightly more likely to need support for depression (we are higher than national average) and a quarter of the local population suffer Life long limiting illnesses. With the strong links between mental and physical health 2 out of 3 people aged 60 to 80 and half of the people over 80 said their health was good which is backed up by the fact that less people smoke and less are likely to drink excessively. However, it is reported that being overweight is still a problem in our 50+ population (60% are overweight while under 50 it is 50%). This statistic is strongly related to the fact that half of our population between 60 and 70 and two-thirds of those over 70, need treatment for heart disease (including high blood pressure) and nearly 1 in 5 people are being treated for respiratory disease. 

5.2.8. The principles set out fall under the primary categories of:

· valuing older people – promote positive images and ensure that over 50s are able to participate as fully as they wish in their communities giving a stronger sense of engagement and influence

· changing society – to develop opportunities to enable older people to make an active contribution for as long as they wish  

· Well being and independence – to improve health and well being of older people through enabling and promotion of active living and independence but being responsive to the needs of older people as they change.

5.2.9 Perceptions of Need - The following areas were prioritized by stakeholders, inclusive of statutory, health, private voluntary, older people and carers as key areas of need and reflective of the overall statistical picture outlined earlier:
· Need for a greater range of appropriate care options that support and enable older people to either stay in their own homes or to be discharged home after treatment for admission to hospital

· Greater emphasis needed around preventative support to halt the unnecessary escalation to higher levels of support.  Its also important to recognise that this does not stop with preventative services and packages of support– but greater interactions with healthy living and wider aspects of prevention

· Lack of sufficient and appropriate transport to enable people to access services and to take up community based socio-economic opportunities 

· Lack of specific services available to provide tailored information/ advice and choice, of services that maximise income and promote financial inclusion as well as generic advocacy.

· Greater emphasis and support to develop meaningful and affective engagement with current and future service users and carers.

· Provision of information to the older population regarding services and support available

· Greater supported required to support home management to promote greater safety independence and well being

· Greater need for choice in housing related matter such as extra care, or virtual extra care models

· The Lack of capacity and variety in low level preventative support commissioned to be provided by voluntary sector organisations to help maintain independence (you could say insufficient commissioning from the third sector of lower level preventative support….)

· Greater focus is required on the wider determinants of health rather than primarily looking at illness or support need e.g. as income, poverty  environment, community, social support etc 

· Further development of the long term strategy for health and social care integration through the delivery of the NSF

· Lack of community based support services to prevent falls 

5.2.10 Falls- The National Service Framework for older people has detailed guidance on prevention of falls and highlights’ the consequences of falls and fractures.  Some of the consequences are psychological problems, for example – fear associated with falling and/or loss of confidence, loss of mobility leading to social isolation and other wellbeing aspects such as depression, increase frailty or dependency.  A number of projects to prevent slips trips and broken hips have been held in the County Borough over the last few years which have backed this up inclusive of Move More Often, Slipper Exchange, Public Events and the recent jointly commissioned study undertaken by ABMU regarding falls across the Trust.  Falls are a major factor in admission to hospital and admission to residential care and as such a crucial determining factor should be a priority for all partners.

5.2.11 Mental Health and Older People - There are concerns that the mental health needs of older people are not going to be adequately addressed by the joint strategic planning team for mental health services which formerly only address the needs of people of working age.  The joint strategic planning team for the mental health of older people and people with dementia was realigned to focus only on dementia however it has not proved that effectively in joint planning and the delivery of the outcomes of the NSF) there have been some interesting initiatives for example the commissioning of the support and stayed project as part of the continuing health care needs of services is focused on managing in preventing crisis for older people and their carers

5.2.12 Social Care - Bridgend County Borough has a typically high population of older people, and even more so with “older” old people. Concentrating specifically on home care, day time opportunities, those in receipt of meals on wheels and adaptations, you can see that Bridgend County Borough has, on average, less people in receipt of these services. See table 5.1.2. below.

Table 5.2.12 Service Provision
	Age 
	Home care 
	Day care 
	MOW 
	Adapts 

	65-74 
	155 (145) 
	62 (77) 
	50 (45) 
	265 (295) 

	75-84 
	350(374) 
	134 (147) 
	117 (146) 
	411 (465) 

	85+ 
	377 (416) 
	131 (165) 
	145 (172) 
	298 (148) 


Number of people receiving specified community based services in 2006/7 for Bridgend County Borough (Wales’s average) 

(2008, Welsh Assembly Government, A statistical Focus on Older People in Wales)
5.2.13. Whilst this table shows on average that Bridgend County Borough fairs well in most of the traditional social care services, across the age range Bridgend’s older population ranks 14th out of 22 highest in those receiving Care services in the home, 12th highest in those receiving day care, 12th highest in those receiving meals on wheels and 14th highest in those receiving adaptations around the home. Comments made by partners in the Never Too Old Action Team indicate that there is a need for appropriate packages to help people stay in their own homes and support hose who are being discharged from hospital after treatment.  Holistic support information and direct support is therefore crucial to widening the knowledge of the plethora of services, advice and information on offer.

