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Norfolk and Waveney Integrated Care Partnership
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Norfolk Health & Wellbeing Board and
Integrated Care Partnership

Wednesday 06 March 2024

Agenda

Time: 09:30 - 12:30

08:45 - 09:25: There will be a networking opportunity available prior to the start of the meeting in the Edwards
Room next to the Council Chamber at County Hall, Norfolk County Council.

Apologies
Chair’s opening remarks

Norfolk Health and Wellbeing Board
HWB Minutes

Actions arising

Declarations of interests

Public Questions (How to submit a question:
HWB) Deadline for questions: 9am, Friday 01
March 2024

Urgent arising matters
Director of Public Health Annual Report (HWB)

Better Care Fund Quarterly reports (HWB)

NHS, Norfolk and Waveney Integrated Care
Board Annual Report (HWB)

Committee Officer
Chair

Chair
Chair

Chair
Chair

Chair

Stuart Lines / Diane Steiner /
Ciceley Scarborough

Debbie Bartlett / Edward Frazer /
Karin Byrant

Tracey Bleakley / Andrew Palmer

Norfolk and Waveney Integrated Care Partnership

ICP Minutes

Actions arising

Declarations of Interest

Public Questions (How to submit a question: ICP)

Deadline for questions: 9am, Friday 01 March
2024

Learning Disabilities Plan (ICP) [Presentation]

Norfolk and Waveney Health Inequalities
Strategic Framework for Action (ICP)
[Presentation]

Committing to the Hewitt Review
recommendations (ICP) [Presentation]

Cancer, Public Health key indicator for Norfolk
and Waveney (ICP) [Presentation]

Driving Integration through system wide training
opportunities (ICP) [Presentation]

Norfolk & Waveney NHS System Capital
Distribution for 2024/2025 (ICP)

Norfolk and Waveney Integrated Care System
Suicide Prevention Strategy 2023-2028 (ICP)

Chair

Chair
Chair
Chair

Debbie Bartlett / Lorna Bright /
Tracey Bleakley

Tracey Bleakley / Mark Burgis /
Tracy Williams

ClIr Kim Carsok / Jamie Sutterby
Stuart Lines / Suzanne Meredith
Debbie Bartlett / Paul Wardle

Tracey Bleakley / Sharon Crowle

Debbie Bartlett / Tracey Bleakley

Stuart Lines

(Page 5)

(Page 13)

(Page 73)

(Page 92)

(Page 5)

(Page 97)

(Page 202)

(Page 239)

(Page 254)

(Page 268)

(Page 279)

(Page 284)


https://www.norfolk.gov.uk/-/media/norfolk/downloads/what-we-do-and-how-we-work/policy-performance-and-partnerships/partnerships/health-and-wellbeing-board/hwb-questions-by-the-public-protocol.pdf?la=en&hash=314722253D9407FF23F62C833BC01E836FAEA095
https://improvinglivesnw.org.uk/%7Edocuments/documents/icp-questions-by-the-public-protocol

Reports to Note
12. Driving Integration through Digital, Data and Technology (ICP). (Page 295)

13. UEA Health Data interpretation reports on impact of Covid-19 on healthcare services  (Page 313)
and health outcomes in Norfolk (ICP).

Further information about the Health and Wellbeing Board can be found on Norfolk County
Councils website at: About the Health and Wellbeing Board

Information regarding the Integrated Care Partnership can be found on the Integrated Care
System website at: About the Integrated Care Partnership



Health and Wellbeing Board and Integrated Care Partnership

Present:

CllIr Jo Rust

Anna Gill

Mark Little

ClIr David Beavan

Clir Emma Flaxman-Taylor
Patrick Peal

Carolyn Fowler

ACC Nick Davison

Clir Bill Borrett

ClIr Fran Whymark

Suzanne Meredith

Debbie Bartlett

Sara Tough (arrived 09:53)
Professor Nancy Fontaine
Caroline Donovan

Rt Hon Patricia Hewitt

Mark Burgis

CliIr Cate Oliver (arrived 09:51)
Jonathan Barber

Tracy Williams

CllIr Kim Carsok (arrived 10:01)
Alan Hopley

Officers Present:
Stephanie Butcher
Rachael Grant
Stephanie Guy
Maisie Coldman

Speakers:
Diane Steiner
Emma Willey

Geoff Connell
lan Riley
Andrew O’Connell

Minutes of the meeting held on 09 November 2023 at

in the Council Chamber, County Hall.

Representing:

Borough Council of King's Lynn & West Norfolk

Cambridgeshire Community Services NHS Trust

East of England Ambulance Trust

East Suffolk Council

Great Yarmouth Borough Council

Healthwatch Norfolk

Norfolk Community Health & Care NHS Trust

Norfolk Constabulary

Norfolk County Council, Cabinet member for Public Health and Wellbeing,
Leader (nominee)

Norfolk County Council, Cabinet member for Childrens Services and
Education

Norfolk County Council, Director of Public Health

Norfolk County Council, Interim Executive Director Adult Social Services
Norfolk County Council, Executive Director Children’s Services

Norfolk & Norwich University Hospital NHS Trust

Norfolk & Suffolk NHS Foundation Trust

Norfolk and Waveney Health and Care Partnership (Chair) and NHS Norfolk
and Waveney Integrated Care Board (Chair)

NHS Norfolk and Waveney Integrated Care Board (Chief Executive)
Norwich City Council

Place Board Chair (Great Yarmouth)

Norfolk and Waveney Integrated Care Board NHS

South Norfolk District Council

Voluntary Sector Representative

Policy Manager Health and Wellbeing Board
Policy Manager Public Health

Advanced Public Health Officer

Committee Officer

Deputy Director of Public Health, Norfolk County Council
Associate Director of Mental Health, Adult Mental
Commissioning team

Director of Digital Services, Norfolk County Council

Director of Digital and Data, NHS Norfolk and Waveney Integrated Care Board
Senior LeDeR Nurse, Quality in Care Team Norfolk and Waveney Integrate
Care board

Health Strateg

Christopher Butwright Assistant Director Prevention and Policy, Public Health, Norfolk County Counci
Norfolk Health and Wellbeing Board (HWB)

1. Apologies

1.1 Apologies were received from Carly West Burnham, Clir Alison Thomas, Clir Penny Carpenter

(substituted by Clir Fran Whymark), Dan Mobbs, Joanne Segasby, Clir Hopfensperger, Angela
Steggles, Nick Hulme (substituted by Professor Nancy Fontaine), Tracey Bleakly (substituted by Mark
Burgis), Stuart Lines (substituted by Suzanne Meredith), Lynda Thomas (substituted by Carolyn
Fowler) and David Allen (substituted by Mark Little).

2. Chair’s Opening Remarks



2.1

3.1

4.1

5.1

6.1

71

8.1

8.2

8.3

The Chair welcomed Caroline Donovan, CEO of Norfolk and Suffolk Foundation Trust and Clir David
Beavan from East Suffolk council to their first meeting since becoming members.

Minutes

The HWB minutes of the meeting held on 27 September 2023 were agreed as an accurate record and
signed by the Chair.

Actions arising

None.

Declarations of Interests
None.

Public Questions

None.

Urgent Matters Arising
None.

Combating Drugs and Alcohol Partnerships Annual Report

The Combating Drugs and Alcohol Partnerships Annual Report was introduced to the HWB by Diane
Steiner, Deputy Director of Public Health, Norfolk County Council who provided the board with an
update of the progress on the Drug and Alcohol Strategy. The Norfolk Drugs and Alcohol Partnership
(NDAP) was up and running, this strategic group was chaired by the Director of Public Health. The
partnership’s four priorities were noted in item 8, appendix 1. Additionally, an action plan, with support
from the Office of Health Improvement and Disparities (OHID) was being developed to increase
numbers in treatment and improve prison continuity of care.

Emma Wiley, Associate Director of Mental Health, Adult Mental Health Strategic Commissioning team
spoke to the report. They highlighted that one of the priorities was Dual Diagnosis (DD) and the
development of pathways that support engagement, treatment, and recovery for people experiencing
both mental health and substance misuse issues. The HWB heard that discussions with service users
had been happening and that there was agreement between stakeholders that action relating to this
priority needed to occur to ensure that patients have a joined-up approach to treatment and recovery.
Further work on this was expected to take place at a workshop in January 2024.

The following points and comments were discussed:

e Members noted the importance of the work around, and inclusion of, dual diagnosis. The
development of joint and integrated pathways was felt to be a positive step to begin improving
the disconnection between mental health and substance misuse support and treatment.

o Data was being collected to enrich understanding of the issues, what support was already

available, and what was needed. This information would be used to inform the development of
services and pathways.

e Caroline Donovan (CEO of Norfolk and Suffolk Foundation Trust) asked what the current
operating hours were for drug and alcohol support services. This information would be shared
with the member once the information had been confirmed.

o Work was being completed on the alcohol pathways and once it had been reviewed and

6



1.1

2.1

3.1

41

5.1

5.2

refreshed, it would be fed back into the pathway.

Rt Hon Patricia Hewitt highlighted that the work on substance misuse and abuse was an
example of effective cross-government joined-up working that was facilitating integration
across the ICS to tackle these issues.

The HWB agreed to:

a)

b)

Endorse the workplan of NDAP and acknowledge the work of the Suffolk Combating Drugs
Partnership in relation to the Waveney part of our ICS.

Encourage partner organisations to ensure relevant staff take part in the NDAP joint training
programme once this has been agreed. This will be staff that may be working with individuals
or families that are experiencing substance misuse issues in the course of their day-to-day
work.

Ensure partner organisations participate in the Local Drug Information System (LDIS) by
sharing intelligence relating to drugs in circulation with CGL and disseminating patient safety
alerts relating to drugs within their organisations. For those organisations not already signed
up, take advantage of distribution and training on the administration of Naloxone by CGL.
*Naloxone is a medicine which can reverse opiate overdose.

Support their organisations to identify drug and alcohol users in their care and support them
to engage with drug and alcohol treatment to reduce risk.

Endorse their organisations and contracted providers finding ways to collect and share
appropriate pseudonymised data on non-fatal overdoses and administrations of Naloxone in
order to track the impact of opioids, alert the system to emerging trends and target potential
supply lines.

Meeting concluded 09:54.

Minutes

Norfolk and Waveney Integrated Care Partnership (ICP)

The minutes of the Norfolk and Waveney Integrated Care Partnership (ICP) meeting held on 27
September 2023 were agreed as an accurate record and signed by the Chair.

Actions arising

None.

Declarations of Interest

None.

Public Questions

None.

Driving Integration Through Digital, Data and Technology

Debbie Bartlett, Executive Director of Adult Social Care, introduced the Driving Integration Through
Digital, Data and Technology report. The report provided information on the digital roadmap for further
integration and highlighted the opportunities available.

Geoff Connell, Director of Digital Services, Norfolk County Council, and lan Riley, Director of Digital

14



and Data, NHS Norfolk and Waveney Integrated Care Board, presented the annexed presentation
(Item 5, Appendix A). They highlighted that there were differences in digital maturity across the system
and that work was being undertaken to bring the system to the same standard. The Strategic Roadmap
of ICS level Digital Initiatives was outlined to the partnership and the projects that were due to be
implemented over the next few years were explained. This included the Shared Care Record (SCR)
where the beginning phases were now live and multiple partners had access to real-time information
from across the system. The Population Health Management programme was explained and the
benefits of drawing on data to aid new proactive models of care were highlighted. The work being
completed in West Norfolk around Digital Inclusion had exceeded its initial goal of supporting 1000
residents. Additionally, there had been a pilot within Adult Social Care where Al was used to support
proactive intervention by extracting information from case notes to identify people who may be at risk
of a fall. Those identified as being at risk can then receive preventative action. Tests show that the
model was correct up to 70% of the time.

5.2 The following points and comments were discussed:

¢ Alan Hopley (Voluntary Sector Representative) shared the difficulties encountered due to the
lack of data sharing with the voluntary sector; highlighting that the service user often has to
share their story twice, once to the voluntary sector and then again to statutory bodies. In
response, the partnership heard that the work around Shared Care Records (SCR) was being
completed in phases and that the next phase would include the voluntary sector having some
level of access. The details of what this might look like need to be explored and co-designed
with partners, in particular those voluntary organisations that have contracts with statutory
bodies. lan Riley, Director of Digital and Data, NHS Norfolk and Waveney Integrated Care
Board, to link in with Alan Hopley to further this discussion.

e The Digital Inclusion Programme included tech skills and upskilling for staff, this was felt to be
important in ensuring that staff felt confident navigating new technology and models of working.
Training and learning were being implemented in a targeted way that sought to enrich staff
knowledge in areas identified as having gaps. This learning would be shared with others.

e It was generally felt that the SCR would transform the way that the system works together and
would be able to offer more directed and personalised intervention. There would be more
confidence that people who require support are not falling through the gaps.

e The partnership heard of the work being carried out in Hunstanton and Kings Lynn. The Tech
Skills for Life project supports the population with digital skills and inclusion. Some of this
support would be helping the population to access the NHS app and attend virtual
appointments. The trial had yielded positive results and it was felt that there was a business
case to potentially expand this work across other areas of the county.

e The ICB carries out a programme of works to help local practices modernise their space and
processes and to encourage uptake of the NHS app.

e Rt Hon Patricia Hewitt shared that up to 10,000 careers in Norfolk and Waveney were using a
mobile and desktop software called Birdie to record care notes and wondered if there was an
opportunity to learn from this software.

e Legislation has not caught up to the advancements of technology and thus, it was felt the
additional steps and workarounds that have to be taken, needed to be acknowledged.

¢ Regarding the ambulance service, it was confirmed that each part of the East of England has
a separate SCR system. Work was happening nationally to collect data from all the systems
because currently, data was not able to be collected from each of the systems.

e There was an overarching framework for this work and an Integrated Care System (ICS) wide
group. There was national guidance on what was required for health-related data sharing. This
would be shared.



5.3

6.1

6.2

6.3

The Chair of the ICP suggested that this item come to all future meetings as a standing item
so that the partnership can be aware of the developments and dialogue on the SCR can
begin ahead of integration.

The ICP agreed to:

a) The principle that all System Leaders commit to the idea of data sharing.

b) Support the use of new joined up systems such as the Shared Care Record System and the
Data Hub, as they become available in partnership organisations, to deliver the maximum
value from these enabling technologies.

c) Direct the ICS Digital leadership to report back to the board in 2024/25 with a progress
update on the ICS Digital Roadmap delivery.

d) Direct the ICS Digital leadership to return to the ICP board with more detailed analysis of
the benefits expected and / or achieved from individual projects on the roadmap as required.

Taking action to address Health Inequalities in Norfolk and Waveney

Mark Burgis, Executive Director Patient and Communities and Senior Responsible Officer for Health
Inequalities, Norfolk and Waveney ICB, introduced the report that sets out the ambition to develop a
Strategic Framework for Action that outlines steps to address health inequalities. It was highlighted that
the development of a Strategic Framework for Action would be building on existing work that was
happening and was not looking to start from scratch. It was felt that the system had a good
understanding of health inequalities but was less sure about what the system was doing to address
them. The partnership received the annexed presentation (item 6, Appendix A) which outlined the four
themes that engagement would focus on and also the strategy design principles.

The following points and comments were discussed:

The partnership supported the work that was being carried out and highlighted that it needed
to be sustained and focused.

It was questioned how the current resources could be better utilised and orientated towards
addressing health inequalities and that a dedicated work stream to explore this could be
beneficial.

Caroline Donovan (CEO of Norfolk and Suffolk Foundation Trust) noted the gap in life
expectancy for people with mental health ilinesses and people with learning disabilities and
asked if the strategy would look to address this. In response, it was confirmed that this was
core to the strategy and that engagement with all partners across the community was important
to highlight gaps. There is knowledge of the areas and specific groups of the population where
focus work needs to be applied.

Anna Gill (Cambridgeshire Community Services NHS Trust) raised the point that a long-term
strategy would need to accommodate emerging plus groups and challenges.

The Executive Director for Children Services wondered whether the work being done to tackle
inequalities could work alongside the existing frameworks as part of Flourish.

The Chair summarised the conversation, highlighting that a lot of the answers were known and
that the struggle was how the system could turn pilots’ initiatives into sustained projects

The ICP agreed to:

a) Endorse the proposed design principles for developing the Strategic Framework for Action.

b) Support the programme of ‘Health Inequalities Conversations’ with stakeholders.

9



71

7.2

7.3

c) Agree to receive and consider a draft of the Strategic Framework for Action in March2024,

with a view to endorsing the framework and agreeing to support its implementation.

Mental Health: Public Health outcomes in the Integrated Care System

Suzanne Meredith, Deputy Director of Public Health, Norfolk County Council, introduced the report
and presented the annexed presentation (item 7, Appendix A) to the partnership that provided a
summary of Mental Health and Wellbeing outcomes.

The following points and comments were discussed:

ACC Nick Davison asked if the evidence of the mental health outcomes in Norfolk and
Waveney was being shared and highlighted to the politicians who decide the budget. In
response, the partnership heard that this was a challenge to the system and that a key reason
for the public health reports was to make the system aware of the challenges. It was not the
direct responsibility of the system to decide the budget. The member for the Borough Council
of Kings Lynn and West Norfolk added that the Health and Wellbeing partnerships have no
wider influence on how resources are used within mental health services and that they are
only able to facilitate projects for specific demographics.

The mental health challenges, and their scale, that careers face was raised and the need to
support these individuals was highlighted.

It was confirmed that there was a similar exploration to the slide on Autism on learning
disabilities and that was published on the Joint Strategic Needs Assessment. The data on
mental health outcomes for people with learning disabilities was not held by Public Health and
this could be accessed through the trust and ICB.

Suicide rates are monitored, and a group has been established to understand and work
towards addressing the rates.

Rt Hon Patricia Hewitt highlighted that deaths recorded as suicides were a small subset of
deaths that are related to mental health and questioned if the data on suicides could be
potentially misleading.

It was raised that the way that numbers are spoken about was important and that using
percentages to translate numbers may not be the most effective way of sharing information. It
was suggested that using numbers when communicating rather than percentages could be
more effective in ensuring that the information was interpreted accurately.

Clir Kim Carsok (South Norfolk District Council) asked if there was / could be data that indicated
whether prevention projects were working.

Debbie Bartlett (Interim Executive Director of Adult Social Services) raised the value that could
be added through having a conversation about what it would look like to prioritise mental health
prevention.

One of the priorities for the system was Children and Young People. The Executive Director
for Children Services shared that there were a significant amount of Children and Young
People who were experiencing challenges, diagnosable or not. There had been a significant
increase in SEN assessments, between 2020 and the present day this had increased by 136%
with Social and Emotional mental health being a rising category. They shared that collaborative
work was being carried out across the system and that funding had been received from the
ICB to invest in support for Children and Young People.

Clir David Beavan left the meeting at 11:34

The ICP agreed to:

10



8.1

8.2

8.3

9.1

9.2

9.3

9.4

10.

10.1

Note the data and information relating to Mental Health for people living in Norfolk and Waveney for
use in their strategic and operational planning and note there is additional information contained within
the Norfolk Joint Strategic Needs Assessment (JSNA).