5.2.14. Social Work:  The assessment and care management process carried out by social workers is a key function for Older People within Health and Social Care arena and in most cases forms the basis they act as the access to support, information and service provision. The importance of the health and wellbeing of individuals is a crucial aspect of the assessment process and the development of strategies such as Health Social Care and Wellbeing Strategy (2008-11) provide greater opportunities for joint working with colleagues in the NHS, education and leisure services to meet the needs, outcomes and aspirations of individuals living in Bridgend.  We are committed to rights based approaches and believe that outcome focused practice will ensure a person centred approach so that an individual’s needs remain at the heart of our commissioning priorities. It will be essential to continually develop outcome focused practice as a coordinated consistent approach across the whole of adult social care. The role of individuals and their carers in formulating assessments and developing care plans is a crucial element in undertaking the care management role.

5.2.15 Access- The lack of a seamless holistic transport network across the four corners of the County Borough is having an impact upon older people who are particularly public transport bound.  Whilst there are clear links between access to social networks and improved lifestyle choices, particular concerns relate to access to hospitals / GP for appointments and visiting as well as access to life long learning opportunities.  Taking access to health as an umbrella, older people are reporting that bus, train timetables do not allow for seamless access now that health is provided regionally and some lateral thinking in joining these two crucial systems up with regular community transport options seems appropriate.  With regards to lifelong learning(alternative information provided below), unless people are very well motivated, have access to disposable income, have a limited fear of crime then many learning opportunities are not available to them due to times of buses, lack of return buses and subsequent costs to return home.

5.2.16. Life Long Learning- According to the Strategy for Older People in Wales and the National Service Framework, keeping an active mind in older age is very important to a person’s physical and mental well being. This message is fully understood amongst the older generation as across Wales over 50% of all adult learners are over the age of 50. Despite this encouraging figure, 1 in 4 people over the age of 50 have no qualifications compared to 1 in 7 people aged between 40 and 50 and 1 in 10 under 40. 1 in 3 people at working age over the age of 50 do not possess the literacy skills needed to get a formal qualification. 

5.2.17 Housing - Across Wales, 8 out of 10 people over the age of 60 own their own homes compared to 7 out of 10 under the age of 60. Whilst this is a good statistic, many older people can live in virtual isolation due to unsuitable housing and inappropriate living areas. The British Crime Survey (2006), shows that fear of crime amongst people in Wales is lower than that of England. Despite this, fear of crime is still a major limiting factor to older people’s independence even though people over the age of 50 are less likely to become victims of violent crime compared to those under the age of 40. Whilst the British Crime Survey states that men and women over the age of 60 report they are less worried than younger people about being victims of crime, they are twice as likely to avoid going out after dark because of it.

5.2.18 Service Provision - ABMUHB Locality Bridgend - Bridgend Locality Office services people living across the County Borough.  They support 25 General Medical Practices (Inc branches), 22 Dental Practices, 22 Optometry Practices and 33 Pharmaceutical Practices all of which are community based.  They also work with hospitals and other community based health staff to provide health care. 

5.2.19 Bridgend County Borough Council - The Authority aims to provide services that help to promote the health, social care and well being of the older population in Bridgend.  It is not only a direct service provider in the community on a range of areas pertinent to older people but also provide a key lynchpin in the planning and design of services for the future.  This is often undertaken in partnership – that partnership in Bridgend County Borough is the Never Too Old Action Team and previously mentioned.

5.2.20 Bridgend GP Referral Scheme - Bridgend GP Referral scheme allows GPS and Practice Nurses to refer patients to an exercise referral officer for a course of exercise.  The programme is a 16 week referral scheme and is responsive to CHD, Mental Health, Musculoskeletal and COPD.  The programme helps provide people with the opportunity to exercise in a safe, controlled environment so that they can achieve individual and health related goals regardless of age and ability.  Older people are also provided with support and advice to enable them to start and maintain an active lifestyle and empower the individual to positive choices in the future.

5.2.21 Voluntary and Community Sector - Bridgend Association of Voluntary Organisations is the umbrella organisation for voluntary activity throughout the County Borough and takes an active role in supporting and developing and representing voluntary organisations, volunteers and communities. BAVO take an active role in support a range of voluntary sector voices and actively host the supporting role to SHOUT the voice of the Older Community.  SHOUT are currently active across the County Borough and are keep to become the recognised unified voice of the older community. A range of organisations are supported via BAVO through development work, information, representation and network development.  These include:
· CRUSE

· SHOUT

· Age Charity

· Crossroads Care

· Bridgend County Care and Repair

· OTED

· U3A

· Alzheimer’s 

· Stroke Association

· Parkinson’s Disease Society

· OAP Clubs

· CABs

· Self Help Groups

· Ageing Well Network

5.2.22 Housing / Supported Housing / Supporting People- ‘Never Too Old’, the joint local 5 year Strategy for Older People, reviewed in 2006, links with the strategic objectives within the National Service Framework objectives covering health and social care and the Strategy for Older People in Wales, which looks at the wider determinants of wellbeing. The local Strategy provides a focus for the development of health and social care services and for addressing issues of social exclusion and ageism, and for ensuring that older people are able to maintain their independence and remain living in their own homes. The Strategy for Older People in Wales emphasises the importance of supporting older people to remain living independently in their own communities in suitable and safe environments where services and basic needs are organised around them and are responsive to their needs. Our current provision in BCBC is like this:
Table 5.2.22
	Provider
	Area
	No of Schemes
	Units Utilised by SP (end 2009)
	Type