LeDeR Annual Report 2022/2023

Mark Burgis, Executive Director Patient and Communities and Senior Responsible Officer for Health
Inequalities, Norfolk and Waveney ICB, introduced the LeDeR annual report (item 8, appendix A).
Andrew O’Connell, Senior LeDeR Nurse, Quality in Care Team Norfolk and Waveney Integrated Care
Board, provided the partnership with an overview of the report, the reasons for it, and key highlights.
Caroline Donovan left the meeting at 11:40

The following points and comments were discussed:

e The need for a service to support the long term and palliative care of adults with learning
disabilities was acknowledged. The services provided through EACH to support children and
young people with learning disabilities were referenced to suggest the type of support that
adults also required. The workforce issues to support this was mentioned.

e Carolyn Fowler (Norfolk Community Health & Care NHS Trust) highlighted that there was a
limited workforce that was suitably trained to support and provide specific treatment for people
with learning disabilities. They shared that there was no course to upskill staff knowledge. In
response, the committee heard that there was a plan to improve workforce planning to improve
skill and confidence.

The ICP agreed to:
e Approve the recommendations from the LeDeR annual report and system learning.

Public Health Strategic Plan

Suzanne Meredith, Deputy Director of Public Health, Norfolk County Council, introduced the report on
the Public Health Strategic Plan.

Chris Butwright, Assistant Director Prevention and Policy, Public Health, Norfolk County Council
provided the partnership with the annexed presentation (item 9, appendix A) that offered an overview
of the plan, its vision, mission and ambition. The intention was to focus on prevention, particularly in
the context of children & young people, adults, and older people.

Professor Nancy Fontaine left the meeting at 12:01
The following points and comments were discussed:

e The Chair highlighted that public health should provide the foundation for the creation of tools
to manage challenges across different areas of Norfolk and Waveney. It was important the
population was influenced to help themselves, and also the people that they care about.

The ICP agreed to:
a) Endorse the Public Health Strategic Plan.

b) Promote the Public Health Strategic Plan within organisations and consider what resources
can be provided to support prevention interventions.

Department for Education Families First for Children Pathfinder Update

Sara Tough, Executive Director of Children Services, Norfolk County Council, provided the partnership

11



with an update on the Education Families First for Children pathfinder work as part of the children’s
reform agenda. Norfolk was hoping to be successful in bidding to be a Pathfinder area and would be
taking the lead on two regional Pathfinders.

10.2 The following points and comments were discussed:

¢ The Chair noted that this was an exciting opportunity if the bid was successful. He also took
the opportunity to congratulate Sara Tough who was recently presented with an honorary
doctorate from the University of East Anglia and City College Norwich.

e |t was confirmed that the East Region has made two submissions, fostering, recruitment, and
retention and regional care co-operatives, and Norfolk would be the lead authority if the bid
was successful.

o The work of the children service’s team, and leadership, was praised.

10.3 The ICP agreed to:

Endorse the submission by NCC on behalf of the local Safeguarding Partners to become a FFC
Pathfinder area.

Meeting concluded at 12:11.

Bill Borrett, Chairman,
Health and Wellbeing Board

lN ﬁ If you need this document in large print, audio, Braille,
alternative format or in a different language please contact

v TRAN Customer Services on 0344 800 8020 or Text Relay on

i i o o 18001 800 8020 (textphone) and we will do our best to help.
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Norfolk Health and Wellbeing Board

Item No: 8
Report title: Director of Public Health Annual Report for Norfolk 2023:
Smoking, tobacco control and vaping
Date of meeting: 06 March 2024
Sponsor
(HWB member): Stuart Lines, Director of Public Health, Norfolk County

Council

Reason for the Report

Norfolk’s vision is for our residents and communities to no longer be affected by the harm caused
by tobacco. The Director of Public Health’s Annual Report for 2023 highlights why we must
refocus our efforts towards reducing the number of people smoking in Norfolk and our ambition to
achieve a smokefree county. The report also serves as a reminder on the use of e-cigarettes
which can be a useful tool for quitting smoking but are not recommended for those who do not
smoke already.

Report summary

The Director of Public Health’s Annual Report for 2023 (see Appendix A) explores the key figures
and trends related to smoking and vaping in Norfolk, highlighting that smoking remains the single
largest cause of preventable deaths and one of the leading contributors of health inequalities.
Case studies highlight work that is already underway to protect Norfolk residents from the harms
caused by tobacco and to make Norfolk smokefree.

The report shows how national policy on smoking and vaping has developed over the past 60
years and the local plans and strategies in place to reduce rates of smoking, to ensure effective
tobacco control, and to control long term use and take up of vaping in Norfolk. It demonstrated
the wider impacts of smoking on Norfolk, including the cost of smoking to individuals,
communities and services, are described in the report, and opportunities for improvement and the
benefits that reduced smoking rates would generate for Norfolk are discussed. The report draws
attention to the plans and intentions from system partners in 2024 to intensify their efforts to
tackle smoking and vaping and includes actions that can be taken by Norfolk organisations and
residents to enable Norfolk to become smokefree.

Recommendations
The HWB is asked to:
a) Approve the publication of the Director of Public Health’s Annual Report 2023 on the Joint
Strategic Needs Assessment (JSNA) website.
b) Support the recommended actions for individuals and organisations as set out in the
Director of Public Health’s Annual Report 2023.
c) Share the Director of Public Health’s Annual Report 2023 with relevant partners.

1. Background

1.1 The Director of Public Health has a statutory duty to produce an independent annual report
on the health of the local population and the Council has a duty to publish the report.
Previous reports have included the impacts of Covid-19 in Norfolk (2020-2021) and how
health varies in Norfolk (2022). These reports are accessible on the JNSA website.
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1.2

2.1

2.2

2.3

24

2.5

This year’s Director of Public Health’s Annual Report 2023 focuses on smoking, vaping and
tobacco control in Norfolk, and the work already underway to help protect our residents from
the harms caused by smoking tobacco.

Director of Public Health Annual Report for Norfolk 2023: Smoking,
tobacco control and vaping

The Director of Public Health’s Annual Report for 2023 (see Appendix 1) explores the key
figures and trends related to smoking and vaping in Norfolk, below demonstrates some of
the Key findings of the report.

Smoking, while decreasing over time, still causes too much harm and is a key cause of
health inequalities in Norfolk. The good news is that there are steps we can all take to
reduce the harm that smoking causes.

Smoking is addictive and can be difficult to stop, but quitting smoking is one of the best
things smokers can do to improve their health. Quitting is easier and more effective with
support — free help to quit is available and increasing.

Vaping is significantly less harmful than smoking and can be a useful tool to help smokers
to quit. However, the advice is: if you don’t smoke, don’t vape.

Organisations across Norfolk have prioritised smoking reduction and tobacco control and
are working together to reduce smoking related harm to local residents. There are great
opportunities for further action.

Officer Contact
If you have any questions about matters contained in this paper please get in touch with:

Name: Diane Steiner Tel: 01603 638417 Email: diane.steiner@norfolk.gov.uk

IN A If you need this report in large print, audio, Braille, alternative format

VTRAN or in a different language please contact 0344 800 8020 or 0344 800

8011 (textphone) and we will do our best to help.

communication for all
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Foreword

Bill Borrett
‘ ' Cabinet Member for

g | Public Health and Wellbeing
| am delighted to introduce the Director of Public Health’s Annual Report. This year
the report focuses on smoking and vaping in Norfolk.

Smoking remains one of the biggest contributors to preventable ill health and health
inequalities. It kills an estimated 1,240 people in Norfolk every year and accounts for
nearly 6,000 years of life lost annually.

Three in four smokers wish they had never started, and more than half would like to
quit.! Quitting smoking is quite simply one of the best and simplest things anyone
can do to improve their health. The benefits start almost immediately and last a
lifetime. We know just how hard it can be to quit, which is why we offer as much
support as possible.

E-cigarettes can be a useful tool for those trying to quit smoking - experts advise
that vaping is less harmful than smoking.? However, it's important to stress that
vaping is not recommended for people who don’t already smoke and should not be
promoted to children and young people.

This report highlights many positive examples of local initiatives, and | would like to
thank everyone who is working hard to help reduce the harm caused by tobacco and
nicotine in Norfolk.

! Public Health England Better Health - Stoptober 2021: Opinium online survey summary
2 Nicotine vaping in England: 2022 evidence update summary - GOV.UK (www.gov.uk)
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Introduction

Stuart Lines
Director of Public Health

| am very pleased to present my first independent annual report as the Director

of Public Health for Norfolk. This year’s report is focussed on smoking, vaping and
tobacco control. Smoking remains the single largest cause of preventable deaths and
one of the largest contributors to health inequalities.

Smoking impacts on many facets of an individual’s life. As well as dying earlier than
non-smokers, smokers also suffer from poorer health. Many of the conditions caused
by smoking are long term illnesses such as heart disease, stroke, lung cancer and
respiratory disease. Breathing in second-hand smoke also has harmful impacts on
health for babies, children and adults.

In Norfolk around 44,900 children live in households with adults who smoke. As well
as affecting the child's health, this increases their chances of becoming smokers
themselves - two thirds of adult smokers will have started smoking before they
have reached the age of 18. The costs associated with smoking are substantial and
estimated in Norfolk to be in the region of £872 million each year, including costs of
health care, social care, lost productivity, and house fires.

It can take 30 or more attempts before a smoker successfully quits, although getting
support can help significantly. This indicates the addictive nature of smoking and the
grip that tobacco has on people.

For all these reasons, tobacco remains a key public health priority, and some excellent
case studies from across Norfolk highlight some of the ways we're working together
on this issue. These include not only helping people to quit smoking, but also what'’s
called ‘tobacco control’ - protecting people from harm such as clamping down on
underage or illegal sales to help prevent take up in the first place.

Director of Public Health annual report 2023




Over the past decades a great deal has already been done to reduce the rates and
acceptability of smoking. In 1974, nearly half the country’s population were smokers -
this is down to less than 1in 7 people today.

So why focus on smoking when so much has already been achieved?

Smoking rates are still too high in Norfolk if we are to achieve a smokefree
generation by 2030. In addition, smoking rates vary within our local population.
Some communities and groups which are already more deprived or marginalised
have higher smoking levels. This increases inequalities in health and leads to poorer
health for some.

This report therefore aims to refocus our efforts on reducing the number of people
smoking in Norfolk and on our ambition for a smokefree county where our residents
and communities are no longer affected by the harm caused by tobacco. It also
serves as a reminder on the use of e-cigarettes: these can be a useful tool for quitting
smoking but are not recommended for anyone who doesn'’t already smoke, including
children. In this report, we look at the data on vaping and some of the key messages
on the use of e-cigarettes.

Finally, if you'd like to delve further into the detail, you can find more information in
our tobacco needs assessment - you'll find the link at the end of the report.

Director of Public Health annual report 2023




Some definitions

The NHS explains e-cigarettes and vaping as follows:?

An e-cigarette is a device that allows you to inhale nicotine in a vapour rather
than smoke. E-cigarettes do not burn tobacco and do not produce tar or carbon
monoxide, two of the most damaging elements in tobacco smoke.

They work by heating a liquid (called an e-liquid) that typically contains nicotine,
propylene glycol, vegetable glycerine, and flavourings.

Using an e-cigarette is known as vaping.

E-cigarettes can also be referred to as vapes. Smoking refers to using tobacco
cigarettes, pipes, cigars etc.

Prevalence means the proportion of a group or population that has a
particular condition or engages in a specific behaviour - for example, the number
of people who smoke or vape at a particular time.

Deprivation is where people don't have the conditions that are usually
considered necessary for a pleasant life, for example sufficient income,
employment, education, health, living environments, and low levels of crime
and few barriers to housing and services.

The black line with a bar at each end in some of the charts in this report shows
what’s called a 95% confidence interval. It often looks like a shorter or longer I or
H. This is a statistical measure that shows how ‘confident’ we are that the figure
used is accurate, for example when a survey of a certain number of people is
used to estimate figures for the whole population. The confidence interval shows
the range in which the real value is likely to lie.

3 Using e-cigarettes to stop smoking - NHS (www.nhs.uk)
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Section 1
Key figures and trends

Norfolk has higher life expectancy than the national average for both males and
females, and Norfolk has lower death rates than the national average. However,

there are some ways in which health and wellbeing in Norfolk could be improved,
such as reducing smoking rates.

This section shows some of the key figures and trends related to smoking and vaping
in Norfolk.

Key messages

Smoking poses the single greatest risk for early deaths in Norfolk

Smoking in pregnancy can have significant effects on the baby - and the rates
of smoking in pregnancy in Norfolk are above average

Tobacco is the third biggest risk factor for ill health
Around 13% of adults in Norfolk smoke - around 99,300 people
Stop smoking services and Ready to Change can help people to quit

Some groups smoke more than others and there are strong links with
socioeconomic status

Quitting smoking can reduce negative health impacts - sometimes
quite quickly

Around 44,900 children in Norfolk live in smoking households
Vaping is much less harmful than smoking and can help people quit

E-cigarette use is increasing, especially in the 16-24 year olds. It is also
increasing in children and young people.
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How does smoking affect health?

Deaths

Smoking poses the single greatest risk for early deaths in Norfolk - more than other
issues like high blood pressure, obesity, alcohol or air pollution. Tobacco contributes to
early deaths from diseases like cancer, cardiovascular disease, and respiratory disease.
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Attribution of risk factors to cause of death in Norfolk
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Figure 1: Attribution of risk factors to causes of death in Norfolk, 2019. Source: Institute
for Health Metrics and Evaluation. Used with permission. All rights reserved. For more
information visit: Health Data
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Fortunately, deaths due to smoking in Norfolk have decreased over recent years and
are below the England average.
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Smoking attributable mortality
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Figure 2: Smoking attributable mortality over time. Source: Office of Health Improvement and
Disparities using mortality data from the Office of National Statistics mortality data; Office
for National Statistics (ONS) - mid-year population estimates; Smoking prevalence data from
Annual Population Survey; and relative risks from the Royal College of Physician's Report
‘Hiding in Plain Sight'.
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Lung cancer

Smoking is a leading cause or contributor of many cancers, including lung cancer.
Lung cancer is one of the most common cancers and has a low survival rate compared
to other types of cancer like colon, breast, and prostate cancers. The number of lung
cancer cases in Norfolk has remained consistent and has been lower than the England
average over the last decade.”

“ Office for Health Improvement & Disparities. Public Health Profiles: Lung cancer registrations
2017-19 directly standardised rate - per 100,000. [Accessed 05/02/2024] fingertips.phe.org.uk
© Crown copyright 2024.
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Figure 3: Lung cancer registrations for East of England counties, 2017 to 2019. Source: Office for
Health Improvement and Disparities.
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Impact of smoking in pregnancy - on both the mother and the child

Smoking during pregnancy can have an impact on both mothers and their babies.
It can increase the risk of problems in pregnancy, stillbirth, premature birth, and low
birth weight.° In 2021, 492 babies in Norfolk were born at a low birth weight.It has
been estimated that between 10% and 27% of cases of low birth weight are due to
mothers smoking,® suggesting that between 50 and 130 babies in Norfolk were born
with low birth weight due to smoking.

Norfolk has consistently had higher rates of smoking during pregnancy than the
England average. In 2022/23, there were around 850 mothers in Norfolk who were
recorded as smoking at the time of delivery, around 1in 9. Fortunately, that figure
has been declining, following the overall national trend - but Norfolk’s rates are still
higher than both the England and regional averages.

> Stop smoking in pregnancy - NHS (www.nhs.uk)
6 Public Health Wales technical report, 2014: Low Birth Weight - technical paper vl.pdf (wales.nhs.uk)
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Smoking status at time of delivery, 2010/11 to 2022/23
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Figure 4: Smoking Status at Time of Delivery (SATOD) over time. Source: Office for Health
Improvement and Disparities using NHS digital data.
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Figure 5: Smoking Status at Time of Delivery (SATOD) across the East of England counties,
2022/23. Source: Office for Health Improvement and Disparities using NHS digital data.
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Case Study

Incentives to stop smoking during pregnancy

In an effort to tackle the relatively high rates of smoking in pregnant women in
Norfolk, a 12-month incentive programme was launched in May 2023. This involves
collaboration between the Local Maternity and Neonatal System, the James Paget
University Hospital and Smokefree Norfolk (the stop smoking service that Norfolk
County Council funds).

As part of the programme, verified pregnant smokers who actively participate
receive ‘Love2Shop’ vouchers worth a total of £250. The vouchers are given to the
women when they set a quit date and at various points during their pregnancy,
through to two weeks after they have given birth. Members of the programme
can also nominate a support buddy who is given a £50 voucher for helping the
pregnant woman to quit.

The National Institute for Health and Care Excellence (NICE) recommends
supporting pregnant women to quit smoking by offering incentives at different
stages of pregnancy. There is strong evidence to support this, as women who
receive incentives are more than twice as likely to quit successfully. Early results
from the programme have shown an increase in the number of quit dates set and
a higher level of engagement with Smokefree Norfolk.

The insights gained from this initial scheme will inform the implementation of a
countywide programme in summer 2024.
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Long term conditions

Tobacco use is the third largest risk factor for illness.” It can be a contributing cause
of diabetes, kidney disease, chronic respiratory conditions, cardiovascular conditions
such as heart disease and stroke, and musculoskeletal conditions. It is also a risk
factor for dementia.

4 )

Attribution of risk factors to causes of years lived with
disability in Norfolk
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Figure 6: Attribution of risk factors to causes of years lived with disability in Norfolk, 2019.
Source: Institute for Health Metrics and Evaluation. Used with permission. All rights reserved.

For more information visit: Health Data
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Long term conditions are illnesses that can be controlled and managed but not
cured. People who smoke are at greater risk of developing a long term condition and
spending more years in later life in poorer health.

For example, smoking is the biggest preventable risk factor of Chronic Obstructive
Pulmonary Disease (COPD). In 2019/20, Norfolk had 2,240 emergency hospital
admissions for COPD,® many of which could have been avoided if smoking rates had
been lower over recent decades. While Norfolk has had lower than average rates of
emergency admissions for COPD, this has been increasing over the last decade in
contrast to the national trend.

" Institute for Health Metrics and Evaluation. Used with permission. All rights reserved. For more
information visit: Health Data

& Office for Health Improvement & Disparities. Local Tobacco Control Profiles: Emergency hospital
admissions for COPD (35+) 2019/20 directly standardised rate - per 100,000. [Accessed 05/02/2024]
fingertips.phe.org.uk © Crown copyright 2024
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Figure 7: Emergency hospital admissions for Chronic Obstructive Pulmonary Disease (COPD)
in people aged 35 and over. Source: Office for Health Improvement and Disparities, using
Hospital Episode Statistics.
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Case Study

Cessation of Smoking Trial in the
Emergency Department (COSTED) UEA

Researchers from the University of East Anglia (UEA) conducted the Cessation of
Smoking Trial in the Emergency Department (COSTED) at six UK hospitals, including
the Norfolk and Norwich University Hospital. Participants were randomly assigned
to receive either brief advice, an e-cigarette starter kit, and stop-smoking service
referral, or no intervention (control group). Participants were generally from
deprived neighbourhoods, with a higher than average number unemployed or
unable to work due to sickness or disability.

Out of 972 participants, 1in 4 in the intervention group reported quitting smoking
at 6 months, compared to 1in 8 in the control group. Carbon monoxide tests
confirmed that those in the intervention group were twice as likely to quit. They
were also more likely to reduce how many cigarettes they smoked and to make
more attempts to quit than the control group.