	Abbeyfield
	Porthcawl
	1
	0
	Sheltered Housing

	Hafod Care
	Brackla
	1
	10
	Sheltered Housing

	Hafod HA
	Bridgend
	1
	25
	Sheltered Housing

	Linc-Cymru HA
	Ogmore Vale
	1
	26
	Sheltered Housing

	V2C HA
	Various
	7
	127
	Sheltered Housing

	Wales & West HA
	Various
	12
	199
	Sheltered Housing


5.2.23. Extra care - Extra Care Housing is designed to offer an alternative for older people who are at risk of losing their independence, particularly those likely to enter residential care. It provides flexible care to support independence and social inclusion. It is first and foremost a housing scheme, with care and health services available. It enables the provision of effective joint working between housing, health and adult social care staff. In response to these changing needs and demands RSLs are re-modelling some sheltered housing schemes and the Council is re-modelling some residential care provision in order to contribute fully to the joint local Strategy for Older People and the Council’s commitment to re-model adult social care services. The Council has secured funding for Extra Care Housing through Social Housing Grant and is working closely with RSL partners and the Local Health Board to ensure an appropriate supply of Extra Care Housing.

5.2.24 Planned Actions - These include:
• Expand the provision of Extra Care Housing as part of a wider range of options for elderly persons.

• Equip homes with Telecare sensors and equipment.

• Evaluate the Accessible Homes Register for Social Rented accommodation.

• Review the future funding of the Accessible Homes Register.

• Review Private Sector Housing Renewal Policy.

5.2.25. Hospital Discharge - Good discharge planning is fundamental to the provision of efficient and effective health care.  The costs of poor discharge planning include inefficient use of beds, longer waiting lists, re-admission to hospital, increased patient and carer distress and increased pressure upon services throughout the health community.  Good discharge planning helps equip patients their families and carers with the knowledge, understanding and support to prevent or minimise further episodes of ill health. ‘At least 80% of patients discharged from hospital can be classified as simple discharges: they are discharged to their own home, and have simple on-going health care needs which can be met without complex planning. Changing the way in which discharge occurs for this large group of patients will have a major impact on patient flow and effective use of bed capacity.’  (Achieving timely ‘simple’ discharge from hospital, DoH 2004) 
5.2.26. Discharge planning is an interdisciplinary/agency process that provides continuity of care following the patient’s discharge. The planning process should begin following the decision to admit a patient to hospital. Local arrangements reflex the NAFW Hospital Discharge Planning Guidance May 2005. Bridgend is consistently performing well on the discharge of patients from hospital and the prevention of delayed transfer of care. DToC is managed locally at operational and strategic level: there is a weekly meeting to look at potential delays in the local hospitals, there is a monthly operational group to validate delayed transfers care and that is strategic level across ATMUHB, there is a senior Strategic Discharge Management Group for to look at any escalated issues.

5.2.27. The table below identifies the gaps identified by partners:

Table 5.2.27 Gaps Identified by Partners 

	Organisation
	Sector
	Gap identified 

	Wellbeing

….     …          

…    …   
	Physical Disability Team

….             ….       …..  …..

…              ….       …..  …..
	Dedicated POVA team to reduce the pressure on Team Managers/care managers 

	
	
	Dedicated finance person linked to the team who has the expertise in ILF/benefits to assist/advise the Care Managers in maximising resources.

	
	
	Short Break facilities – work is ongoing to work in partnership with Hafod Care to promote provision of a fully adapted apartment in Brocastle with onsite Domiciliary Care service to meet needs of the individual service user

	
	
	Voluntary organisations have lost funding for supporting physically disabled people. This has reduced opportunities for service users and a resource issue for the authority.

	
	
	There is only ONE Benefits Advisor for the whole of Adult Social Care to assist and maximise service user’s benefits. Currently there is a lengthy waiting list

	
	
	Draig still has shortfalls in meeting care managers needs.

	
	
	There are no community agencies that can provide the appropriate benefits advice/support for the UNDER 50YRS only over 50yrs

	
	
	Replacement of staff has proved problematic resulting in long periods waiting and pressure on the team.

	Well being
	Adult Social Care
	Further development of person centred approach care pathways within an integrated health and social care system.

	
	
	Develop and drive forward numbers receiving carers assessments

	
	
	Explore citizen centred support and increase the numbers of direct payments

	
	
	Need to increase level of advice and information to promote good health and social well being to equip people to make informed lifestyle choice

	
	
	Need to develop upon a single point of contact for people to access information and advice based on UAP

	
	
	Need to Develop a greater range of information services for people accessing services which is accessible in a range of formats inclusive of digital

	
	
	Integrated range of high lived quality support options for adults

	
	
	Lack of specialist advocacy services for complex ranges of needs

	
	
	Need for great range and choice of respite and short breaks for carers

	
	
	Lack of community based day time opportunities that are not constrained by 

	
	
	Greater need for community based out reach support services

	
	
	Further development of tele-care to incorporate tele-health

	
	
	Lack of specialist short stay community based resources to compliment support for older people in own home

	NPHS
	Health
	Greater need to delivery benefit awareness training to front line staff to maximise peoples income and alleviate fuel poverty

	
	
	Greater focus to inform clients of entitlements 

	
	
	Role out of energy efficiency awareness sessions to front line staff who are in contact with vulnerable people

	
	
	Need for public energy efficiency awareness road shows 

	
	
	Greater links with and development of an affordable warmth strategy for Bridgend

	
	
	Need for a local dedicated point of contact for all information relating to older people

	
	
	Need to raise the importance of malnutrition in older people particularly in care and nursing homes, sheltered accommodation and within the community itself – inclusive of training for frontline workers

	
	
	Raise the importance of good oral health in older persons in a variety of settings and training of staff 

	
	
	Raising the importance of correct diet and training of front line workers on healthy eating to maintain the correct weight an eradicate obesity in older age

	
	
	Substance misuse and older people is a forgotten issue as its not generally prevalent on the streets – greater support is required for this

	
	
	Greater need to promote information of sexual health and older people due to the increase incidence of STI in older people

	Ageing well network
	Voluntary Sector
	Need for wider non accredited learning opportunities for older people

	
	
	There is a need to support the plethora of voluntary agencies that provide a great deal of socio economic and life long learning value to many older people.  Access to venues, seamless transport networks and appropriate recognition of the value they have

	
	
	A greater recognition of the value of older people in society is required – whether it be community contribution, employment or caring

	
	
	Bereavement does not only cover those that have lost someone through death, but in terms of loss in general.  The third sector locally provides informal support to hose that have experience loss (redundancy, retirement, loss of independence, carers, loss of life) but there is a need for formal support services with professional expertise to work along side this third sector support 

	
	
	The potential demise of ACL life long learning opportunities is going to have a great effect upon the lives of older people (over 55% of current participants are over 50).  A greater amount of learning opportunities, with concessions and non accreditation is wide sought after 

	
	
	Greater support is required to provide activity and support for housebound

	
	
	There is a need to tackle the growing fear of community engagement after dark due to fear of crime.  Confidence building and greater encouragement to promote older persons independence is needed by making sure build environment is suitable and there is a seamless transport system in place.

	Carers Forum / Strategy
	
	Carers need access to full information on the conditions/illness/addiction of the person they are providing care(diagnosis, medication, behaviour) and the services available locally to support them in their caring role

	
	
	Many carers’ tasks involve physical caring (lifting, transferring etc) or nursing care (peg feeding, pad changing, and oral hygiene).  Most carers are expected to undertake these tasks with little or not training.  Carers need training and support to care in order to be able to carry out these tasks effectively and safely.

	
	
	It is essential that carers receive emotional support either on a one to one basis (counselling, carer support, social worker) or in a group setting (drop in, carer’s café).  Some carers do not receive support or help from other family members or friends so access to support from local services is even more vital 

	
	
	Carers need regular breaks and time off from carers.  Breaks may include a couple of hours of respite or longer stays away in order to recuperate 

	
	
	Carers often report that they put their needs second to the person they care for.  Carers need a life of their own with access to opportunities that other people may take for granted

	
	
	Carers often face financial hardship as a result from caring as many have to give up employment to care.  Carers therefore must achieve financial security with help from employers and benefit entitlement agencies

	
	
	Greater range and choice of respite for carers – short breaks as well as long breaks.

	
	
	Low level support for carers to remain with high levels of well being – gardening, cleaning etc

	
	
	

	Age Concern Morgannwg
	Voluntary Sector
	There is a need for low level support to encourage and support people who have not hit crisis point, helping them to regain or maintain ability to live independently.  

	General
	Partnership
	Need to further encourage the engagement and participation of older people 

	
	
	Need to develop mechanisms to counteract age discrimination and promote equality and the mainstreaming of age policies

	
	
	Greater encouragement in the development of intergenerational projects.

	
	
	Need to influence and develop age friendly planning and development of the built environment 

	
	
	Need to increase economic activity opportunities for 50+

	
	
	Reduce poverty and increase benefit take up

	
	
	Encourage the further development of life long learning skills (including being ready for the digital age

	
	
	Promote and encourage greater opportunities for volunteering 

	
	
	Increase the suitability and range of housing options for older people

	
	
	Encourage and promote opportunity for healthy active ageing by building up free swim, access to leisure etc

	
	
	Need to further encourage the use of assistive technology 

	
	
	Greater access to door step physical activity opportunities 

	
	
	Maximising income opportunities to better the health and well being of older people

	Adult Social Care
	
	Development of clear practice guidance to coincide with the revision of the care managers practice handbook

	
	
	Further development of web based public information

	
	
	Development of formal working arrangements for integration with health 

	
	
	Need to develop a more robust homecare model for effective delivery and sustainability 

	
	
	A single point of referral for intermediate care

	
	
	Deliver upon the carers strategy 

	
	
	Further develop a model for dementia care to improve the quality of life for individuals which promotes independent living 

	
	
	Further develop and promote understanding of AAPC across services – front line and strategic 


5.3. Vulnerable Adults 

5.3.1. The national picture reports that all local authorities continue to absorb the increasing workload that this area of work demands. In Bridgend the situation is no different. The year on year increase inevitably leads to considerable time being spent in investigating the allegations and ensuring the most vulnerable people are safeguarded. The annual referral increase stands at 11%. There is also a knock on effect to service provision at the conclusion of investigations as many people become eligible for increased support because of the risk to their independence, or risk of exploitation and abuse. The extra monitoring that cases often need usually falls to care management teams within adult social care increasing the burden on already overstretched resources.