The trial demonstrated the potential of emergency departments to reach smokers
opportunistically, especially in disadvantaged communities. Economic evaluation
suggested the intervention is cost-effective and implementing it across the three
Accident and Emergency departments in Norfolk could lead to 1,636 additional
quits annually at a lower cost than traditional methods.
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Smoking patterns and inequalities

Norfolk position

Around 13% of adults in Norfolk smoke - around 99,300 people. This is similar to the

national average. This is similar to the national average and is in line with other parts
of the region.
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Smoking prevalence in adults aged 18 and over in the East of England region

Based on the Annual Population Survey for 2022
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Figure 8: Smoking prevalence in adults by county in the East of England region, 2022. Source:
Office for Health Improvement and Disparities using Annual Population Survey data.

However, there is variation within Norfolk: Great Yarmouth has the highest adult

smoking rate (around 18%), which equates to around 14,200 smokers and Broadland
has the lowest rate (8%) or around 8,900 smokers.
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Smoking prevalence in adults aged 18 and over by district
Based on the Annual Population Survey for 2022
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Figure 9: Smoking prevalence in adults by Norfolk districts, 2022. Source: Office for Health
Improvement and Disparities using Annual Population Survey data.

Estimated number How many fewer

District Smoking rate (%)

of adult smokers needed to reach 5%
Breckland 12 14,200 8,400
Broadland 8 8,900 3,500
Great Yarmouth 18 14,200 10,200
King's Lynn and
West Norfolk 17 21,300 14,900
North Norfolk 15 13,500 9,100
Norwich 14 16,100 10,100
South Norfolk 9 10,800 5,000
Norfolk 13 99,300 61,800

Table 1: Estimated adult smokers in Norfolk in 2022, based on Annual Population Survey prevalence
rates and 2021 Census population estimates. Numbers rounded to nearest 100, district totals may not
sum to make Norfolk total.
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A national ambition aims for every area in England to be smokefree by the year
2030.° ‘Smokefree’ is defined as having no more than 5% of adults smoking.

For Norfolk to reach that ambition, we would need to have fewer than 37,500
smokers in the county - that is 61,800 fewer smokers than currently. Taking into
account our growing population, we would need at least 6,500 people to quit
smoking each year until 2030 to reach the national ambition - and more if
people continue to take up smoking in the meantime. Some districts are closer to
the 5% ambition than others, e.g. Broadland and South Norfolk.

People can and do attempt to quit smoking by themselves. Some people find it harder
to quit than others, and Norfolk County Council funds services to help them. The stop
smoking services reach around 8,600 smokers per year and offer support to help

quit. Of those, 1,850 per year go on to successfully quit. This has significant impacts

in helping improve the health of the people of Norfolk. However, not everyone takes
advantage of stop smoking services. That’s why the County Council developed its
Ready to Change website, which helps people to quit smoking:

Help to quit smoking - Norfolk County Council

? Stopping the start: our new plan to create a smokefree generation - GOV.UK (www.gov.uk)



https://www.norfolk.gov.uk/care-support-and-health/health-and-wellbeing/adults-health/ready-to-change/help-to-quit-smoking
https://www.gov.uk/government/publications/stopping-the-start-our-new-plan-to-create-a-smokefree-generation/stopping-the-start-our-new-plan-to-create-a-smokefree-generation#:~:text=Following%20extensive%20consultation%2C%20the%20review,future%20generations%20never%20start%20smoking.

Case Study
Ready to Change

Quitting smoking can be one of the best lifestyle changes anyone can make, even
though this can be challenging due to tobacco’s addictive nature. Ready to Change
is a free online tool to help Norfolk residents in adopting healthier habits, including
giving up cigarettes.

Developed by Norfolk County Council in collaboration with health psychologists
and experts at the University of East Anglia, Ready to Change utilises behaviour
change science to help individuals modify their habits for a healthier life. It
includes quizzes, tips, and guidance for quitting smoking. A video explaining the
behavioural science approach has been produced, along with campaign materials
for print and social media.

Since its launch in 2022, over 8,000 people have used Ready to Change to help in
their quitting journey - e.g. taking quizzes, reading about the benefits of stopping
smoking or setting goals.

ready to

chang -
your way to better health
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Smoking by gender

In Norfolk, more men smoke than women (14% compared to 12%) - this is a long

running trend. Recently, Norfolk rates of female smokers has risen above the
national average.

~
Smoking prevalence by gender in adults aged 18 and over
Based on the Annual Population Survey
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Figure 10: Smoking prevalence by gender over time. Source: Office for Health Improvement
and Disparities based on Annual Population Survey data.
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Smoking by age

Data on smoking rates for different age groups in Norfolk is not available. National
data, however, shows the highest rates in those aged 25-29 (16%), with the numbers
decreasing for older age groups. Nationally, those aged 65 and over smoke less than
the England average.
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Smoking prevalence in adults aged 18 and over by age group
Based on the Annual Population Survey for 2022
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Figure 11: Smoking prevalence by age group in England, 2022. Source: Office for Health
Improvement and Disparities based on Annual Population Survey data.
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Since 2011, smoking rates have declined most rapidly amongst the 18-24 year olds,
however a recent study suggests this trend may have changed with rates in this age
group increasing since 2020.° The 25-29 year olds have consistently had the highest
rates of smoking.

' Have there been sustained impacts of the COVID-19 pandemic on trends in smoking prevalence,
uptake, quitting, use of treatment, and relapse? A monthly population study in England, 2017-2022 |
BMC Medicine | Full Text biomedcentral.com
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Smoking prevalence in adults aged 18 and over in England by age group
Based on the Annual Population Survey
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Figure 12: Smoking prevalence by age group over time showing the age group with the
highest rates of smoking, the age group with the fastest rate of decrease in smoking, and the
all age average smoking rate. Source: Office for Health Improvement and Disparities based on
Annual Population Survey data.
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Figure 13: Heat map of smoking prevalence by age group over time. Darker colours show
higher rates of smoking compared to other age groups and time periods. Source: Office for
Health Improvement and Disparities based on Annual Population Survey data.
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Smoking and deprivation

Smoking rates are higher in more deprived areas. Nationally, in the most deprived
areas, around 16% of people smoke, compared to 10% in the least deprived areas.
Around 1in 3 of all smokers live in the fifth of the country that is most deprived."

4 )

Smoking prevalence in adults aged 18 and over by deprivation
Based on the Annual Population Survey for 2022
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Figure 14: Smoking prevalence by deprivation group (Index of Multiple Deprivation 2019) of
residential areas in England, 2022. Source: Office for Health Improvement and Disparities
based on Annual Population Survey data.

" Office for Health Improvement & Disparities. Public Health Profiles: Lung cancer registrations 2017-19 directly
standardised rate - per 100,000. [Accessed 05/02/2024] fingertips.phe.org.uk © Crown copyright 2024.
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https://fingertips.phe.org.uk/search/lung%20cancer%20registrations#page/3/gid/1/pat/6/par/E12000006/ati/402/are/E10000020/iid/1205/age/1/sex/4/cat/-1/ctp/-1/yrr/3/cid/4/tbm/1
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/drugusealcoholandsmoking/bulletins/deprivationandtheimpactonsmokingprevalenceenglandandwales/2017to2021#:~:text=Approximately%20one%2Dthird%20(33.1%25),down%20from%2012.1%25%20in%202017

In Norfolk, around 136,000 people live in areas that are some of the most deprived in
the country - and health on average is poorer in deprived areas. Around 4 in 10 people
in Great Yarmouth and Norwich live in these more deprived areas, compared to 1-2

in 10 people in Norfolk as a whole. None of the most deprived neighbourhoods are in
Broadland and South Norfolk.”

Smoking and socioeconomic status

‘Socioeconomic status’ is a way of looking at the resources groups of people can draw
upon. It often reflects education, income, work conditions, employment relations and
job roles. The Office of National Statistics uses a set of groups linked to occupations to
show socioeconomic status.

In Norfolk:

around 1in 4 people in routine and manual occupations smoke

around 1in 5 of those in ‘intermediate’ occupations (e.g. sales, administration,
services and some technical jobs) smoke

around 1in 12 people in ‘management and professional occupations’ smoke.

This continues a long-running trend of smoking rates varying by socioeconomic status.

12 Based on 2019 Index of Multiple Deprivation:
www.gov.uk/government/statistics/english-indices-of-deprivation-2019
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Smoking prevalence in working age adults based on the Annual Population Survey
Socioeconomic group (18-64 yrs) for 2022
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Figure 15: Smoking prevalence by socio-economic category in working age adults, 2022.
Source: Office for Health Improvement and Disparities based on Annual Population
Survey data.
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Case Study

Community Voices smoking conversations

In summer 2023, as part of the Integrated Care System's Community Voices
Programme, Community Champions engaged in conversations with people in
communities facing health inequality to discuss factors that either supported or
hindered their efforts to quit smoking. The insights from these discussions were
collected in an online 'insight bank," which now contains over 200

recorded conversations.

These insights were organised according to factors that aid individuals in making
positive health changes, namely capability, opportunity, and motivation. Some key
themes emerged from these conversations:

- therole of social influences on smoking behaviour and the importance of having
strong social support when attempting to quit smoking

+ the short term versus long term economic costs of stopping smoking
+ the need to maintain motivation and to have action plans and rewards

« the importance for stop smoking providers to tailor services to meet
smokers’ needs.

The insights tallied with research on this topic. Importantly, these real life Norfolk
insights will inform the future design of local stop smoking services and the
establishment of NHS pathways.
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Smoking and housing tenure

Around 1in 3 people living in social housing smoke. This is much higher than those
who own their homes where around 1in 11 smokes. Smoking rates for those who rent
privately fall between the two.

What underlies these different smoking rates is complex. For example, people in social
housing may face greater financial difficulties (see deprivation and socioeconomic
status above). People who have paid off their mortgages may tend to be older - and
smoking rates decrease with age, particularly for the over 65s.

4 )

Smoking prevalence in adults aged 18 and over by
housing tenure in Norfolk

Based on the Annual Population Survey for 2022
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Figure 16: Smoking prevalence by housing type in Norfolk adults, 2022. Source: Office for
Health Improvement and Disparities based on Annual Population Survey data.
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Smoking and ethnicity

Nationally, smoking rates are highest among the white (13%) and mixed (17%) ethnic
groups. Smoking rates are below the England average for the black (8%), Asian (7%)
and Chinese (5%) ethnic groups. We do not have this breakdown for Norfolk, so rely on
national figures.

Smoking prevalence in adults aged 18 and over by Ethnicity for England
Based on the Annual Population Survey for 2022
I

Chinese 1 |——|

Asian 4 England average

Significance compared to England

Better than England average
. Similar to England average
. Worse than England average

|
Black A —
White -
Other -

Mixed 4

0% 5% 10% 15% 20%
Proportion that smoke (%)

Figure 17: Smoking prevalence by Ethnicity, 2022. Source: Office for Health Improvement and
Disparities based on Annual Population Survey data.
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Smoking and country of birth

Smoking rates by country of birth have remained largely consistent over time.
People living in the UK but born in India have had the lowest smoking rates since
2014 - around 5%. People born in Poland have consistently had the highest smoking
rate, though this has decreased from 32% in 2014 to 21% in 2022.

Smoking prevalence in adults in England aged 18
and over by country of birth

Based on the Annual Population Survey for 2022

|
India A — I England average
Pakistan A

Scotland

Significance compared to England

Better than England average
. Similar to England average
. Worse than England average

Northern Ireland -

Wales 4

Country of Birth

Other

Republic of Ireland A

Poland -

0% 5%  10%  15%  20%  25%
Proportion that smoke (%)

Figure 18: Smoking prevalence by country of birth, 2022. Source: Office for Health
Improvement and Disparities based on Annual Population Survey data.
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Smoking and overall health

People who report the poorest health consistently have the highest smoking rates.
One in four people who rate their health as ‘very bad’ are smokers. Those that report
being in good health have the lowest smoking rates.

4 )
Smoking prevalence in adults aged 18 and over by health status
Based on the Annual Population Survey
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Figure 19: Smoking prevalence over time in England by health status. Source: Office for Health
Improvement and Disparities based on Annual Population Survey data.
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Smoking prevalence in adults aged 18 and over by health status
Based on the Annual Population Survey for 2022
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Figure 20: Smoking prevalence in England by health status in 2022. Source: Office for Health
Improvement and Disparities based on Annual Population Survey data.
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Smoking and mental health

Smoking rates are higher in those who have mental health issues, representing a
significant health inequality. A survey conducted among general practice patients
found that in Norfolk, nearly one in four people with a long term mental health
condition smoked. This is similar to the national average for those with long term
mental health conditions, but much higher than for the general population.

s
Smoking prevalence in adults with a long term mental health condition
(18+) - current smokers (GPPS)
40% -
Significance compared to England
2 (O Better than England average
L 30% - . Similar to England average
g . Worse than England average
o . England value
2
* 20% A
5 A
£ rea
8_ == England
09_ 10% - == East of England
== Norfolk
0%
201314 201516 2017M8 2019720 2021/22
2014/15 2016/17 2018/19 2020/21
Time period
GPPS = General Practice Patient Survey
Figure 21: Smoking prevalence in those with a long term mental health condition. Source:
Office for Health Improvement and Disparities based on the General Practice Patient Survey.
\
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Case Study

Community serious mental illness service

NHS England committed to offering a new universal smoking cessation programme
within specialist mental health services for long term smokers by 2023/24. People
with serious mental illness (SMI) face greater challenges quitting smoking due to
higher dependency and heavier smoking.

NHS England is testing a pathway and service model before a national rollout,
selecting four primary care network areas in Gorleston, Great Yarmouth and
Norwich for the trial. These areas were chosen based on data indicating they serve
over 30% of the SMI population in Norfolk and Waveney.

Smokefree Norfolk and Together for Mental Wellbeing are collaborating on the
pilot service, with promising early results, including an 88% engagement rate, 81%
setting a quit date, and 58% quitting within the first nine months. A research team
from the UEA is evaluating the pilot, with findings informing the future service.
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The benefits of quitting
The National Institute for Health and Care Excellence (NICE) report that:

On average, stopping smoking at age 60 can add 3 extra years to life. Stopping at
30 can add 10 extra years®

A study of over one million UK women showed that stopping smoking before the
age of 40 avoids the vast majority (90%) of the increased risk of dying caused by

continuing to smoke™

For people who stop smoking before the age of 50 years, the risk of dying of
smoking-related disease is cut in half.”

The sooner you quit, the sooner you'll notice changes to your body and health.
Look at what happens when you quit for good.

*

v 48h

2-12w

2

After 20 minutes

Check your pulse rate, it will
already be starting to return
to normal.

After 48 hours

All carbon monoxide is flushed
out. Your lungs are clearing
out mucus and your senses of
taste and smell are improving.

After 2 to 12 weeks

Blood will be pumping through
to your heart and muscles
much better because your
circulation will have improved.

After 1year

Great news! Your risk of heart
attack will have halved
compared with a smoker's.

12h

29

After 8 hours

Your oxygen levels are
recovering, and the harmful
carbon monoxide level in your
blood will have reduced by half.

After 72 hours

If you notice that breathing
feels easier, it's because your
bronchial tubes have started
to relax. Also your energy will
be increasing.

After 3 to 9 months

Any coughs, wheezing or
breathing problems will be
improving as your lung function
increases by up to 10%.

After 10 years

More great news! Your risk

of death from lung cancer will
have halved compared with
a smoker's.

Quitting smoking can also save individuals and their families money - on average
around £3,100 per smoker per year.

3 Doll, 2004 ' Pirie, 2013 * PHE, 2015b
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Case Study
What quitting smoking felt like for Dan*

Dan started smoking as a teenager and had attempted to quit smoking multiple
times, but without success. On his social media feed, he spotted adverts for Ready
to Change, the Council website offering help to stop smoking. Intrigued by the
promise of free assistance, Dan decided to click on the link and explore further.

Dan started with the Ready to Change quiz about his smoking habits. He then
discovered the many benefits of quitting smoking. As someone facing financial
difficulties, he realised that his cigarette expenses were a significant contributing
factor. Furthermore, with his partner expecting their first child, Dan was motivated
to eliminate the risk of second hand smoke for his family's wellbeing.

Dan recognised that swapping from smoking to vaping could serve as a good first
step to quitting smoking because it would address the hand-to-mouth habit and
provide a controlled level of nicotine. It would also be significantly less harmful
than smoking. Determined to make a change, Dan contacted the local stop
smoking service, which offered free vape kits for 12 weeks and the support of a
specialist advisor.

Setting a quit date, Dan used the goal-setting and ‘if-then’ planning tools from
Ready to Change to boost his motivation and maintain his progress. Six months
later, Dan is still not smoking and only vapes a couple of times per day. He keeps a
diary to track when he vapes so he can eventually quit vaping altogether.

This is a fictional case study taking the reader through an example
journey a quitter might follow when giving up smoking
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Protect others from secondhand smoke

Second hand smoke (passive smoking) refers to the smoke that smokers exhale

or that is given off from the end of a lit cigarette while it is burning - which people
nearby can then inhale. Harmful chemicals such as tar, nicotine, and carbon monoxide
are contained within second hand smoke making it harmful to those that inhale it.

In the short term, being exposed to second hand smoke can result in headaches, sore
eyes, and coughing. In the longer term, people exposed to second hand smoke are at
higher risk of heart disease, some types of cancer, and poor lung function. Children and
young people are at particular risk due to their more delicate lungs.'

An estimated 44,900 children in Norfolk live in smoking households and are therefore
likely to be exposed to second hand smoke. Children from smoking households are
four times more likely to take up smoking themselves later in life.”

As smoking rates decrease, second hand smoke exposure can also decrease, reducing
related harms.

' Secondhand Smoke - ASH
7 ash.org.uk/resources/view/economic-and-health-inequalities-dashboard
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https://ash.org.uk/resources/view/secondhand-smoke#:~:text=Health%20effects,in%20children%20whose%20parents%20smoke
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Vaping (e-cigarettes)

Vaping is an effective tool to help people quit smoking. Tobacco cigarette smoke
contains thousands of chemicals - many of them poisonous - and dozens of them can
cause cancer.”® Cigarettes also contain nicotine, which is an addictive substance.” Once
addicted, it can be difficult to quit smoking.

The latest evidence review from the Office for Health Improvement and Disparities
(OHID) shows that in the short and medium term, vaping poses only a small fraction
of the risks of smoking.?

E-cigarettes with nicotine are still addictive, however, and the long-term effects of
vaping are not yet known. Vaping is not risk free, particularly for people who have
never smoked.”’ The Chief Medical Officer Professor Sir Chris Whitty wrote succinctly
for The Times in May 2023:

‘The key points about vaping (e-cigarettes) can be easily summarised. If you

smoke, vaping is much safer; if you don’t smoke, don’t vape; marketing vapes
to children is utterly unacceptable.’®

Key messages on vaping

Vaping is much less harmful than smoking

Vapes are an effective tool to help smokers quit smoking
Swapping from smoking to vaping is a positive health move
If you don’t smoke, don’t vape

Vapes should not be marketed to children

8 What chemicals are in a cigarette? | What does smoking do to your body? cancerresearchuk.org
' ash.org.uk/resources/view/whats-in-a-cigarette

2 Nicotine vaping in England: 2022 evidence update summary — GOV.UK www.gov.uk

2 Nicotine vaping in England: 2022 evidence update main findings — GOV.UK www.gov.uk

22 Chief Medical Officer for England on vaping = GOV.UK www.gov.uk
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https://www.cancerresearchuk.org/about-cancer/causes-of-cancer/smoking-and-cancer/whats-in-a-cigarette-0
https://ash.org.uk/resources/view/whats-in-a-cigarette
https://www.gov.uk/government/publications/nicotine-vaping-in-england-2022-evidence-update/nicotine-vaping-in-england-2022-evidence-update-summary
https://www.gov.uk/government/publications/nicotine-vaping-in-england-2022-evidence-update/nicotine-vaping-in-england-2022-evidence-update-main-findings
https://www.gov.uk/government/speeches/chief-medical-officer-for-england-on-vaping

Vaping in adults (aged 16 and over)

Local data on vaping in Norfolk is not available, so we rely on national surveys.
Nationally, around 5% of people aged 16 and over use e-cigarettes daily.?® This would
equate to around 40,000 adults in Norfolk. Around 3.5%, or 27,000 people, occasionally
use e-cigarettes.

Evidence is mounting that while tobacco cigarette smoking is decreasing, e-cigarette
use is increasing.

Current smokers (27%) and ex-smokers (17%) vape more than non-smokers.? While at
lower levels, e-cigarette use is increasing among those who have never smoked before
- currently a little under 2%. This would mean around 13,800 people in Norfolk who
have never smoked cigarettes, use e-cigarettes.

Among adults aged 16 and over, occasional or daily vaping is increasing most quickly
in the 16-24 year olds - from around 11% in 2021 to over 15% in 2022. At the same time,
smoking tobacco cigarettes is decreasing most quickly in the 18-24 year olds.

4 )
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Figure 22: Vaping prevalence by age group in Great Britain. Source: Office for National
Statistics based on the Opinions and Lifestyle Survey data.

2 Adult smoking habits in the UK - Office for National Statistics (ons.gov.uk) Office for National
Statistics report referencing Opinions and Lifestyle Survey

2 E-cigarette use in Great Britain - Office for National Statistics (ons.gov.uk)

Director of Public Health annual report 2023 38

52


https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandlifeexpectancies/bulletins/adultsmokinghabitsingreatbritain/2022#:~:text=E%2Dcigarette%20use%20and%20vaping%20prevalence%20in%20Great%20Britain,-Data%20for%20vaping&text=A%20further%203.5%25%20reported%20using,the%20population%20of%20Great%20Britain
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/drugusealcoholandsmoking/datasets/ecigaretteuseingreatbritain

Case Study

E-cigarette pilot and vouchers

In 2020 and early 2021, Norfolk County Council (NCC) Public Health, Smokefree
Norfolk and the University of East Anglia conducted a pilot programme offering
vouchers for vape starter kits or refills to specific groups in Great Yarmouth, where
smoking rates are highest in Norfolk. These groups included individuals who had
unsuccessfully tried to quit smoking, those with multiple health conditions, and
people with mental health conditions.

During the trial, over 340 participants used their vouchers, and many provided
positive feedback. Encouragingly, 42% of those who switched to vaping quit
smoking at 4 weeks, with vapes proving effective where other methods had failed.
The trial also helped dispel the myth that vaping is as harmful as, or more harmful,
than smoking.

Given the success of the vape voucher trial, the service was expanded countywide
in 2022, offering free 12-week vape vouchers to everyone in Norfolk as part of the
stop smoking service. Recent figures show a 52% smoking quit rate at 4 weeks,
surpassing the initial target.
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Vaping in children and young people

Vaping is becoming more common among children and young people across England.
Based on national data, around 13,600 children aged 11-17 in Norfolk are estimated

to have tried vaping. An estimated 5,000 children aged 11-17 (8%) are current users.
Nationally, use increased slightly in 2023, after having doubled from 2021 to 2022.

Only one in three children believe that e-cigarettes are less harmful than cigarettes.
More than half believe they are as harmful as, or more harmful than, smoking.»

4 )

Proportion of 11 to 17 year olds in Great Britain that have reported
to have ever used an e-cigarette
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Figure 23: Vaping prevalence by age group in Great Britain. Source: Action on
Smoking and Health.

The use of single-use e-cigarettes among children has increased substantially from
fewer than one in ten young vapers preferring disposable vapes in 2021 to seven in ten
in 2023.%¢

% ASH - Use of e-cigarettes among young people in Great Britain
% ash.org.uk/resources/view/use-of-e-cigarettes-among-young-people-in-great-britain
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Case Study
Schools vaping toolkit

In October 2023, Norfolk County Council’s Children's Services developed a vaping
toolkit for schools. The goal is to assist schools in tackling increased vaping by
offering high quality guidance and resources for a comprehensive approach. The
toolkit features an audit tool for schools to assess their current approaches and
areas for improvement, along with an action plan to support further development.
It emphasises preventative measures and strategies to address vaping concerns:

Supporting staff to feel confident in their knowledge of vaping and
how it compares to smoking

Creating an inclusive ethos and values around health, wellbeing and
sustainability

Teaching about vaping as part of Personal, Social, Health and Economic
Education and within the wider curriculum

Ensuring all staff, children, young people and families are aware of how to
get support.

The toolkit provides a detailed step by step checklist for what to do if a student is
found vaping, with a focus on supporting them to stay in school.
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Section 2
National and local policy
on smoking and vaping

Key messages

Smoking rates have decreased over the past 60 years

Knowledge, policies and attitudes towards smoking have also
changed over time

Reducing rates of smoking, effective tobacco control and controlling long term
vaping use and take up are priorities for many organisations across Norfolk.

The changing national picture

Knowledge, policies and attitudes towards smoking have changed greatly
over the past 60 years and smoking rates have declined as it has become more
socially unacceptable.

Director of Public He




Smoking prevalence timeline for Great Britain,
ages 16 and over by gender for 1974 to 2022

s
Smoking prevalence timeline for Great Britain, ages 16 and over by
gender for 1974 to 2022
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Figure 24: Timeline of the proportion of current smokers, for all persons aged 16 years and
over, Great Britain, 1974 to 2022. Source: Office for National Statistics based on Opinions and
Lifestyle Survey.
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Local plans and strategies

Ambitions around reducing rates of smoking, effective tobacco control and controlling
long term vaping use and take-up are not just the priorities for the County Council’s
public health team - many organisations across Norfolk highlight their work on
these aims:

The Integrated Care System (ICS) Integrated Care Strategy and Joint Health
and Wellbeing Strategy commits to addressing inequalities and prioritising
prevention, to reduce years spent in poor health and differences in life
expectancy due to deaths from circulatory, cancer and respiratory diseases, for
which smoking is a chief contributor

The ICS Clinical Strategy commits to acting early to improve health by
predicting, detecting and acting early to prevent poor health by helping
people make healthy choices, which includes stopping smoking

The ICS Joint Forward Plan commits to developing and providing a maternity
led stop smoking service for pregnant women and partners

The ICS Health Improvement Transformation Group has agreed smoking as
one of two priority areas for action across the Integrated Care System

Norfolk County Council’s Strategy Better together for Norfolk commits
to supporting people to make healthy choices such as providing free stop
smoking services

Norfolk County Council’s Public Health Strategic Plan commits to delivering
a new programme of tobacco control and stop smoking initiatives to help
people to stop smoking and create smokefree environments

The Norfolk Tobacco and Vaping Control Alliance agreed a system-wide
programme of work to help Norfolk to become smokefree by 2030 (defined as
smoking rates of 5% or less), and developed a vaping delivery plan.
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https://improvinglivesnw.org.uk/about-us/developing-our-integrated-care-system/integrated-care-strategy/
https://improvinglivesnw.org.uk/about-us/developing-our-integrated-care-system/integrated-care-strategy/
https://improvinglivesnw.org.uk/about-us/developing-our-integrated-care-system/norfolk-and-waveney-clinical-strategy/
https://improvinglivesnw.org.uk/norfolk-and-waveney-5-year-joint-forward-plan/
https://www.norfolk.gov.uk/-/media/norfolk/downloads/what-we-do-and-how-we-work/councillors-meetings-and-elections/better-together-for-norfolk-2021-to-2025.pdf
https://www.norfolk.gov.uk/what-we-do-and-how-we-work/policy-performance-and-partnerships/policies-and-strategies/health-policies/public-health-strategy

Section 3
The wider impacts of smoking on Norfolk
residents and opportunities for improvement

Smoking has any number of negative impacts - some of these are described below.

Key messages

Around 1,240 people in Norfolk die as a result of smoking every year
On average, smokers spend around £3,100 each year on smoking
Smoking costs Norfolk as a whole around £872 million per year
Benefits from reducing or eliminating smoking could include:
Saving around 1,200 lives each year
Having around 1,130 fewer hospital admissions per year
Preventing 1,100 cases of cancer each year
Having around 480 more smokefree pregnancies

16,500 less well-off households could be better off financially
which could help them move out of poverty.
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Cost of smoking to individuals, communities and services

Around 1,240 people in Norfolk die each year as a result of smoking. While the
Norfolk rate overall is lower than the national average, deaths from smoking are
largely preventable and rates will vary by place.

( )

Smoking attributable mortality
For 2017 - 19

2004

150 4

1004

501

Directly standardised rate per 100,000

186 per 100,000 185 per 100,000 202 per 100,000

Norfolk East of England England

Figure 25: Smoking attributable mortality, 2017 to 2019. Source: Office of Health Improvement
and Disparities using mortality data from the Office of National Statistics mortality data;
Office for National Statistics (ONS) - mid-year population estimates; Smoking prevalence
data from Annual Population Survey; and relative risks from the Royal College of Physician's
Report 'Hiding in Plain Sight'.
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Smoking has a financial cost? - to individuals and their families, to the economy, and to
local services - as well as the personal impact of illness and death on individuals and
loved ones.

Norfolk residents spend around £308 million on tobacco products each year, which is
based on the average spend of about £3,100 per smoker each year. This generates around
£198 million in tax revenue - however, it is estimated that smoking costs Norfolk far more,
at around £872 million per year:

£7 million as a result of house fires

£239 million for social care due to smoking related conditions

£30 million on hospital admissions and primary care services

£596 million per year in productivity loss from the economy?® including:
£136 million in lost earnings
£189 million due to smoking-related unemployment

£239 million loss to the local economy if people had switched their spending from
tobacco to other products®

£31 million due to smoking related early deaths.

In Norfolk we have higher rates of hospital admissions related to smoking than England,
indicating a potentially greater impact on health services in Norfolk when compared to
the England average.

7 ash.org.uk/resources/view/ash-ready-reckoner

28 Figures don’t add up to £596 million due to rounding

2 Gross Value Added (GVA) ASH Ready Reckoner - ASH
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Significance compared to England

(O Better than England average
@ Similar to England average
@ Worse than England average
@ England value

Area Name
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== East of England
== Norfolk

Improvement and Disparities using admissions data from Hospital Episode Statistics (HES);

data from Annual Population Survey; and relative risks from the Royal College of Physician's
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Figure 26: Smoking attributable hospital admissions over time. Source: Office of Health
Office for National Statistics (ONS) - mid-year population estimates; Smoking prevalence
Report 'Hiding in Plain Sight'.
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Dementia Services
¥ Herelo Help

Case Study

Help for inpatients to stop smoking at the
James Paget University Hospital

NHS England has committed that by 2023/24 all people admitted to hospital will
be offered free tobacco treatment services. In Norfolk and Waveney, this started
in May 2022, with stop smoking support being offered directly in hospitals for
inpatients. The James Paget University Hospital in Great Yarmouth was chosen
early because many people in the area smoke, and there are greater health
inequalities in that area than in other parts of Norfolk.

When hospital patients are identified as smokers, they are referred to a specialist
team to help them quit. The team provides nicotine replacement therapy (NRT) and
other support to increase the patients’ chances of quitting. When leaving hospital,
patients receive extra NRT and are referred to Smokefree Norfolk for further support
at home.

Since the project started, 87% of smokers have been referred to the team, with

79% receiving support and 24% successfully quitting smoking. These results are
encouraging, especially as people may not have been planning to quit before they
went into hospital.
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Opportunities and benefits of reducing
smoking in Norfolk

Over the longer term, rates of smoking have been decreasing, but there is still

more we can all do to achieve a smokefree county. Below are examples of some of
the opportunities and benefits that could be realised if we continue our joint working
and focus:

If smoking were eliminated, we could eventually save future Norfolk generations
around 1,240 lives per year°

Smoking costs the average smoker around £3,100 a year.?' If smoking were eliminated
then around 16,500 less well-off households would be better off financially which
could help them move out of poverty.*?

Smoking results in over 10,000 hospital admissions each year in Norfolk.* If Norfolk
had the same rate of admissions as the national average, that would result in around
1,130 fewer hospital admissions per year.

30 Office for Health Improvement & Disparities: Local Tobacco Control Profiles: Smoking attributable
mortality (new method) 2017-19 directly standardised rate - per 100,000. [Accessed 05/02/2024]
fingertips.phe.org.uk © Crown copyright 2023.

3 ash.org.uk/resources/view/ash-ready-reckoner

32 ash.org.uk/resources/view/economic-and-health-inequalities-dashboard

3 Office for Health Improvement & Disparities: Local Tobacco Control Profiles: Smoking attributable
hospital admissions (new method) 2019/20 directly standardised rate - per 100,000 [Accessed
05/02/2024] fingertips.phe.org.uk © Crown copyright 2023.
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Eliminating smoking entirely would reduce cancer cases by around 15%.3* This would
mean that Norfolk and Waveney would see a reduction of over 1,100 cancer diagnoses
per year>* Achieving the 2030 smokefree ambition of having fewer than 5% of the
population smoke would prevent around 680 cancers per year across the system.

Norfolk has a higher than average rate of mothers who smoke during pregnancy. If
Norfolk had the same rate of mothers who smoke during pregnancy as the national
average, then 205 more babies would have been born smokefree in 2022/23. If Norfolk
rates reduced to 5%, then around 480 more deliveries would have been smokefree,
significantly improving the health of babies and children in Norfolk, as well as the
health of their mothers.

Number of maternities in Norfolk idenfitied as smokers at time of delivery (SATOD) and
number there would be at the 5% ambition

The bottom line represents an ambition of 5% of maternities SATOD. The top line represents current
number SATOD

1,500 -

1
1,000 - | gap = 998

Number of smokers at delivery
W\
o
o

2010 2015 2020
Time Period

Smoking numbers - Number of SATOD -#= Number of smokers at ambition

Figure 27: Number of deliveries that are recorded as smoking at time of delivery, and the
number that there would be if only 5% of mothers were recorded as smokers, with the gap
between the current and ambition over time. Source: Office for Health Improvement and
Disparities based on the NHS digital Smoking at Time of Delivery data return.

3 www.cancerresearchuk.org/health-professional/cancer-statistics/risk#heading-Two

3> Cancer Services - Data - OHID phe.org.uk
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Section 4
What next?

In 2024, organisations in Norfolk will intensify their efforts to tackle smoking and
vaping - both dependency and take-up.

NCC Public Health plans to enhance free local stop smoking services by investing
additional government funding in line with the goal of creating a smokefree
generation. This will include supporting local organisations to train frontline staff
to have effective conversations with people about their health and equipping
them with techniques to help people to stop smoking.

The Norfolk Tobacco Control and Vaping Alliance will work together to
implement the Norfolk Tobacco Control Strategy and vaping delivery plan.

NCC Public Health will promote swapping from smoking to vaping to help quit as
a positive health move through prominent media campaigns and will continue to
fund the provision of e-cigarettes in the main stop smoking service.

In hospitals, the NHS aims to expand smoking cessation options for patients,
offering NHS funded tobacco treatment services to those admitted as acute,
maternity or mental health inpatients.

NCC Public Health will continue to work with Children’s Services, head teachers
and other representative organisations to promote responsible messages on
smoking and vaping and to work with young people to counter the rising trend of
vaping among those who have never smoked.

NCC Trading Standards and Public Health will highlight the risks of illegal
vapes, continue enforcement efforts and work with reputable retailers through
information dissemination and exploring a trusted trader scheme.
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Case Study

Trading Standards action on illegal tobacco and vapes

Norfolk County Council's Trading Standards team collaborates with Norfolk
Police and district councils to enforce tobacco control laws. They conduct frequent
operations, such as test purchases and inspections, prompted by intelligence
indicating concerns about the sale of illegal products. Inspections during 2023

led to the removal of over 16,500 illegal disposable vapes from the market.

Tobacco search dogs are often employed to find hidden illegal cigarettes and
hand-rolling tobacco. In a November 2023 operation, two premises in the county
had 847 illegal vapes, 760 illegal cigarettes, and 950g of illegal hand-rolling
tobacco seized. Both traders used concealment spaces to hide the products, which
is a common practice.

Working in partnership with the Borough Council of King's Lynn & West Norfolk and
Norfolk Constabulary, one of the businesses had a closure order issued against
them through the Courts.
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What we can all do

Helping achieve a smokefree generation and continuing to help eliminate smoking
from society is something we can all contribute to.

Whether you...

Are a smoker

Are a professional who encounters people who smoke

Are an employer
Are a Norfolk resident

Know someone who smokes

...there are things you can do to help Norfolk to become smokefree:

®
()

Remember it’s never too late to take
action on smoking

Remember that most people
don’t smoke

Promote Ready to Change to
family and friends, and share the

explainer video with people you know

who are looking to quit smoking

Remember that free specialist
stop-smoking support is available
from Smokefree Norfolk, as well as
some GP practices and pharmacies,
for people who have found quitting
by themselves difficult

Remember that quitting smoking
during and after pregnancy can help
mothers and babies - and help is
available from Smokefree Norfolk

Remember that if you smoke, vaping
is much less harmful, and swapping
from smoking to vaping is a positive
health move

If you don't smoke, don't vape

If you work with or know young
people who might be smoking

or vaping, have a look at the
information from Just One Norfolk

®

®

If you are part of an organisation
working to improve the lives of your
clients or patients, consider the free
Make Every Contact Count and
Behaviour Change Training for your
staff offered by Public Health

If you are an employer, consider
smokefree workplace policies and
signpost staff to Ready to Change
and Smokefree Norfolk

Be aware that the illicit trade of
tobacco and vapes causes harm to
individuals and society. If you are
aware of traders selling illicit products,
or selling tobacco or vapes to under
18s, please report them to Trading
Standards via the Citizens Advice
Online Portal

Take action to reduce children

and young people’s exposure to
smoking - whether at home, in cars,
at school gates or anywhere else
where children and young people
congregate.
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https://www.norfolk.gov.uk/care-support-and-health/health-and-wellbeing/adults-health/ready-to-change
https://www.youtube.com/watch?v=4vn5DRwTWzs
https://www.smokefreenorfolk.nhs.uk/
https://www.smokefreenorfolk.nhs.uk/
https://www.justonenorfolk.nhs.uk/staying-safe/staying-safe-around-others/smoking-e-cigs-vaping/
https://www.norfolk.gov.uk/care-support-and-health/health-and-wellbeing/adults-health/ready-to-change/professionals-and-stakeholders/behaviour-change-and-mecc-training-offer
https://www.norfolk.gov.uk/care-support-and-health/health-and-wellbeing/adults-health/ready-to-change/professionals-and-stakeholders/behaviour-change-and-mecc-training-offer
https://www.norfolk.gov.uk/care-support-and-health/health-and-wellbeing/adults-health/ready-to-change
https://www.smokefreenorfolk.nhs.uk/
https://www.citizensadvice.org.uk/consumer/get-more-help/report-to-trading-standards/
https://www.citizensadvice.org.uk/consumer/get-more-help/report-to-trading-standards/

Section>5
Summary

Smoking, while decreasing over time, still causes too much harm and is a key
cause of health inequalities in Norfolk. The good news is that there are steps we
can all take to reduce the harm that smoking causes.