5.3.2. Bridgend now needs to consider reviewing the current system of managing adult protection referrals and investigation. Currently all the Team Managers in adult services are Designated Lead Managers. This demanding role is in addition to their substantive team management responsibilities.  The current process involves 7 Team Managers acting as Designated Lead Manager (DLM) with 2 designated POVA Officers. The Adult Protection Co-ordinator has direct line management responsibility of the POVA Officers as well as a part-time dedicated POVA Admin Officer.

5.3.3. Other neighbouring authorities within the South Wales area have developed specialised teams to receive, identify, investigate and monitor allegations of abuse. These models appear to work well and suggest that this may be the way forward in developing a gold model service; however this cannot be achieved without substantial investment.

5.3.4. Statistical evidence has shown that referrals are continuing to increase rapidly. Unfortunately there has been no commitment from the Welsh Assembly Government to provide funding for the additional resources that are urgently needed for the development of adult protection services. See chart 5.3.4.
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5.4. People with Learning Difficulties

5.4.1. People with learning disabilities and/or mental health problems are often amongst the most disadvantaged socio-economic groups in society. A key element of intervention with these groups is tackling disadvantage, and also facilitating access to mainstream activities. See table 5.5.1. for key issues.
Table 5.5.1. Key Issues

	Key Issues In leaning disability services

	People with learning difficulties are more likely to have mental health problems, physical and sensory impairments and other health difficulties than the average population.

	People with a learning disability still have problems accessing and being responded to by many mainstream health services.

	 People with learning disabilities are often cared for by elderly parents.

	People with complex needs and ASD present challenges to existing services.  

	There is a need to reduce the amount of specialist service provision and further develop community based services that can meet the needs of people with complex needs and ASD.

	People with a learning disability have difficulty gaining employment.

	There is a need for better services for people with Aspergers Syndrome.

	The number of young people with a learning disability coming through transition is presenting a significant challenge to health and social care services.

	There is an increasing demand on services from  older people with learning disability

	Health and social care services should be more joined up




5.5.2. The key statistics are included below in table 5.5.2.
Table 5.5.2. Key Statistics

	
	Learning Disability

	Prevalence Rates
	The overall rates for severe learning disabilities are between 3 & 4% the estimate for Bridgend is 515. For mild learning disabilities population screening studies yield much higher prevalence rates between 25-30 people per 100 populations – the estimate for Bridgend is 3,800. Within the County Borough there are 541 people over age of 14 are registered as having a learning disability.

	Number receiving services (2008/9)
	477 people are currently on caseloads. 392 people with learning disabilities and their families/cares received services in the community and 32 in residential care  


5.5.3. Assessment and care management provide an important source for users’ and carers’ views to be expressed, and also their aspirations to be met. All services have user groups that give service users the opportunity to comment on services, and to articulate their views in various settings. Service users also have access to advocacy services and users and carers are represented on planning teams.

5.5.4. Service provision – See table 5.5.4 below:
Table 5.5.4.  Key Services

	Primary Prevention
	Secondary Prevention
	Tertiary Prevention

	Involvement in health promotion campaigns that tackle the causes (including the social determinants of health) of learning disability.
· Annual health screening

· Relationship awareness and information groups

· Healthy Living promotion work

· Development of Personal health profiles
	Supporting people with learning disabilities to live in the community  and to access mainstream, health and community services:
· Assessment and care-planning

· Domiciliary care

· Day time activities

· Counselling

· Carer Support

· Supported employment

· Short Breaks

· Direct Payments
	This is provided through specialist services:
· Assessment and Care Planning

· Supported living schemes

· Hospital intervention and discharge planning

· High intensity provision in day services

· Short Breaks (with intensive support)

· Specialist and residential care

· Complex home based care packages.


5.5.5. Key Strategy and Policy Documents -  See table 5.5.5. below.
Table 5.5.5. Key Strategy and Policy Documents

	Learning Disability

	In 2007, the Welsh Assembly Government issued a 'Statement on Policy and Practice for Adults with a Learning Disability'. 

This document sets out an updated set of principles for Learning Disability services.

All people with a learning disability are full citizens, equal in status and value to other citizens of the same age. They have the same rights to:

· live healthy, productive and independent lives with appropriate and responsive treatment and support to develop their maximum potential;

· be individuals and decide everyday issues and life-defining matters for themselves joining in all decision-making which affects their lives, with appropriate and responsive advice and support where necessary;
· live their lives within their community, maintaining the social and family ties and connections which are important to them;
· have the support of the communities of which they are a part and access to general and specialist services that are responsive to their individual needs, circumstances and preferences.