Smoking is addictive and it can be difficult to stop, but quitting smoking is one
of the best things smokers can do to improve their health. Quitting is easier and
more effective with support - free help to quit is available and increasing.

Vaping is much less harmful than smoking and can be a useful tool to help
smokers to quit. However, the advice is: if you don’t smoke, don’t vape. There is a
particular focus on children and young people to prevent them taking up vaping.

Organisations across Norfolk have prioritised smoking reduction and tobacco
control and are working together to reduce smoking related harm to local
residents. There are great opportunities for further action and achievement.

We all have a role to play in helping to achieve a smokefree county.
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More information

If you would like further facts and figures, you can find them here:

www.norfolkinsight.org.uk/resource-norfolk-tobacco-health-needs-assessment

and

www.norfolkinsight.org.uk/
resource-norfolk-tobacco-health-needs-assessment-summary-infographic

Weblink for this report is DPH Report 2023

For help quitting smoking, visit Ready to Change www.readytochange.co.uk

IN ‘f If you need this document in large print, in audio, Braille, in an alternative
VTR/'\N format or in another language, please contact customer services on
communiaton ™l 0344 800 8020 or, for Text Relay, call 18001 0344 800 8020 (text

phone) and we will do our best to help you.
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Norfolk Health and Wellbeing Board
Item No: 9

Report title: Better Care Fund Quarterly Reports
Date of meeting: 06 March 2024

Sponsor
(HWB member): Debbie Bartlett, Executive Director of Adult Social
Services, Norfolk County Council

Reason for the Report

The Health and Wellbeing Board (HWB) holds the responsibility for overseeing and signing off
the Better Care Fund (BCF), plans each year and for signing of each of the quarterly reports
requested by the national Better Care Team. We include Q2 report and Q3 reports for sign-off.
We also provide an update on the Review of Core BCF Schemes as mentioned to the Board at
its September 2023 meeting. The Q3 report gives an update of committed spend to date and with
the Board’s agreement, we will bring the end of year report to the June meeting of the Board.

Report summary

The Norfolk Better Care Fund Team welcomes the opportunity to share the recent quarterly
reports with the Board and provides information to support the Board to fulfil its responsibility of
signing off both reports. We are pleased to share that the schemes are working to key national
and local metrics, supporting key programmes of work across the prevention and hospital
discharge. Quarterly reporting on BCF spend and activity had been suspended during the Covid
pandemic and did not commence until quarter two this year.

The Q2 report is attached for sign-off by the Board. Key highlights are included in the body of the
report. This report offered the opportunity to refresh the Demand and Capacity data. Given the
work undertaken following the ministerial visit and feedback last March, it was felt that our plan
had been comprehensively reviewed and that the data remained valid therefore a refresh was not
undertaken. National conditions were met and key metrics on track with the exception of the rate
of admissions to residential care homes, where the planned performance figure was questioned
as the data suggested a higher number of admissions were expected.

Q3 report is also attached for sign-off. This quarter we have been asked for data on spend to
date and metrics on a number of schemes. As in quarter two we confirm we meet the 4 National
Conditions, and three of the key metrics. Latest performance shows that we are not on track to
meet the rate of admissions to residential care and the reasons behind this are being
investigated.

We would like to take this opportunity to bring to the Board’s attention to two case studies from
Norfolk Schemes (see 2.3), that are featured in an ADASS East and NHS England jointly
published report highlighting examples of good practice in use of the Better Care Fund, these are
the NFR reablement service and the Housing with Care Flats scheme.

The BCF End of year report will be ready to present to the Board at the June meeting. The BCF
review of schemes funded through the core BCF is underway. Key early findings show how
varied and broad reaching the schemes are whilst also meeting national and locally agreed
criteria and focussed on the prevention and hospital discharge agendas. A gap has been
identified related to a clear understanding of how schemes are included in the BCF and how
financial space is created to allow new schemes access to BCF funding. On of the outputs of the
review will be to create a standard procedure that can be shared across the system.
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Recommendations
The HWB is asked to:

1.1

1.2

1.3

1.4

1.5

1.6

2.1

211

2.1.2

a) Agree and sign-off the BCF Q2 and Q3 reports.
b) Endorse the work of the BCF review to date.

c) Support a presentation of the end of year report at the next meeting of the Health and
Wellbeing Board.

Background

The Better Care Fund (BCF) is a nationally mandated programme, launched in 2013 with
the aim of joining up health and care services, so that people can manage their own health
and wellbeing and live independently.

The BCF is a priority for our Health and Wellbeing Board and a key element of joint working,
focusing on some of the most important integration priorities in our Integrated Care System
(ICS). Partners utilise the BCF to fund and develop critical services that support the health
and wellbeing of our population, including care from the provider market, key health and
care operational teams, and community-based support.
The BCF is made up of a number of elements:

- Core BCF (NHS Minimum Contribution)

- Improved BCF (iBCF)

- Disabled Facilities Grant (DFG)

- Additional Discharge Fund (ADF)

The BCF pools a statutory minimum contribution of funding between the ICB and the Local
Authority (LA). Funding is fully allocated each year on a programme of jointly agreed
schemes, the majority of which are long term commissioning commitments. Should a
decision be made to include a new service in the BCF, then an existing service needs to be
decommissioned or alternatively funded. This is unless an agreement is reached to include
additional discretionary funding from the ICB or LA within the BCF.

We work together to agree the allocations between the ICB and the LA of the minimum
NHS contribution and the annual joint BCF plan, both of which are signed off and governed
by the Health and Wellbeing Board.

The Board is responsible for signing off the annual plans and quarterly reports. The 23/24
plan was signed off by the Board at the September 2023 meeting where an update was
requested on the progress of the planned BCF review.

This is included in this report together with the quarter two and quarter three reports for
sign-off by the Board.

BCF Quarterly Reports
The Quarter 2 Report

The overall headlines from the quarter two report (see appendix 1) shows that national
conditions and key metrics are being met. Challenges to delivery included continuing high
demand on urgent and emergency care and recruitment including into Norfolk First Support
(NFS), our reablement service.

National Conditions; a jointly agreed plan, the objectives of enabling people to stay safe and
well in their own home and, providing the right care in the right place at the right time, and
the NHS’s contribution to adult social care and investment in NHS commissioned out of
hospital services, were all met.
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2.2

2.2.1

222

2.3

2.3.1

The metrics tab shows that we are on track to meet the key targets on;

Avoidable admissions,

Discharging people to their normal place of residence,

Reducing the number of emergency hospital admissions due to falls in the home,
Evidencing that people who have received reablement support on discharge, remain
living at home 91 days after discharge.

0 O O O

We are working on obtaining robust data to report accurately on rate of permanent
admissions to residential homes. Whilst this appears high, the challenges across the
county around availability of appropriate housing for people living with complex needs is
being discussed as perhaps being a factor in the higher admission rates to residential care.
Our falls prevention programme and the improved community support offer will have a
longer term impact on admissions.

Key achievements include the setting up of the Norfolk and Waveney Unscheduled Care
Coordination Hub which went live in August 2023 and the new Community Support Service
which brings together a number of existing community support services and providers to
work together to offer a more consistent community approach across Norfolk and Waveney.
We have delivered Phase 1 of the Proactive Interventions Project which saw over two
thousand letters being sent to individuals identified as being high risk of experiencing a fall,
with follow up phone calls to discuss the risk and to offer referrals into a range of services.

Capacity and Demand — Whilst there was an opportunity to refresh our data in the Q2
report, we had carried out an extensive revision following on from the ministerial visit in
March and therefore did not refresh the data. There is likely to be a further opportunity to re-
visit capacity and demand in Q4.

A request to understand what is meant by ‘avoidable admissions’ was raised at the
September 2023 meeting of the Board. This is the number of unplanned hospital
admissions for people with specific long-term conditions such as diabetes, epilepsy and
high blood pressure, which should not normally require hospitalisation but are admitted in
an emergency. The outcome is concerned with how successfully the NHS manages to
reduce emergency admissions for all long-term conditions where optimum management can
be achieved in the community, (NHS Outcomes Framework indicator 2.3i). Prevention
services are vital in working alongside NHS services to support individuals manage their
long-term conditions, so this metric is supported by a range of services through the BCF.

Quarter 3 Report

The Quarter 3 report (see appendix 2) shows that national conditions continue to be met
and that we are on target to meet all metrics as set out in quarter two report. The main
concern being the rate of permanent admission to residential care.

We have been asked to update our spend profile to date and to confirm activity on a
number of schemes. This is currently being collated with early data showing spend and
activity on track.

Good Practice Case Studies

We would like to bring to the Boards’ attention two case studies from Norfolk Schemes that
are featured in an ADASS East and NHS England jointly published report highlighting
examples of good practice in use of the Better Care Fund. The schemes featured are
Norfolk First Support, our reablement at home service and the development of Housing with
Care flats to provide people with a place to stay and receive care whilst a home care
package was being sourced. Go to adasseast.org.uk to read the East of England Better
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2.4

241

242

243

Care Fund Emerging Practice Report December 2023, to learn more about these case
studies and other examples from the East of England.

BCF Review

The review of the schemes funded through the core BCF has been developed in response
to requests from the Board and the Integrated Care Board (ICB) Executive Management
Team. It is to continue the review commenced in 2021 to further our understanding of how
the BCF is utilised, and importantly, the impact the schemes have for our residents and
across the system.

The review is focussed on schemes funded by the Core BCF and seeks to;
e Confirm alignment of schemes to agreed local priorities and national BCF criteria.
e Bring a greater understanding of how the BCF is used across Place.
e Improve data collection and presentation of data to inform understanding of impact.

The review commenced in quarter three and to date almost 80% of the commissioning
leads of the schemes have been contacted. The data gathering is drawing to an end and
ahead of the review report being published, key findings are emerging;

¢ All schemes meet national, and Norfolk agreed criteria with the delegated funding to
Health and Wellbeing Partnerships supporting specific place based priorities.

e Identifying lead commissioners for some schemes took time and it became clear that
there in some cases there is a disconnect between receiving funding, which in all cases
was welcomed and there was accepted reassurance of the funding as an assured
income, and any commitment to sharing performance and impact data with the Better
Care Fund team. However, closer working has been welcomed by commissioners and
this will lead to improved reporting and sharing of the successes of the schemes in the
future.

e There is a mixture of contracts and grant funding. In the case of grant funded schemes,
we need to ensure enough information is being gathered and shared to understand the
impact of our spending.

e Many schemes receive funding from multiple sources, and it can be difficult to account
for the exact impact of the BCF funding. However, it is clear that the funding contributes
to overall outcomes achieved for each scheme, which otherwise would not be possible

e Service User feedback is often routinely gathered by providers but not shared with the
BCF team.

e There is a gap in how we include and remove schemes from the fund making it clear
that a process needs to be developed and shared to increase transparency.

e This is proving a valuable experience and opportunity to demonstrate the breadth of
schemes and impact the BCF is having across Norfolk.

Officer Contact
If you have any questions about matters contained in this paper, please get in touch with:

Name: Nick Clinch Tel: 01603 223329 Email: Nicholas.clinch@norfolk.gov.uk

IN A If you need this report in large print, audio, Braille, alternative format

VTRAN or in a different language please contact 0344 800 8020 or 0344 800

8011 (textphone) and we will do our best to help.

communication for all
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Item No: 9, Appendix 1

Better Care Fund 2023-25 Quarter 2 Quarterly Reporting Template

1. Guidance for Quarter 2

The Better Care Fund (BCF) reporting requirements are set out in the BCF Planning Requirements document for 2023-25, which supports the aims of the BCF
Policy Framework and the BCF programme; jointly led and developed by the national partners Department of Health (DHSC), Department for Levelling Up,
Housing and Communities (DLUHC), NHS England (NHSE), Local Government Association (LGA), working with the Association of Directors of Adult Social
Services (ADASS).

The key purposes of BCF reporting are:

1) To confirm the status of continued compliance against the requirements of the fund (BCF)

2) In Quarter 2 to refresh capacity and demand plans, and in Quarter 3 to confirm activity to date, where BCF funded schemes include output estimates, and at
the End of Year actual income and expenditure in BCF plans

3) To provide information from local areas on challenges, achievements and support needs in progressing the delivery of BCF plans, including performance
metrics

4) To enable the use of this information for national partners to inform future direction and for local areas to inform improvements

BCF reporting is likely to be used by local areas, alongside any other information to help inform Health and Wellbeing Boards (HWBs) on progress on
integration and the BCF. It is also intended to inform BCF national partners as well as those responsible for delivering the BCF plans at a local level (including
ICBs, local authorities and service providers) for the purposes noted above.

BCF reports submitted by local areas are required to be signed off by HWBs, including through delegated arrangements as appropriate, as the accountable
governance body for the BCF locally. Aggregated reporting information will be published on the NHS England website.

Note on entering information into this template

Throughout the template, cells which are open for input have a yellow background and those that are pre-populated have a blue background and those that
are not for completion are in grey, as below:

Data needs inputting in the cell

Pre-populated cells

Not applicable - cells where data cannot be added

Note on viewing the sheets optimally

To more optimally view each of the sheets and in particular the drop down lists clearly on screen, please change the zoom level to between 90% - 100%. Most
drop downs are also available to view as lists within the relevant sheet or in the guidance tab for readability if required.

The row heights and column widths can be adjusted to fit and view text more comfortably for the cells that require narrative information.

Please DO NOT directly copy/cut & paste to populate the fields when completing the template as this can cause issues during the aggregation process. If you
must 'copy & paste', please use the 'Paste Special' operation and paste 'Values' only.

The details of each sheet within the template are outlined below.

Checklist ( 2. Cover)

1. This section helps identify the sheets that have not been completed. All fields that appear as incomplete should be complete before sending to the BCF
Team.

2. The checker column, which can be found on the individual sheets, updates automatically as questions are completed. It will appear 'Red' and contain the
word 'No' if the information has not been completed. Once completed the checker column will change to 'Green' and contain the word 'Yes'

3. The 'sheet completed' cell will update when all 'checker' values for the sheet are green containing the word 'Yes'.
4. Once the checker column contains all cells marked 'Yes' the 'Incomplete Template' cell (below the title) will change to 'Template Complete'.

5. Please ensure that all boxes on the checklist are green before submitting to england.bettercarefundteam@nhs.net and copying in your
Better Care Manager.

2. Cover

1. The cover sheet provides essential information on the area for which the template is being completed, contacts and sign off. Once you select your HWB
from the drop down list, relevant data on metric ambitions and capacity and demand from your BCF plans for 2023-24 will prepopulate in the relevant
worksheets.

2. HWB sign off will be subject to your own governance arrangements which may include a delegated authority.

4. Please note that in line with fair processing of personal data we request email addresses for individuals completing the reporting template in order to
communicate with and resolve any issues arising during the reporting cycle. We remove these addresses from the supplied templates when they are collated
and delete them when they are no longer needed.

3. National Conditions

This section requires the HWB to confirm whether the four national conditions detailed in the Better Care Fund planning requirements for 2023-25 (link below)
continue to be met through the delivery of your plan. Please confirm as at the time of completion.
https://www.england.nhs.uk/wp-content/uploads/2023/04/PRN00315-better-care-fund-planning-requirements-2023-25.pdf

This sheet sets out the four conditions and requires the HWB to confirm 'Yes' or 'No' that these continue to be met. Should 'No' be selected, please provide an
explanation as to why the condition was not met for the year and how this is being addressed. Please note that where a National Condition is not being met,
the HWB is expected to contact their Better Care Manager in the first instance.

In summary, the four national conditions are as below:

National condition 1: Plans to be jointly agreed

National condition 2: Implementing BCF Policy Objective 1: Enabling people to stay well, safe and independent at home for longer
National condition 3: Implementing BCF Policy Objective 2: Providing the right care in the right place at the right time
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https://www.england.nhs.uk/wp-content/uploads/2023/04/PRN00315-better-care-fund-planning-requirements-2023-25.pdf

National condition 4: Maintaining NHS contribution to adult social care and investment in NHS commissioned out of hospital services

The BCF plan includes the following metrics:

- Unplanned hospitalisations for chronic ambulatory care sensitive conditions,

- Proportion of hospital discharges to a person's usual place of residence,

- Admissions to long term residential or nursing care for people over 65,

- Reablement outcomes (people aged over 65 still at home 91 days after discharge from hospital to reablement or rehabilitation at home), and;
- Emergency hospital admissions for people over 65 following a fall.

Plans for these metrics were agreed as part of the BCF planning process.

This section captures a confidence assessment on achieving the locally set ambitions for each of the BCF metrics.

A brief commentary is requested for each metric outlining the challenges faced in achieving the metric plans, any support needs and successes in the first six
months of the financial year.

Data from the Secondary Uses Service (SUS) dataset on outcomes for the discharge to usual place of residence, falls, and avoidable admissions for the first
quarter of 2023-24 has been pre populated, along with ambitions for quarters 1-4, to assist systems in understanding performance at HWB level.

The metrics worksheet seeks a best estimate of confidence on progress against the achievement of BCF metric ambitions. The options are:

- on track to meet the ambition
- not on track to meet the ambition
- data not available to assess progress

You should also include narratives for each metric on challenges and support needs, as well as achievements.

- In making the confidence assessment on progress, please utilise the available metric data along with any available proxy data.

Please note that the metrics themselves will be referenced (and reported as required) as per the standard national published datasets.

5. Capacity & Demand Refresh

Please use this section to update both capacity and demand (C&D) estimates for the period November 2023 to March 2024.

This section is split into 3 separate tabs:

5.1 C&D Guidance & Assumptions

Contains guidance notes including how to calculate demand/capacity as well as 6 questions seeking to address the assumptions used in the calculations,
changes in the first 6 months of the year, and any support needs and ongoing data issues.

5.2 C&D Hospital Discharge

Please use this section to enter updated demand and capacity related to Hospital Discharge in the bottom two tables. The table at the top then calculates the
gap or surplus of capacity using the figures provided. expected capacity and demand from your original planning template has been populated for reference. If
estimates for demand and/or capacity have not changed since your original plan, please re enter these figures in the relevant fields (i.e. do not leave them
blank).

In Capacity and Demand plans for 2023-24, areas were advised not to include capacity you would expect to spot purchase. This is in line with guidance on
intermediate care, including the new Intermediate Care Framework. However, for this exercise we are collecting the number of packages of
intermediate/short term care that you expect to spot purchase to meet demand for facilitated hospital discharge. This is being collected in a separate set of
fields. You should therefore:

- record revised demand for hospital discharge by the type of support needed from row 30 onwards
- record current commissioned capacity by service type (not including spot purchasing) in cells K22 to 026
- record the amount of capacity you expect to spot purchase to meet demand in cells P22 to T26.