	In August 2004, the Welsh Assembly Government issued its Section 7 Service Principles and Service Responses Guidance. This set out the service principles Local authorities should adopt on issues affecting the lives of with learning disabilities. These issues are:

· person-centred approaches to individual planning;

· information provision for users and carers;

· advocacy;

· joint working;

· transition planning;

· community living;

· employment, further education and day activities;

· general health needs;

· complex health needs;

· people who present challenging behaviour.




5.7 Prisoners

5.7.1. An health needs assessment has taken place of the health needs of the prisoners at HMP Parc. The key conclusions are contained in table 5.7.1.:
Table 5.7.1. Key Conclusions of Prison Health Needs Assessment

	Prison Health Needs Assessment

	Implications of expansion and re-profiling 

Managing risk

· The increased number of sex offenders and lifer prisoners will have implications for managing risk at the point of entry to prison and through-care back into the community. 

Primary and secondary care including pharmacy

· With a higher proportion of older prisoners, there will be an increased demand for chronic conditions management services. At present the prison has limited provision in this area and a shortage of disability aids. This will also impact on pharmacy services within the prison and local secondary care services. 
· An ageing population will increase the demand for palliative and end-of-life care, including timely access to symptom control and analgesic drugs, and will impact on primary care services within the prison.
· An older prison population, many of whom will have experienced substance misuse for a number of years, may need access to dementia assessment and support with nursing and medical staff experienced in caring for older prisoners. It will also impact on local secondary care services. 
· With a higher proportion of older prisoners, the demand for access to a dispensing optician and ophthalmology services will increase. The current optician’s 2 sessions per month will be insufficient to meet the increased need. 

· With a higher proportion of older prisoners, the number of transfers to secondary care is likely to increase. This will have implications for discipline staff capacity.

Oral health

· The demand for dental services will increase with the expansion and re-profiled prison population. The current service provision will therefore be inadequate to provide a minimal level of emergency and urgent care.

· With a more stable population it will be possible to focus more on oral health promotion (e.g. regular tooth-brushing with fluoride toothpaste).
Communicable disease
· With a more stable population the prison will be able to focus more on ensuring all prisoners receive the full course of HBV vaccinations, seasonal and H1N1 flu vaccines and other communicable disease control vaccines as required.

Mental health
· A high percentage of prisoners from the young persons’ unit have a defined mental health issue and around one third of the population are accessing the pilot CAMHS scheme. 

· With increasing numbers of sex offenders and lifers it is likely the demand for mental health in-reach services and mental health services delivered by the healthcare provider and G4S will rise. 

· The existing number of places available on the Rolling Sex Offender Treatment Programme will be insufficient to meet the needs of 400 sex offenders. 

· It is likely the prison will encounter a high proportion of prisoners with compromised cognitive abilities including dementia. The clinical management of these prisoners may well increase demand on services within and external to the prison.

· With an older population, there will be a larger number of prisoners who are not in prison employment or training. The need for association through structured day activities will increase.

· The number of prisoners who are ex-armed forces is likely to increase with the re-profiling. This group has a distinct set of mental health needs, many of whom will experience post-traumatic stress disorder. 
Substance misuse

· With the withdrawal of remand prisoners in Parc and an ageing population, it is likely that the demand for acute substance misuse services (e.g. detoxification) will decrease.

· With a lower throughput of prisoners, it might be possible to introduce more psychosocial and educational initiatives and a broader range of alcohol initiatives. 

Health improvement 

· With a more stable population, the re-profiling would allow greater opportunities for health promotion initiatives within the prison (e.g. stop smoking services, improving health literacy, mental health first aid awareness, increasing self-management skills, Well Man clinics). 

Specific populations: older prisoners

· The higher proportion of older prisoners will lead to an increased demand for chronic conditions management and pharmacy services. 

· The re-profiled population will result in an increased demand for palliative and end of life care. In order to provide these services to an acceptable standard within the prison setting it will involve considerable more medical, nursing and pharmaceutical input plus additional training in end-of-life care.

· With a growing number of older prisoners there will be a need to provide more low impact physical activities to maintain mobility and improve psychological well-being. 

· At present there is little provision for meeting the social care needs of older prisoners. With the re-profiling the demand for social care services in prison and at the point of through-care will increase. 

Specific populations: prisoners with physical disabilities 

· The increase in the number of older prisoners will impact on the demand for mobility equipment and aids.

· There will be increased demand for cells which are specifically designed for prisoners with physical disabilities.




5.9. Health & Social Care Services

5.9.1. The consequences of falls in the elderly are high, both in financial and personal terms.  Although the majority of falls do not result in injury they may lead to lack of confidence, social isolation due to an increased fear of falling, and increased dependence on family or social services. In Wales one in two women and one in five men over 50 will experience an osteoporotic fracture. Over 12,000 osteoporotic fractures occur in Wales each year. Over 4,200 of these are hip fractures. 7% of people die within a month of this injury, with 25% dying within the following year. Half of survivors fail to regain their pre-fracture level of independence.

5.9.2. A hip fracture is the most common serious injury related to falls in older people, and in Wales this one injury leads to a total cost to Health and Social Services of £84 million each year (updates this year have quoted £105). One third of this cost is for acute care and two thirds for social and medical aftercare necessary in the first two years after the injury.

5.9.3. Fracture incidence and costs will rise by over 1% per annum simply as a result of the ageing of the Welsh population. Around half of those sustaining a hip fracture will have previously had a fragility fracture, and so addressing these patients can directly reduce the possible occurrence of future hip fractures.

5.9.4. Policy drivers - Both National and local drivers were involved;

National

· National Service Frame work for older people in Wales standard 8-Falls and Fractures (WAG 2005)

· Designed for Life (WAG 2005

· National Institute for clinical Excellence (NICE) guidelines

· For the assessment and prevention of falls in older people (NICE CG21 2004)

· Osteoporosis

· An Orthopaedic plan for Wales- getting people moving (WAG 04)

· A Strategy for Wales Over the Next Decade – Fulfilled Lives, Supported Communities. (WAG 2007)

· RCP Audits 2005, 2007, 2008.

Local drivers
· “A review of existing intermediate care services in Bridgend County Borough Council (BCBC) area” (commissioned by the Delivering Integrated Service (DIS) review board set up by the former Bro Morgannwg NHS trust in partnership with Neath Port Talbot and Bridgend Local Health Boards (LHB’s)).  This review recommended the “Appointment of a falls prevention partnership post”.

· A review of POWH Accident and Emergency (A&E) patient attendance records for elderly fallers showed that falls risk factors were not routinely assessed, or referrals made for this to be done (presented to ABMU East Division SIG Nov 2008).

· The local results of the Royal College of Physicians (RCP) National falls audit indicated major gaps within existing service provision for those sustaining fragility fractures.  The subsequent Organisational audit showed lack of consistent case identification and falls service provision.

· Funding became available through a Welsh Assembly Government (WAG) Independence and Well Being (I&WB) Grant to enable a 4 month scoping project to take place.

· Those presenting with falls to POW A&E, BCBC mobile response unit and Welsh Ambulance service, but not admitted to hospital, should be urgently screened for future risk of falls and assessment of bone health.

· Those Identified as being at risk of further falls need a multi-factorial specialist assessment and appropriate interventions performed in a timely manner as per NICE guidelines.  This would ideally be placed as part of the remit of a multi-professional intermediate care team.

· Referral into an “Integrated Falls and Bone Health Service” should be available for those with unexplained and /or recurrent falls or where specialist medical or professional review is required. This service needs to have a single point of access, which will sign post referral to appropriate clinician, individual or team.

· There are already many components of an integrated falls team in existence but awareness of and communication between existing services and teams’ needs to be improved.

· Capacity in some existing services would need to be increased to cope with the likely increase in demand, for example Pendre Day hospital (space and Therapy staff).

· Provision of Tilt Table Testing facilities in Bridgend

· Provision of a clinical “Falls Champion” (specialist Falls practitioner) to ensure “best practice”, raise awareness, educate and provide specialist assessments and treatment.

· Provision of a Falls Coordinator to coordinate the integration of existing services into an integrated Falls care pathway, monitor referral patterns, audit and develop services once established.  This is not seen as being a clinical role.

· Improve support in the community for medication management and administration and review ways of ensuring medication in high risk populations is reviewed more effectively

· Methods of data collection need to be improved to allow both Health and Social Services to assess and evaluate the impact of falls and interventions more effectively.

· Introduce a Falls Register Data Base in order to track treatment, interventions or services received by individual fallers and response to such treatment thereby establishing an audit trail for practice.  It would also enable identification of those where increasing falls indicates deterioration requiring re assessment.

5.9.5. Falls are not a “Disease” in their own right, rather a symptom of other conditions or of increasing frailty.  As such they are often poorly recorded and not given the attention which we are now beginning to realise they deserve.  The data system in the Hospital has no way of coding falls so they are recorded by the injury sustained, so there is no easy way of discovering exactly what impact they have on bed occupancy or services. The causes of falls are often complex and multi-factorial with over 200 known risk factors.  The more risk factors present, the higher the patients risk of further falls.  By identifying and addressing reversible risk factors in those who have fallen, and especially those who have sustained fragility fractures, the overall risk can be reduced and a subsequent hip fracture prevented. The results of the RCP falls audit showed this to be an area where the BCBC area is failing;

“This lack of arrangements to promote secondary prevention for fragility fractures is particularly disappointing. Half of hip fracture patients have had a previous fragility fracture. This is an opportunity to act and the treatments available can reduce subsequent fractures by up to 50% over the following years. What could be conceptually more convincing than applying a treatment with up to 50% efficacy in the prevention of a major injury, after an initial “warning” event? Neurovascular services are being established from all PCOs based on a similar approach to secondary stroke prevention after transient ischemic attacks”. (RCP 2007, 2008)

5.9.6. Review of existing services - The initial action of the scoping project was to conduct a review of local service provision involving over 40 individuals and organisations.  This gave an overview of the present level of provision in the Bridgend County Borough Council (BCBC) area. There are many examples of good practice within our area and an overwhelming interest in improving the services that our patients or clients require, without exception all those interviewed were enthusiastic and optimistic about the project. However whether a faller is referred for any of these services is a lottery which depends principally on the individual knowledge of the person they make first contact with whether it is a GP, nurse in A&E or carer.  There is no universal method of referral or communication and no robust case finding to make sure those who have fallen are screened or assessed.  The majority of those presenting with a fall are lost to any follow up.