Spot purchased capacity should be capacity that is additional to the main estimate of commissioned/contracted capacity (i.e. the spot purchased figure should
not be included in the commissioned capacity figure). This figure should represent capacity that your local area is confident it can spot-purchase and is
affordable, recognising that it is unlikely to be best value for money and local areas will be working to reduce this area of spend in the longer term.

5.3 C&D Community

Please use this section to enter updated demand and capacity related to referrals from community sources in the bottom two tables. The table at the top then
calculates the gap or surplus of capacity using the figures provided. The same period's figures has been extracted from your planning template for reference.

If estimates for demand and/or capacity have not changed since your original plan, please re enter these figures in the relevant fields (i.e. do not leave them
blank).

Data from assured BCF plans has been pre-populated in tabs 5.2 and 5.3. If these do not match with your final plan, please let your BCM and the national team
know so that we can update out records and note the discrepancy in your response to question 1 on tab 5.1. Enter your current expected demand and capacity
as normal in tabs 5.2 and 5.3.
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HM Government England

Better Care Fund 2023-25 Quarter 2 Qu

2. Cover

|Versiun 3.0 |

Please Note:

- The BCF quarterly reports are categorised as 'Management Information' and data from them will published in an aggregated form on the NHSE website. This will include any narrative
section. Also a reminder that as is usually the case with public body information, all BCF information collected here is subject to Freedom of Information requests.

- At a local level it is for the HWB to decide what information it needs to publish as part of wider local government reporting and transparency requirements. Until BCF information is
published, recipients of BCF reporting information (including recipients who access any information placed on the Better Care Exchange) are prohibited from making this information

available on any public domain or providing this information for the purposes of journalism or research without prior consent from the HWB (where it concerns a single HWB) or the BCF
national partners for the aggregated information.

- All information will be supplied to BCF partners to inform policy development.

- This template is password protected to ensure data integrity and accurate aggregation of collected information. A resubmission may be required if this is breached. Checklist

Complete:
Health and Wellbeing Board:

Norfolk

Yes
Completed by: Nick Clinch es
E-mail: nicholas.clinch@norflk.gov.uk Yes
Contact number: 01603 223329 Yes
Has this report been signed off by (or on behalf of) the HWB at the time of submission? No

<< Please enter using the format,
If no, please indicate when the report is expected to be signed off: Mon 03/06/2024 DD/MM/YYYY
Question C letion - when all ions have been d and the valid:

boxes below have turned green you should send the template to
england.bettercarefundteam@nhs.net saving the file as 'Name HWB' for example 'County Durham HWB'. This does not apply to the ASC Discharge Fund tab.

Complete

Complete:

2. Cover

3. National Conditions

4. Metrics

5.1 C&D Guidance & Assumptions
5.2 C&D Hospital Discharge

5.3 C&D Community

<< Link to the Guidance sheet

A Link back to top
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Better Care Fund 2023-25 Quarter 2 Quarterly Reporting Template

3. National Conditions

Selected Health and Wellbeing Board:

Has the section 75 agreement for your BCF plan been finalised and
signed off?

If it has not been signed off, please provide the date the section 75
agreement is expected to be signed off

Confirmation of National Conditions

National Conditions
1) Jointly agreed plan

2) Implementing BCF Policy Objective 1: Enabling people to stay
well, safe and independent at home for longer

3) Implementing BCF Policy Objective 2: Providing the right care in
the right place at the right time

4) Maintaining NHS's contribution to adult social care and
investment in NHS commissioned out of hospital services

|Norfo|k

31/12/2023

Confirmation

If the answer is "No" please provide an explanation as to why the condition was not met in the
quarter:

Checklist

Complete:
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Better Care Fund 2023-24 Capacity & Demand Refresh

5. Capacity & Demand

Selected Health and Wellbeing Board: Norfolk |

Detailed work was undertaken across Summer 2023 to understanding the system's demand and capacity model for intermediate care. Early interventions to inform the model included the Ministerial visit to
Norfolk and workshops with John Bolton/NHSE colleagues. The system has continued to monitor its IC demand & capacity modelling and take the learning from it to prepare for Winter 2023-24.

2. Please outline assumptions used to arrive at refreshed projections (including to optimise length of stay in intermediate care and to reduce overprescription of care). Please also set out your rationale for
trends in demand for the next 6 months (e.g how have you accounted for demand over winter?)

Demand:

DRAFT:

to be added depending on whether the data in the Plan is refreshed

Data includes capacity to support individuals with a complexity of needs including learning disabilities, autism and/or mental health needs. It is assumed that the generalist discharge/community services are able
to support individuals with less complex LD, MH and/or autism needs.

pact have your planned interventions to improve capacity and demand management for 2023-24 had on your refreshed figures? Has this impact been accounted for in your refreshed plan
Not applicable as we haven't refreshed the data but we are continually monitoring to see if adjustments need to be made.

4. Do you have any capacity concerns or specific support needs to raise for the winter ahead?
Yes, recruitment to reablement teams remains a challenge. There is also a gap identified in the data for short-term beds.

5. Please outline any issues you encountered with data quality (including unavailable, missing, unreliable data).

Demand data for discharges does not currently include discharge demand from i) the community hospital providers, ii) the mental health provider and iii) out of area hospitals for repatriation to the N&W system
e.g. West Suffolk hospital, Addenbrookes hospital.

Demand data for community social support and mental health crisis support has not been identified.

6. Where projected demand exceeds capacity for a service type, what is your approach to ensuring that people are supported to avoid adi
DRAFT:

Tab 5.2, Row 11 - A new Community Support Service has been commissioned to help support discharges from hospital for individuals with practical support needs.

Tab 5.2, Rows 12 and 13 should be read together as ST Dom Care is commissioned to fill the projected gap in the reablement capacity. The N&W system has shifted resources to support more cases at home,
rather than in a bed-based setting.

Tab 5.2, Rows 14 and 15 - demand for beds is higher than the commissioned capacity, however Spot Purchased beds were not included in the D&C Plan. All individuals are assumed to have some recovery potential
on discharge so no cases are referred directly onto a Long Term Care pathway until they have been given the opportunity to recover and be assessed in a non-acute environment. Where appropriate individuals
will be assessed under the Care Act to determine their longer term needs. Whenever possible, people with LT needs are supported to remain in their own home rather than in a care home.

Tab 5.3, Row 11 - no demand data has been identified, so social/practical support capacity appears as a surplus.

Tab 5.3, Row 12 - no demand data has been identified, so capacity appears to outstrip demand. Mental health demand from NSFT (see Q5 response above) has not been included and accounts for approximately
1/3rd of the apparent surplus. Demand from other sources for UCR is not recorded e.g. transfer of cases from the Ambulance Trust. UCR teams support discharges as well as providing a 2-hour urgent community
response. The surplus in this Row contributes to the apparent gap in capacity in Tab 5.2 Row 12 (discharges to home).

Tab 5.3, Row 14 - capacity is slightly higher for 'step-up' to a bedded solution from the community than our forecasts, however this gives us flexibility in the system.

Guidance on completing this sheet is set out below, but should be read in conjunction with the separate guidance and question & answer document

5.1 Assumptions

The assumptions box has been updated and is now a set of specific narrative questions. Please answer all questions in relation to both hospital discharge and community sections of the capacity and demand template.
You should reflect changes to understanding of demand and available capacity for admissions avoidance and hospital discharge since the completion of the original BCF plans, including

- actual demand in the first 6/7 months of the year

- modelling and agreed changes to services as part of Winter planning or following the Market inability and Imp Fund
- Data from the Community Bed Audit

- Impact to date of new or revised intermediate care services or work to change the profile of discharge pathways.

5.2 and 5.3 Summary Tables

The tables at the top of the next two tabs show a direct comparison of the demand and capacity for each area, by showing = (capacity) — (demand). These figures are pre-populated from the previous template as well as
calculating new refreshed figures as you complete the template below. Negative figures show insufficient capacity and positive figures show that capacity exceeds demand.

5.2 Demand - Hospital Discharge

This section requires the Health & Wellbeing Board to record their refreshed expectations of monthly demand for supported discharge by discharge pathway.

Data from the previous capacity and demand plans will be auto-populated, split by trust referral source. You will be able to enter your refreshed number of expected discharges from each trust alongside these. The first
table may include some extra rows to allow for areas who are recording demand from a larger number of referral sources. If this does not apply to your area, please ignore the extra lines.

This section in the previous template asked for expected demand for rehabilitation and reablement as two separate figures. It was found that, by and large, this did not work well for areas so the prepopulated figures for
these service types have been combined into one row. Please enter your refreshed ions for ilitation and as one total figure as well.

Virtual wards should not be included in intermediate care capacity because they represent acute, rather than intermediate, care. Where recording a virtual ward as a referral source, please select the relevant trust from
the list.

From the capacity and demand plans collected in June 2023, it emerged that some areas had difficulty with estimating demand and capacity for Pathway 0 (social support). By social support, we are referring to lower
level support provide outside of formal rehabilitation and reablement or domiciliary care. This is often provided by the voluntary and community sector. Demand estimates for this service type should only include
discharges on Pathway 0 that require some level of commissioned low-level support and not all discharges on Pathway 0. If it is not possible to estimate figures in relation to this please put O rather than defaulting to all
Pathway 0 discharges.

5.2 Capacity - Hospital Discharge

This section collects refreshed expectations of capacity for services to support people being discharged from acute hospital. You should input the expected available capacity to support discharge across these different
service types:

- Social support (including VCS) (pathway 0)

- Reablement & Rehabilitation at home (pathway 1)

- Short term domiciliary care (pathway 1)

- Reablement & Rehabilitation in a bedded setting (pathway 2)

- Short-term residential/nursing care for someone likely to require a longer-term care home placement (pathway 3)

The recently published Intermediate Care Framework sets out guidance on improving capacity, and use of this capacity. You should refer to this in developing your refreshed BCF Capacity and Demand plans.

As with the 2023-24 template, please consider the below factors in determining the capacity calculation. Typically, this will be (Caseload*days in month*max occupancy percentage)/average duration of service or length
of stay.

Caseload (No. of people who can be looked after at any given time).
Average stay (days) - The average length of time that a service is provided to people, or average length of stay in a bedded facility.
Please consider using median or mode for Length of Stay where there are significant outliers.

Peak Occupancy (percentage) - What was the highest levels of occupancy expressed as a percentage? This will usually apply to residential units, rather than care in a person's own home. For services in a person's own
home then this would need to take into account how many people, on average, that can be provided with services.

The template now asks for the amount of capacity you expect to secure through spot purchasing. This should be capacity that is additional to the main estimate of commissioned/contracted capacity (i.e. the spot
purchased figure should not be included in the commissioned capacity figure). This figure should represent capacity that your local area is confident it can spot-purchase and is affordable, recognising that it may impact
on people's outcomes and is unlikely to be best value for money and local areas will be working to reduce this area of spend in the longer term.

Complete:
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5.3 Demand - Community

This section collects refreshed expectations of demand for intermediate care services from community sources, such as multi-disciplinary teams, single points of access or 111. As with the previous template, referrals are
not collected by source, and you should input an overall estimate each month for the number of people requiring intermediate care or short term care (non-discharge) each month, split by different type of intermediate
care.

Further detail on definitions is provided in Appendix 2 of the 2023-25 Planning Requirements.

The units can simply be the number of referrals.

As with all other sections, figures from the 2023-24 template will be auto-populated into this section.

5.3 Capacity - Community

This section collects refreshed expectations of capacity for community services. You should input the expected available capacity across health and social care for different service types. As with the hospital discharge
sheet, data entered in the assured BCF plan template has been prepopulated for reference. You should include expected available capacity across these service types for eligible referrals from community sources. This
should cover all service intermediate care services to

support recovery, including Urgent Community Response and VCS support. The template is split into these types of service:

Social support (including VCS)

Urgent Community Response

Reablement & Rehabilitation at home

Reablement & Rehabilitation in a bedded setting

Other short-term social care

Please see the guidance on ‘Demand — Hospital Discharge’ for information on why the capacity and demand estimates for rehabilitation and reablement services is now being collected as one combined figure. Please
consider the below factors in determining the capacity calculation. Typically this will be (Caseload*days in month*max occupancy percentage)/average duration of service or length of stay.

Caseload (No. of people who can be looked after at any given time).

Average stay (days) - The average length of time that a service is provided to people, or average length of stay in a bedded facility.

Please consider using median or mode for Length of Stay where there are significant outliers.

"Peak Occupancy (percentage) - What was the highest levels of occupancy expressed as a percentage? This will usually apply to residential units, rather than care in a person's own home. For services in a person's own
home then this would need to take into account how many people, on average, that can be provided with services."




Better Care Fund 2023-24 Capacity & Demand Refrresh

5. Capacity & Demand

Selected Health and Wellbeing Board:

Capacity - Hospital Discharge

Service Area

Social support (including VCS) (pathway 0)
Reablement & Rehabilitation at home (pathway 1)

Short term domiciliary care (pathway 1)

Reablement & Rehabilitation in a bedded setting (pathway 2)

Short-term residential/nursing care for someone likely to require a
longer-term care home placement (pathway 3)

Demand - Hospital Discharge
Pathway

Social support (including VCS) (pathway 0)

Reablement & Rehabilitation in a bedded setting (pathway 2)

Short-term residential/nursing care for someone likely to require a
longer-term care home placement (pathway 3)

[Norfolk

Capacity - Demand (positive is Surplus)
‘Social support (including VCS) (pathway 0)

Reablement & Rehabiltation at home (pathway 1)
‘Short term domiciliary care (pathway 1)
Reablement & Rehabilitation in a bedded setting (pathway 2)

Short-term residential/nursing care for someone likely to require a
longer-term care home placement (pathway 3)

Metric
Monthly capacity. Number of new clients.

Nov-23

Dec-23

Jan-24

Feb24

Mar24  Nov-23

Dec-23

Jan-24

Feb24

Mar-24

Nov-23

Dec-23

Jan-24

Feb24

Mar-24

Prepopulated from plan:

Nov-23

Dec-23

Jan-24

Feb-24.

Mar-24

Dec-23

Jan-24

=0

Mar-24

Jan-24

Monthly capacity. Number of new clients.

Monthly capacity. Number of new clients.

Monthly capacity. Number of new clients.

Monthly capacity. Number of new clients.

Trust Referral Source

Prepopulat
Nov-23

6420

Feb-24.

6327

Dec-23

please enter refreshed expected no.
Mar-24_ Nov-23

Jan-24

Feb-24.

. of referrals:

Mar-24

Total
IAMES PAGET UNIVERSITY HOSPI TRUST.

825

737

NORFOLK AND NORWICH UNIVERSITY HOSP!

3511

JEEN ELIZABETH HOSPITAL, KING'S LYNN,

2334

3504
2085

2385,

as1

JAMES PAGET UNIVERS! TRUST.

i
NORFOLK AND NORWICH UNIVERSITY

64
319

IE QUEEN ELIZABETH HOSPITAL. KING'S LYNN.

s
=

S PAGET UNIVERSITY HOSPI TRUST.

NORFOLK AND NORWICH UNIVERSITY HOSP!

IE QUEEN ELIZABETH HOSPITAL, KING'S LYNN,

IAMES PAGET UNIVERSITY HOSPI TRUST.

NORFOLK AND NORWICH UNIVERSITY HOSP!

JEEN ELIZABETH HOSPITAL, KING'S LYNN,

Checklist

Complete:

Yes

Yes.

Ye

Ye
Ye

Yes

Yes.
Yes.

Yes.

Yes.
Yes.

Yes.

Yes.

Yes.

Yes.

Yes.

Yes.

Yes.

Yes.
Yes.

Yes.
Yes.

Yes.

Yes.

Yes.



Better Care Fund 2 4 Capacity & Demand Refresh

5. Capacity & Demand

Selected Health and Wellbeing Board: [Norfolk |
Community Previous plan Refreshed capacity surplus:
apa Demand e p o De an-24 eb-24 ar-24 0 De an-24 eb-24 ar-24
o ppo d 162 162 162 162 1] 0 0 0 0]
gent Co Re 1072 1122 1079] 1204 0 0] 0 o] 0
Reableme R o ome 839 873 1105 848 0 0 0 0 0
Reableme R o g 64 59 64 63 1] 0 0 0 0]
o 0 0 37 37 37| 37 0 0 [ 0 0|
Checklist
Capacity - Community : Please enter refreshed expected capacit Complete:
Service Area Metric Jan-24  Feb-24  Mar-2 Dec-23  Jan-24
Social support (including VCS) Monthly capacity. Number of new clients.
Urgent Community Response Monthly capacity. Number of new clients.
Reablement & Rehabilitation at home Monthly capacity. Number of new clients. Yes
Reablement & Rehabilitation in a bedded setting Monthly capacity. Number of new clients.
Other short-term social care Monthly capacity. Number of new clients.
Demand - Community er refreshed expected no. of referrals:
Service Type Nov-23 Dec23 Jan-24  Feb-24  Mar-2 Jan-24
Social support (including VCS)
i
Reablement & Rehabilitation in a bedded setting Yes
Other short-term social care Yes




Item No: 9, Appendix 2

Better Care Fund 2023-25 Quarter 3 Quarterly Reporting Template
1. Guidance for Quarter 3

The Better Care Fund (BCF) reporting requirements are set out in the BCF Planning Requirements document for 2023-25, which supports the aims of the BCF
Policy Framework and the BCF programme; jointly led and developed by the national partners Department of Health (DHSC), Department for Levelling Up,
Housing and Communities (DLUHC), NHS England (NHSE), Local Government Association (LGA), working with the Association of Directors of Adult Social
Services (ADASS).

The key purposes of BCF reporting are:

1) To confirm the status of continued compliance against the requirements of the fund (BCF)

2) In Quarter 2 to refresh capacity and demand plans, and in Quarter 3 to confirm activity to date, where BCF funded schemes include output estimates, and at
the End of Year actual income and expenditure in BCF plans

3) To provide information from local areas on challenges, achievements and support needs in progressing the delivery of BCF plans, including performance
metrics

4) To enable the use of this information for national partners to inform future direction and for local areas to inform improvements

BCF reporting is likely to be used by local areas, alongside any other information to help inform Health and Wellbeing Boards (HWBs) on progress on
integration and the BCF. It is also intended to inform BCF national partners as well as those responsible for delivering the BCF plans at a local level (including
ICBs, local authorities and service providers) for the purposes noted above.

BCF reports submitted by local areas are required to be signed off by HWBs, including through delegated arrangements as appropriate, as the accountable
governance body for the BCF locally. Aggregated reporting information will be published on the NHS England website.

Note on entering information into this template

Throughout the template, cells which are open for input have a yellow background and those that are pre-populated have a blue background and those that
are not for completion are in grey, as below:

Data needs inputting in the cell

Pre-populated cells

Not applicable - cells where data cannot be added

Note on viewing the sheets optimally

To more optimally view each of the sheets and in particular the drop down lists clearly on screen, please change the zoom level to between 90% - 100%. Most
drop downs are also available to view as lists within the relevant sheet or in the guidance tab for readability if required.

The row heights and column widths can be adjusted to fit and view text more comfortably for the cells that require narrative information.

Please DO NOT directly copy/cut & paste to populate the fields when completing the template as this can cause issues during the aggregation process. If you
must 'copy & paste', please use the 'Paste Special' operation and paste 'Values' only.

The details of each sheet within the template are outlined below.

Checklist ( 2. Cover)

1. This section helps identify the sheets that have not been completed. All fields that appear as incomplete should be complete before sending to the BCF
team.

2. The checker column, which can be found on the individual sheets, updates automatically as questions are completed. It will appear 'Red' and contain the
word 'No' if the information has not been completed. Once completed the checker column will change to 'Green' and contain the word 'Yes'

3. The 'sheet completed' cell will update when all 'checker' values for the sheet are green containing the word 'Yes'.
4. Once the checker column contains all cells marked 'Yes' the 'Incomplete Template' cell (below the title) will change to 'Template Complete'.

5. Please ensure that all boxes on the checklist are green before submitting to england.bettercarefundteam@nhs.net and copying in your
Better Care Manager.

2. Cover

1. The cover sheet provides essential information on the area for which the template is being completed, contacts and sign off. Once you select your HWB
from the drop down list, relevant data on metric ambitions and capacity and demand from your BCF plans for 2023-24 will prepopulate in the relevant
worksheets.

2. HWB sign off will be subject to your own governance arrangements which may include a delegated authority.

4. Please note that in line with fair processing of personal data we request email addresses for individuals completing the reporting template in order to
communicate with and resolve any issues arising during the reporting cycle. We remove these addresses from the supplied templates when they are collated
and delete them when they are no longer needed.

3. National Conditions

This section requires the HWB to confirm whether the four national conditions detailed in the Better Care Fund planning requirements for 2023-25 (link below)
continue to be met through the delivery of your plan. Please confirm as at the time of completion.
https://www.england.nhs.uk/wp-content/uploads/2023/04/PRN00315-better-care-fund-planning-requirements-2023-25.pdf

This sheet sets out the four conditions and requires the HWB to confirm 'Yes' or 'No' that these continue to be met. Should 'No' be selected, please provide an
explanation as to why the condition was not met for the year and how this is being addressed. Please note that where a National Condition is not being met,
the HWB is expected to contact their Better Care Manager in the first instance.

In summary, the four national conditions are as below:

National condition 1: Plans to be jointly agreed

National condition 2: Implementing BCF Policy Objective 1: Enabling people to stay well, safe and independent at home for longer
National condition 3: Implementing BCF Policy Objective 2: Providing the right care in the right place at the right time

National condition 4: Maintaining NHS contribution to adult social care and investment in NHS commissioned out of hospital services
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The BCF plan includes the following metrics:

- Unplanned hospitalisations for chronic ambulatory care sensitive conditions,

- Proportion of hospital discharges to a person's usual place of residence,

- Admissions to long term residential or nursing care for people over 65,

- Reablement outcomes (people aged over 65 still at home 91 days after discharge from hospital to reablement or rehabilitation at home), and;
- Emergency hospital admissions for people over 65 following a fall.

Plans for these metrics were agreed as part of the BCF planning process.

This section captures a confidence assessment on achieving the locally set ambitions for each of the BCF metrics.

A brief commentary is requested for each metric outlining the challenges faced in achieving the metric plans, any support needs and successes in the first six
months of the financial year.

Data from the Secondary Uses Service (SUS) dataset on outcomes for the discharge to usual place of residence, falls, and avoidable admissions for the first
quarter of 2023-24 has been pre populated, along with ambitions for quarters 1-4, to assist systems in understanding performance at HWB level.

The metrics worksheet seeks a best estimate of confidence on progress against the achievement of BCF metric ambitions. The options are:

- on track to meet the ambition

- not on track to meet the ambition

- data not available to assess progress

You should also include narratives for each metric on challenges and support needs, as well as achievements.

- In making the confidence assessment on progress, please utilise the available metric data along with any available proxy data.

Please note that the metrics themselves will be referenced (and reported as required) as per the standard national published datasets.

No actual performance is available for the ASCOF metrics - Residential Admissions and Reablement - so the 2022-23 outcome has been included to aid with
understanding. These outcomes are not available for Hackney (due to a data breach issue) and Westmorland and Cumbria (due to a change in footprint).

5. Spend and Activity

The spend and activity worksheet will collect cumulative spend and outputs in the year to date for schemes in your BCF plan for 2023-24 where the scheme
type entered required you to include the number of output/deliverables that would be delivered.

Once a Health and Wellbeing Board is selected in the cover sheet, the spend and activity sheet in the template will prepopulate data from the expenditure tab
of the 23-25 BCF plans for all 2023-24 schemes that required an output estimate.

You should complete the remaining fields (highlighted yellow) with incurred expenditure and actual numbers of outputs delivered to the end of the third
quarter (1 April to 31 December).

The collection only relates to scheme types that require a plan to include estimated outputs. These are shown below:

Scheme Typel@ Units

Assistive technologies and equipment Number of beneficiaries

Home care and domiciliary carel Hours of care (unless short-term in which case packages)
Bed based intermediate care service Number of placements

Home based intermediate care services@ Packages

DFG related schemesB Number of adaptations funded/people supported
Residential Placementsi Number of beds/placements

Workforce recruitment and retention Whole Time Equivalents gained/retained

Carers services? Number of Beneficiaries

The sheet will pre-populate data from relevant schemes from final 2023-24 spending plans, including planned spend and outputs. You should enter the
following information:

- Actual expenditure to date in column I. Enter the amount of spend from 1 April to 31 December on the scheme. This should be spend incurred up to the
end of December, rather than actual payments made to providers.

- Outputs delivered to date in column K. Enter the number of outputs delivered from 1 April to 31 December. For example, for a reablement and/or
rehabilitation service, the number of packages commenced. The template will pre-populate the expected outputs for the year and the standard units for that
service type. For long term services (e.g. long term residential care placements) you should count the number of placements that have either commenced this
year or were being funded at the start of the year.

- Implementation issues in columns M and N. If there have been challenges in delivering or starting a particular service (for instance staff shortages, or
procurement delays) please answer yes in column M and briefly describe the issue and planned actions to address the issue in column N. If you answer no in
column M, you do not need to enter a narrative in column N.

More information can be found in the additional guidance document for tab 5, which is published alongside this template on the Better Care
Exchange.
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HM Government England

Better Care Fund 2023-25 Quarter 3 Qu
2. Cover

|Versiun 2.0 |

Please Note:
- The BCF quarterly reports are categorised as 'Management Information' and data from them will published in an aggregated form on the NHSE website. This will include any narrative
section. Also a reminder that as is usually the case with public body information, all BCF information collected here is subject to Freedom of Information requests.

- At a local level it is for the HWB to decide what information it needs to publish as part of wider local government reporting and transparency requirements. Until BCF information is

published, recipients of BCF reporting information (including recipients who access any information placed on the Better Care Exchange) are prohibited from making this information

available on any public domain or providing this information for the purposes of journalism or research without prior consent from the HWB (where it concerns a single HWB) or the BCF

national partners for the aggregated information.

- All information will be supplied to BCF partners to inform policy development.

- This template is password protected to ensure data integrity and accurate aggregation of collected information. A resubmission may be required if this is breached. Checklist

Complete:

Health and Wellbeing Board: Norfolk
Completed by: Nick Clinch

Yes

es
Yes
Yes

E-mail:
Contact number:

Has this report been signed off by (or on behalf of) the HWB at the time of submission? No

<< Please enter using the format,
If no, please indicate when the report is expected to be signed off: Wed 06/03/2024 DD/MM/YYYY

Question C -whenall i have been d and the boxes below have turned green you should send the template to
england.bettercarefundteam@nhs.net saving the file as 'Name HWB' for example 'County Durham HWB'. This does not apply to the ASC Discharge Fund tab.

Complete

Complete:

2. Cover

3. National Conditions
4. Metrics

5. Spend and activity

[ << Link to the Guidance sheet

AN Link back to top
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Better Care Fund 3-25 Quarter 3 Quarterly Reporting Template

3. National Conditions

Selected Health and Wellbeing Board: |Norfo|k | Checklist
Complete:

Has the section 75 agreement for your BCF plan been finalised and

signed off?

If it has not been signed off, please provide the date the section 75 23/02/2024
agreement is expected to be signed off

Yes

Yes

Confirmation of National Conditions
If the answer is "No" please provide an explanation as to why the condition was not met in the
National Conditions Confirmation quarter:

1) Jointly agreed plan

2) Implementing BCF Policy Objective 1: Enabling people to stay
well, safe and independent at home for longer

3) Implementing BCF Policy Objective 2: Providing the right care in
the right place at the right time

4) Maintaining NHS's contribution to adult social care and
investment in NHS commissioned out of hospital services
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Better Care Fund 2023-25 Quarter 3 Quarterly Reporting Template

6. Spend and activity

Selected Health and Wellbeing Board [Norfolk ]

Checklist Yes Yes Yes Yes

Scheme Name Scheme Type. Sub Types. Source of Funding ~ Planned Expenditure Actual Expenditure  Planned outputs  Outputs delivered Have there been any _If yes, please briefly describe the issue(s) and any actions that have been/are being implemented as a
todate to date (estimate if implementation  result,
2

unsure)
(Number or NA)

2 ASocal Impact Bond for | Carers Services Carer adviceand | Minimum NHS | £1,416,720 £1,062,540 2,204 2,658 Beneficiaries No £131,040i51CB
Carers support related to | Contribution
d
g c ‘Assistive Technologies and Minimum NHS | €7,172,953 £5,379,715 37,450 | 28,088 £4,970,335 s ICB
Equipment Service) Equipment equipment Contribution
20 Norfolk First Response Home-based intermediate | Reablementat | Minimum NHS | £10,242,162 7,681,622 6,827 (6,065 Packages No 1,835,617 s ICB
care services home (accepting | Contribution
e d st
51 Caring for Better Outcomes | Home Care or Domiciliary | Short term Minimum NHS | £1,224,000 £918,000 380|285 Hours of care (Unless | No
care domiciliary care [ Contribution short-term in which
(without itis packages)
64 LD, MH and Autism Packages | Home Care or Domiciiary | Domiciliary care | Minimum NS | £3,343,270 £2,507,053 138610 | 103,957 Hours of care (Unless | No Estimated, based on Home Care hourly rate of £24.12
of Care. c packages Contribution short-term in which
case itis packages)
67 Disabled Facilties Grant DFG Related Schemes Adaptations, | DFG £9,157,782 £7,416,482 1,400 [2,519 ‘Number of adaptations | No There was a further £799,106.00 additional D ived for 23/24,
including statutory| funded/people allocation £9,956,888.00
DFG grants supported
70 [ASC Core Care Services Residential Placements | Other BCF £21,586,564 £16,189,923 245|245 Number of No
(underlying spend since beds/placements
2017/18)
70 [ASC Core Care Services Home Care or Domiciiary | Domicilary care | 8CF £14,524,000 £10,893,000 657,789 | 451,617 Hours of care (Unless | No Estimated, based on Home Care hourly rate of £24.12
(underlying spend since. care packages short-term in which
2017/18) itis packages)
a0 ‘West Norfolk Carers Project | Carers Services Other Minimum NHS | £15,245 £14,43 164 123 Beneficiaries No
Contribution
64 LD, MH and Autism Packages | Residential Placements | Other Minimum NHS | £13,450,646 £10,087,985 B Number of No Basedon v pric year, st Apri &
of Care. Contribution beds/placements used to calculate the number of beds the figure in J19 would buy.
82 Home Support Enhanced | Home Care or Domiciiary | Short term Local Authority | £1,114,000 £835,500 380|285 Hours of care (Unless | No
Discharge Incentive Scheme | Care short-term in which
without case itis packages)
E3 Provider: CAB and Carers | Carers Services Carer advice and | Local Authority | £35,000 £26,250 520 [390 Beneficiaries No
Matters Norfolk: Carers
Act duti
88 d Local Auth £2,705,216 2,028,512 84,117 WIE's gained No
retention retention Discharge Funding
7 HomeWard (Norwich) Home-based intermediate | Rehabiltation at | Minimum NHS | £1,589,803 £1,192,352 2 (18 Packages No
care services home (accepting - | Contribution
steo up and step
B Rapid Assessment Team | Home-based intermediate | Rehabilitation at | Minimum NHS | £2,019,335 £1,514,501 EJEE) Packages No
(RATS) & Virtual Ward (West | care services home (accepting | Contribution
Norfolki e d st
1 Intermediate Spot Purchase | Bed based intermediate | Bed-based Minimum NHS | £1,836,864 £1,377,648 306 |230 Number of placements |No
Beds Care Services (Reablement, |intermediate care | Contribution
wider short-_| with rehabiltation
12 home (BOC) | Assistive Technol 7] Minimum NHS | £8,059 0 ~o Number of beneficiaries | No
Equipment equipment Contribution
1 Medical Loans Service Assistive Technologies and | Community based | Minimum NHS | £192,375 £144,281 4,861 3,646
Equipment equipment Contribution
19 &Hospice Nursinghome | Minimum NHS | £883,924 £662,943 225 169 Number of No
(West Norfolk) Contribution beds/placements
51 Minimum NHS | £592,665 £444,499 - Number of No
Contribution beds/placements
52 Q1 beds Bed based intermediate | Bed-based 1CB Discharge | £1,382,627 £1,684,897 73 (55 Number of placements |No Scheme ID 52 (Q1 beds) [ 8 (Brid
Care Services (Reablement, |intermediate care | Funding the Gap) (detailed below) which now means Q1 beds (Scheme ID 52) runs above the original Q1 estimate
wider short-_| with rehabilitation olan.
54 Bridging the Gap Home Care or Domiciliary | Domiciliary care | ICB Discharge | £1,694,838 £506,737 - Hours of care (Unless | No The ICB di ing. [ 54 (Bridging the Gap)
care packages Funding short-term in which scheme 52 (Q1 beds) (detailed above).

itis packages)




Item No: 10
Norfolk Health and Wellbeing Board

Report title: NHS Norfolk and Waveney Integrated Care Board Annual Report
Date of meeting: 06 March 2024
Sponsor (HWB member): Tracey Bleakley, Chief Executive, NHS Norfolk and

Waveney Integrated Care Board

Reason for the Report

NHS Integrated Care Boards (ICBs) must include a narrative in their annual reports about how
they have contributed to the delivery of the priorities of their local health and wellbeing boards.
Health and wellbeing boards must also be consulted in the preparation of these narratives.

Report summary

NHS Norfolk and Waveney ICB has drafted the narrative set out in this paper for their 2023/24

annual report about how they have supported and contributed to the delivery of the priorities of
the Norfolk and Suffolk Health and Wellbeing Boards (as set out in their respective Joint Health
and Wellbeing Strategies).

Recommendations
The HWB is asked to:
a) Comment on the draft narrative and propose any amendments they would like made.

1. Background

1.1 NHS integrated care boards (ICBs) are required to consult health and wellbeing boards
about the part of their annual report which sets out how they have contributed towards
delivery of local joint health and wellbeing strategies.

1.2  This paper provides an extract of NHS Norfolk and Waveney Integrated Care Board’s (ICB)
draft annual report for 2023/24. It outlines how the ICB has contributed towards the delivery
of the Norfolk Joint Health and Wellbeing Strategy, and by default as they are the one and
the same document, the Norfolk and Waveney Integrated Care Strategy.

1.3  The ICB is sharing the below extract with the Board for comment. The final version of the
ICB’s annual report for 2023/24 is not due to be submitted to NHS England until June 2024.
The narrative remains draft and subject to minor changes up to that point.

1.4  The Board should also note that the system’s Joint Forward Plan is currently being
refreshed. The plan sets-out how local NHS and care services will help to deliver the Norfolk
Joint Health and Wellbeing Strategy / Norfolk and Waveney Integrated Care Strategy. We
are required to refresh it each year so we have a current, rolling five-year plan, however
because the plan was only finalised in June 2023, it will not be significantly changed this
year. The refreshed plan will be published by April.

1.5 Go to improvinglivesnw.org.uk to read the current version of the Joint Forward Plan.

2. The draft narrative

2.1 Hereis the draft extract from NHS Norfolk and Waveney ICB’s annual report for 2023/24:
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21.2

Joint Health and Wellbeing Strategies

NHS Norfolk and Waveney ICB is an active member of both the Norfolk and Suffolk Health
and Wellbeing Boards. The ICB has worked to support the four priorities in Norfolk’s Joint
Health and Wellbeing Strategy, as well as the cross-cutting themes in Suffolk’s strategy.

Norfolk priority: Driving integration
Suffolk cross-cutting theme: Greater collaboration and system working

The ICB has continued to work with partners to develop and strengthen our Integrated Care
System over the past year. Notably, we agreed our first Joint Forward Plan in June 2023,
which sets out how the local NHS and care services will implement our Integrated Care
Strategy / the Norfolk Joint Health and Wellbeing Strategy. The plan has subsequently been
refreshed for 2024/25, taking account of what had been delivered and to incorporate new
projects.

As a system, we have delivered and made progress with a wide range of projects and
changes that have and will improve the health, wellbeing and care of local people. The ICB
has played an important role as a convenor, bringing together partners from across the
system and providing skills and expertise, data and insight to enable us transform how we
care for local people. Examples include:

¢ Working as a system to improve ambulance handovers and response times: As a
result of changes introduced at our hospitals, patients are now spending less time
waiting in ambulances when they arrive at one of our hospitals. This in turn is enabling
our ambulances to quickly get back on the road and to the next person who needs help.

¢ Making changes to help ensure people are getting the right care, at the right time
and by the right person: RightCareNoW is a programme of work that has helped
improve the way people are discharged from hospital back into the community, and
reduced the number of people in our hospitals that have no medical reason to be there
and who could be better cared for in their own home or another setting.

e Sharing data better to make it easier for frontline health and care professionals to
understand people’s conditions and to treat them: For example, the Norfolk and
Waveney Shared Care Record can now be accessed by appropriate staff from general
practice, our acute hospital trusts, the mental health trust, community services, Norfolk’s
Adult Social Services and Children’s Services and Integrated Care 24. We have also
developed and approved the Full Business Case for the Electronic Patient Record,
which will see our three acute hospital trusts move from paper-based records to
electronic ones. The plan is for the system to go live in March 2026.

While our Integrated Care System is not fundamentally about structures and governance, to
achieve our mission and to deliver more projects and changes like these, it is vital that we
have the right foundations and ways of working in place. A significant amount of work was
done in 2023/24 on the ICB’s organisational review. The ICB’s new structure and operating
model will enable greater collaboration and support system working, as well as deliver a
reduction in the organisation’s running costs. The structure takes account of the
organisation’s new functions and its role as a convener of the system. While this change
has been challenging for the organisation and hard for staff this year, the benefits to the
system will be felt in 2024/25.

As a system, we are strengthening integration at all levels. The ICB has:

e Continued to support the development of our 17 Primary Care Networks (PCNs) and
integrating our workforce.
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e Worked with partners to develop our five Place Boards, which bring together
colleagues from across health and care to integrate services at a more local level.

e Been an active partner in the eight local health and wellbeing partnerships, working
with district councils, VCSE organisations and others to address the wider
determinants of health.

e Continued to contribute to the development of our Integrated Care Partnership and
both North and Suffolk’s Health and Wellbeing Boards.

e Supported greater collaboration between providers, including through the Norfolk and
Waveney Acute Hospital Collaborative and the development of two mental health
collaboratives (one for adults and one for children and young people).