5.9.7. A single point for falls referrals would be ideally situated within a multidisciplinary intermediate care team, so that assessments can be instigated as soon as possible, and appropriate signposting and referrals to other parts of the pathway made.  See appendix 3

5.9.8. Both Day hospitals are addressing falls well with their existing category of clients, but are less accessible or acceptable to the less or non-disabled fallers, e.g. fully independent 68 year old lady who fell and fractured her wrist may need a comprehensive assessment if the cause of the fall is not obvious but an ordinary clinic setting would be appropriate. Each Day hospital also has its own staffing and capacity issues which mean that they could not cope at present with the anticipated numbers of fallers that would be identified if case finding guidelines were followed. Other gaps include an absence of progressive validated exercise programmes either within the hospital or part of the National Exercise on Referral Scheme (NERS) but the latter should become available in the next few months.

5.9.9. Whilst not specifically the responsibility of the scoping project, in-patient falls prevention is included in national guidelines and is relevant to any integrated falls service. In the in patient setting across ABMU until recently there has been no consistent falls risk assessment or falls prevention strategies in operation, however new ABMU Trust In-Patient Falls prevention and Use of Bed Rails Policies have been developed and are being introduced to address this, which include standardised risk assessment forms and different “Care plans” for low, medium and high levels of falls risk.

5.9.10. A cross Trust audit of equipment to reduce the risk of falls and the feedback from the Policy launches identified a need for the purchase of new equipment, for example bed and chair occupancy sensors and additional Hi-low beds for the highest risk patients.  This is necessary as there are very few available to hire in Wales thus limiting rapid access. The launch presentations also showed that the majority of staff attending already have a good falls knowledge and awareness of strategies to reduce the risk of falling, but were concerned that at times they had insufficient staffing to implement them.

5.9.11. The most obvious and pressing need is for fallers who are left at home by the ambulance service, or those discharged from A&E to be identified and followed up to assess their risk of having further falls and treat or refer on as appropriate. The first contact needs to be within a short timescale e.g. 3-5 days, in order to identify and intervene in the most effective way as there is a significant risk of further falls occurring within 2-3 weeks.  Following my own experience phoning patients who had fallen the calls should be done by an experienced professional, to enable them to recognise risk factors and gain the optimum information from the call.  This role should be placed within a multi-disciplinary community based / intermediate care team, to enable environmental, physical, social or medical issues to be addressed as rapidly as possible to prevent further falls, i.e. treat the first to prevent the second.

5.9.12 There is a need for a falls services coordination role which would initially develop falls services and links between existing services.  There would need to be a large falls awareness education element, not just for professionals and carers but also for those at risk of falling and the general public.  This could be split into a clinical role and a managerial / clerical role.  In addition a comprehensive falls register or data base needs to be established which ideally would be compatible with the IT systems used in Health, Social Services and GP surgeries.  Unfortunately this is probably unattainable with present resources, so a practical system of collating and inputting regular “reports” from the different services would need to initiate by a falls coordinator, but could be continued by A&C staff.

5.9.13 The existing day hospital services (POWH) need to be developed to give a more consistent and validated falls service, however, staffing levels (Physiotherapist, OT and nursing, Dr and consultant cover), space and transport issues hinder changes to the existing service.  Reconfiguration of one or two days to allow a specific fall assessment including dedicated medical cover is one possibility to address all categories of fallers.

5.9.14 Maesteg falls clinic often runs below capacity because of insufficient referrals into the service from GP’s and A&E.  Case finding from A&E, mobile response unit and the Ambulance service as suggested above would address that and generate more referrals.  Whilst this would help Maesteg’s service the same would swamp the Pendre day hospital as it is already running a waiting list of 3-4 weeks and that would lengthen with an increase in referrals.  From the numbers encountered during the pilot study, I would estimate that referrals would in the order of 1 per day initially, on top of existing caseload.

5.9.15 Another gap in the medical provision of falls is a local syncope clinic offering tilt table blood pressure testing.  One patient identified during the A&E pilot requires this service but is likely to have to wait several months to attend the Swansea Syncope clinic. Medication management especially in those with cognitive problems needs addressing; carers need to be given the training and support to actually administer medication rather than prompting (where allowed).

Chapter 6
Conclusion

6.1. The key gaps identified cover the determinants of health, prevention, and health and social care services. The determinants issues include:

· Increasing the supply of affordable housing

· Maintain initiatives to provide employment

· Continue workplace health initiatives
· Maintain a robust approach to enforcement (underage sales, etc)

· Responding to the challenges of an ageing population

6.2. The prevention issues include:
· The need to expand prevention activities across all life style issues
· Maintain activities to prevent falls
· Continue to develop health promotion capacity
6.3. The Health and Social Care Issues include:

· Further development of community based services

· Continued development of day opportunity services
· Planning for increased demand

· Further joint service development
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