Norfolk priority: Prioritising prevention
Suffolk cross-cutting theme: Prevention: stabilising need and demand

The ICB has worked with a wide range of partners to make real progress with the
prevention agenda, both through the use of population health management techniques and
by commissioning services. Examples include:

e Building on the success of Protect Norfolk and Waveney: Protect NoW has
continued to make strong progress and delivered a range of population health
management projects over the past year. This is helping our system to provide more
anticipatory and preventative care.

e Joining-up primary care services: On 1 April 2023, the ICB became responsible for
pharmaceutical services, primary care optometry services and dental services, in
addition to general practice, which we were already responsible for. This provides us
with a real opportunity to commission services differently now that we are responsible
for the whole of primary care. We want to use this opportunity to join-up services and to
improve preventative care and the health of the population.

Norfolk priority: Addressing inequalities
Suffolk cross-cutting theme: Reducing inequalities

As a system, we are committed to working together to tackle unfair and avoidable
differences in health outcomes between residents. We do this by listening to communities,
prioritising prevention, and taking action together, making health inequalities everybody’s
business.

The ICB works with partners to reduce health inequalities by:

¢ Using population health management techniques.

e Improving access to services.

e Collaborating through our place boards and local health and wellbeing partnerships

e Having a Patients and Communities Committee, whose remit includes examining how
the ICB is reducing health inequalities.

A key step we have taken this year is to develop our Norfolk and Waveney Health
Inequalities Strategic Framework for Action, which sets out the actions we want to take as a
system to tackle health inequalities.

Norfolk priority: Enabling resilient communities
Suffolk cross-cutting theme: Connected, resilient and thriving communities

The ICB is committed to supporting people to live independent healthy lives in their
community for as long as possible, through promotion of self-care, early intervention and
digital technology where appropriate. As set out above, we are using population health
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management techniques to provide more anticipatory care and early intervention. We are
also using technology to empower people to manage their health and wellbeing better, for
example by giving people greater visibility and control over their treatment and care
journeys.

Vital to creating more resilient communities is building capacity in the voluntary, community,
faith and social enterprise sector. The ICB values the work of the sector and wants to work
with the sector as a trusted partner. The ICB has worked with both the sector and other
partners to establish the VCSE Assembly, as well as to involve colleagues from the sector
in the governance of the ICB, including by having a VCSE member on the ICB Board.

Officer Contact
If you have any questions about matters contained in this paper please get in touch with:
Name: Chris Williams Tel: 01603 595857 Email: chris.williams20@nhs.net

IN A If you need this report in large print, audio, Braille, alternative format

or in a different language please contact 0344 800 8020 or 0344 800
:' TRAN 8011 (textphone) and we will do our best to help.
communication for all
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Norfolk and Waveney Integrated Care Partnership
Item No: 5

Report title: Learning Disability Plan 2023-2028
Date of meeting: 06 March 2024

Sponsor

(ICP member): Debbie Bartlett, Executive Director Adult Social Services &
Tracey Bleakley, Chief Executive Officer, Norfolk &
Waveney Integrated care Board

Reason for the Report

The new Learning Disability Plan 2023-2028 partnership document has been developed by the
Norfolk Adults Learning Disability Partnership, and this includes Norfolk County Council (NCC),
Norfolk and Waveney Integrated Care Board (ICB) and all those providers who work with NCC and
the ICB, as well as people with a learning disability and their family and carers. Delivery of the Plan
will be overseen by the Norfolk & Waveney Learning Disability and Autism Programme Board
which includes partnership working by NCC, the ICB and other health partners, and so this report
is being shared with the Integrated Care Partnership (ICP) for their partnership oversight.

Report summary

This report outlines the 8-month process (from April — November 2023) taken to develop the new
Norfolk Adults Learning Disability Plan 2023-2028 (previously known as ‘Strategy’ but renamed
‘Plan’ by people with a learning disability). Priority was to ensure the voices of people with a
learning disability and their carer were an integral part of the new Plan and so, the easy read
version was agreed first and signed off by the independent Learning Disability Partnership Board
in November 2023.

The expressed outcomes of people with a learning disability (LD) and their carers shared in the
easy read version formed the basis for the detailed delivery plan. This was drawn up in partnership
with the range of professionals and providers working together to outline the actions they will take
to support people with a learning disability, and their carer, living in Norfolk to live a good life. The
report also outlines how these actions and identification of community resources and commitment
to partnership working align with ICP strategic priorities of prioritizing prevention and addressing
inequalities, particularly reducing health inequalities for people with a learning disability.

This Plan has been developed in partnership with people with a learning disability, their parents,
carers, professionals, and providers, and with the oversight of the Making it Real Board and the
Learning Disability Partnership Board. As this is an integrated partnership document, the full sign
off Process has been taken following both NCC and ICB processes. Monitoring of the Plan will be
led by the integrated partnership, with the Learning Disability Partnership (independently co-
ordinated by ASD Helping Hands) leading on gathering feedback as part of 6-monthly monitoring
and reporting, as well as facilitating dissemination of information through the Partnership.

It is important to note that since the death of Oliver McGowan in hospital, his mother Paula
McGowan has instigated a programme of work, alongside NHSE, in rolling out training that assists
practitioners across all services in understanding the importance of reasonable adjustments. A
second part of the training also gives more specialist knowledge to people working in the field of
Learning Disability and Autism. A specific strength of this training, that sets it apart from other
training, is the commitment to training being co-delivered with Experts by Experience. The
Learning Disability Partnership Board and Opening Doors, a group of self-advocates, are actively
working with the Integrated Care Board in the roll out of this programme of work across the Norfolk
and Waveney system.
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Recommendations
The ICP is asked to:

a) Agree the Norfolk Adults Learning Disability Plan 2023-2028.

b) Champion the implementation of this new Learning Disability Plan (formerly known as
‘strategy’) with Norfolk people with a learning disability, their unpaid carers and the
providers and professionals working with them.

c) Promote the sharing of information about how the Plan is working with all stakeholders
and support the feedback process to enable effective communication with people with a
learning disability and their carers.

1. Background

1.1 The previous Adults Learning Disability Strategy was from 2018-2022, so starting in April
2023, this Norfolk Adults Learning Disability plan has been developed by the Norfolk Adults
Learning Disability Partnership, which includes NCC Adult Social Services, Norfolk and
Waveney Care ICB and all those providers who work with NCC and the ICB, as well as
people with a learning disability and their family and carers. This has been possible through a
range of engagement, consultation, co-design, and co-production with people across Norfolk
to understand what is important to them and to make sure their ideas are expressed in this
plan. This included the re-naming of the use of the word 'Strategy’ to the word ‘Plan’ by
people with a learning disability, as this was a word they understood better.

2. Norfolk Adults Learning Disability Plan 2023-2028

2.1 In producing a new Learning Disability Plan (see appendix 1), the aim was that as many
people as possible would be helped to share their views and ideas to be included as part of
developing a new Plan. People were enabled to share their ideas in a range of ways
including face-to-face meetings across Norfolk from May to November 2023, and through
feedback received by email, by post or through an online and easy read survey. Providers
working with people with a learning disability were also asked to help in consulting with
people with a learning disability as part of helping to gather their views and ideas to develop
the agreed Plan.

2.2 The first draft of the easy read version of the Plan was shared at the September face to face
partnership Locality meetings and sent out to stakeholders by email, to check the suggested
wording and make changes as suggested by people with a learning disability and their
carers. With the emphasis on making sure the voice of people with a learning disability and
their carer is paramount in this Plan, the agreed final version of the easy read plan was
signed off by the Learning Disability Partnership Board in November 2023 (see appendix 2).

2.3 People we know were involved in developing the LD Plan over eight months:
201 people with a LD = 56%, 63 unpaid carers = 17%, 97 professionals & providers = 27%.

2.4 The Plan does not try to cover everything we know about learning disability or every issue. It
sets out the details of the five priority areas identified through the engagement and co-
production and the key actions that will be taken by the different partners working together to
deliver this plan over the next five years with the strategic priorities of prioritizing prevention
and addressing inequalities. Work to develop the detailed delivery Plan (see appendix 3) was
also aligned to the learning from the Conversations Matter engagement and development of
new Promoting Independence Strategy for Adult Social Services, as well as the work to
develop the Ethical Framework — now called ‘The Real Care Deal’.

2.5 In developing the new Learning Disability Plan, support for carers was ldentified as a very
important part of any support for a person with a learning disability, although it was
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acknowledged that the person with a learning disability did not necessarily recognise the
‘caring’ role played by their family member, and the unpaid carers themselves acknowledged
that they did not necessarily recognise their ‘caring role’. The Plan outlines the importance of
improving information about available support for unpaid carers and help to access support,
particularly in times of crisis or as part of preparing for when they can no longer care for the
person with a learning disability.

2.6 In hearing from people as part of developing the new Plan it was identified that there is

already a range of innovative and practical support being provided by local providers that was
not widely known about across Norfolk. As part of the strategic aim of enabling resilient
communities, the Plan outlines the role of the Learning Disability Partnership in helping
providers share what they are doing in their local area and in finding ways to collaborate in
improving communication of what is available within the community for people with a learning
disability and their carer.

2.7 As part of the process of developing the new Plan, people with a learning disability outlined

their desire to continue to be involved in the ongoing review of / and feedback on whether the
Plan is working or not. The detailed delivery plan outlines specific measurable achievable
realistic targets and the specific measures that will be used to help people with a learning
disability and their carers know if these are being achieved and what ‘success’ will look like.
People with a learning disability and their carers co-designed the ways that they would like to
be able to provide feedback as part of sharing whether they feel the Plan is working or not,
and what needs changing, and these are included as part of the Plan. It is also
acknowledged that people with a learning disability and their carers report that they are not
aware of what is being done to support them and so as part of the commitment to this Plan,
there needs to be greater emphasis on sharing ‘good news stories’ and outlining what
progress is being made.

2.8 The Learning Disability Partnership Board will have a role to gather feedback from

stakeholders on what is working well and what needs improving as part of reporting back to
the Programme Board for the planned 6-monthly monitoring process. A commitment to
improving information sharing for people with a learning disability and the carers about the
range of ongoing available support and progress being made should be a priority for all
professionals and providers in Norfolk. It is hoped that the partnership support of this Plan will
support progress towards this goal of improving the support for people with a learning
disability and the carers.

Officer Contact
If you have any questions about matters contained in this paper please get in touch with:
Name: Lorna Bright Tel: 01603 973816 Email: lorna.bright@norfolk.gov.uk

IN A If you need this report in large print, audio, Braille, alternative format

or in a different language please contact 0344 800 8020 or 0344 800
:' TRAN 8011 (textphone) and we will do our best to help.

communication for all
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Foreword from the
co-chairs of the Norfolk
Adults Learning Disability
Partnership Board

This plan, formerly known as ‘Strategy’ sets out our vision for
adults with a learning disability and their carer(s) in Norfolk for
the period from November 2023 - March 2028.

We are proud to present this Norfolk Adults Learning Disability plan because
it has been developed with and based on the views of people with a learning
disability and their parents and carers. This has been possible through a range
of engagement, co-design and co-production with people across Norfolk

to understand what is important to them and to make sure their ideas are
expressed in this plan. This included the re-naming of the use of the word
'Strategy’ to the word ‘Plan’ by people with a learning disability, as this was a
word they understood better.
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-
%
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This plan does not try to cover everything we know about learning disability or
every issue. It sets out the details of the five priority areas identified through the
engagement and co-production and the key actions that will be taken by the
different partners working together to deliver this plan over the next five years.
Delivery of The Learning Disability Plan 2023 - 28 will be monitored by the Norfolk
& Waveney Learning Disability and Autism Programme Board which includes
people from Norfolk County Council and the Integrated Care Board and other
health partners.

The Learning Disability Partnership Board will have a role to gather feedback
from stakeholders on what is working well and what needs improving as part of
reporting back to the Programme Board as part of the monitoring process. This
way, people with a learning disability and their carers will be able to continue

to be engaged in sharing their ideas and feedback and being part of making
improvements to the plan as needed.

%K« :’b_\x/cu(/&{ﬂx

Rachel Gates (co-chair) June Walton (co-chair)
Co-chair Norfolk Adults Learning Disability Self-advocate & co-chair Norfolk Adults
Partnership Board & Assistant Director of Learning Disability Partnership Board

Commissioning - LD, Autism & MH, Adult Services

“l thought the process for the Learning Disability Plan was really good!
People’s voices were heard, and you can see them in the Plan. | liked
how they went round all the locality groups in person to get people’s
views and see what people are finding challenging in each area. | find
the easy read Learning Disability Plan clear to read and understand”.

(Comments from June Walton, self-advocate and co-chair, about the process taken to
develop the new plan). November 2023
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1. Our ambitions for adults
with a learning disability

This Adults Learning Disability plan was developed by the Norfolk Adults
Learning Disability Partnership. This includes Norfolk County Council (NCC) Adult
Social Services, Norfolk and Waveney Integrated Care Board (ICB) and all those
providers who work with NCC and the ICB, as well as people with a learning
disability and their family and carers.

The Norfolk Adults Learning Disability Partnership

The Norfolk Learning Disability Partnership is independently coordinated by
ASD Helping Hands who took on this role in October 2022. ASD Helping Hands
also coordinate the Learning Disability Partnership Board who meet four times
a year. Membership of the Learning Disability Partnership Board include people
with a learning disability, family carers, people who work for NCC, the NHS and
other organisations and charities.

The goal of the Norfolk Adults Learning Disability Partnership Board is to improve
the lives of people with disabilities in Norfolk aged 18 and above and to help
those who care for people with a learning disability. The Board do this by:

- talking about the issues that people with a learning disability can face;
- talking about the learning disability services that run in Norfolk;

« running locality groups across each area of Norfolk to talk about local
issues that people are facing;

« working on priority outcomes outlined in the Norfolk Adult Learning
Disability Plan;

« sharing information through their independent website.

The Norfolk Adults Learning Disability Partnership Board provided oversight
for the process of developing the new Learning Disability Plan and will lead on
ensuring stakeholders are involved in the process of gathering the feedback on
whether the new plan is working or not.

5 | Norfolk Adults Learning Disability Plan 2023 - 2028


https://www.norfolkldpartnership.org.uk/

The NHS Norfolk and Waveney Integrated Care Board (ICB)

The new Norfolk and Waveney Integrated Care System (ICS) was formed on July 1,
2022, and is made-up of a wide range of partner organisations, working together
to help people lead longer, healthier and happier lives. The ICS includes the NHS
Norfolk and Waveney Integrated Care Board (ICB) and Norfolk County Council
(NCC), along with a range of other charitable organisations and partnerships.

The ICB plans and buys the healthcare services for the local population of
Norfolk and Waveney and is accountable for the performance and finances of
the NHS across Norfolk and Waveney. The values of the Norfolk and Waveney
Integrated Care Board are outlined as: “Connected to; each other, the work

we do, a common purpose, our partners across the system... and always to our
patients/public. At all times being respectful, inclusive, and embracing new ways
of working by being innovative and continually improving.”

Norfolk County Council Adult Services

The Adult Services vision is ‘to support people to be independent, resilient and
well and hold aspirations for their future’ and this is supported by the current
‘Promoting Independence’ approach which is shaped by the Care Act with its
call to action across public services to prevent, reduce and delay the demand for
social care. The commitment in the approach is a vision for quality social work
which builds on the strengths of individuals.

Promoting Independence is at the core of the Norfolk County Council Strategic
plan ‘Better Together, For Norfolk 2021-2025'. This ambitious plan aims to make
Norfolk a place where we put people first, where everyone works together to
create a better place to live and includes the vision statements:

« “We want Norfolk to be the place where everyone can start life well,
live well and age well, and where no one is left behind.”

« “We want our communities to feel safe, healthy, empowered and
connected, their individual distinctiveness respected and preserved.”

Promoting Independence has these main elements:

Prevention and early help

Empowering and enabling people to live independently for as long as possible
through giving people good quality information and advice which supports their
wellbeing and stops people becoming isolated and lonely. We will help people
stay connected with others in their communities, tapping into help and support
already around them - from friends, families, local voluntary and community
groups. For working age adults with a disability, we want them to have access to
work, housing and social activities which contribute to a good quality of life and
wellbeing.
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Staying independent for longer

Our social care teams will look at what extra input could help people’s quality

of life and independence - this might be some smart technology, some
adaptations to their homes to prevent falls, or access via telephone or on-line

to specialist tailored advice. When people do need a service from us, we want
those services to help people gain or re-gain skills so they can live their lives as
independently as possible. This could mean a spell of intensive reablement after
a stay in hospital to restore their confidence and their ability to do as many day-
to-day tasks as possible.

Living with complex needs

For some people, there will be a need for longer term support. This might mean
the security of knowing help is on tap for people with conditions like dementia,
and that carers can have support. There is a focus on ensuring people in Norfolk
access the right services for them at the right time. For some people, moving
into residential care or to housing where there are staff close by will be the

right choice at the right time, but such decisions should be made with good
information and not in a crisis.
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2. Introduction to our
Norfolk Adults Learning
Disability Plan

Overview

In starting to develop this new plan, the focus was on involving those with

a learning disability and their parent or carer from the start to ensure their
involvement in how the plan was developed and in sharing their personal views
and ideas for what needed to be part of the plan.

How the plan would be developed was agreed by the Norfolk Adults Learning
Disability Partnership Board co-chairs in a Board pre-meeting in April 2023
before being agreed at the Board meeting in May 2023. In June, the Norfolk
Making it Real Board, the independent reference group of people with lived
experience who represent Think Local Act Personal and who provide leadership
and guidance for NCC and members of the ICB around planned co-production
activities, were consulted about the planned approach to involve people in
developing a new learning disability plan.

With the agreement of the Making it Real Board, the process of a range of
participation activities from consultation, engagement, co-design, and co-
production were carried out with people with a learning disability across Norfolk,
their parents and carers to understand what is important to them and to make
sure their ideas were expressed in this plan. This included the renaming of the
use of the word 'Strategy’ to the word ‘Plan’ by people with a learning disability,
as this was a word they understood better. Practitioners, commissioners and
providers supporting people with a learning disability were also involved in
developing this new plan.

Feedback received by partnership members from people with a learning
disability and their carers outlined that they did not know what had been
achieved in the previous 2018 — 2022 Learning Disability Strategy. So as part of
starting the overall engagement process to develop a new plan, we shared with
people a ‘Looking Back - You Said, We Did’ document outlining the different
things that had been achieved by the various members of the Learning Disability
Partnership and what was still to do.
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Looking Back on the 2018 - 2022 Learning Disability Strategy - You
Said, We Did summary - Full Version.
Full version Looking Back on Learning Disability Strategy 2018 - 2022

Looking Back on the 2018 - 2022 Learning Disability Strategy - You
Said, We Did summary - Easy Read.
Easy Read Looking Back on Learning Disability Strategy 2018 - 2022

As part of putting the document together, partnership members shared the
wide range of things they were doing in supporting people with a learning
disability and their carer that were not necessarily being recognised and
celebrated. Information about these ‘hidden gems' of identified support were
included in the documents that were shared.

This helped identify the commitment across the various organisations and
providers supporting people with a learning disability and their carer in providing
a wide range of innovative and practical support for individuals. It was agreed
the new LD Plan would include actions that would be taken by different LD
Partnership members and other providers, as part of making it clearer the range
of support available to people with a learning disability and their carer.

What we still need to do

Gathering information for the ‘Looking back’ document also helped identify
potential resources that could be part of helping to deliver the things not yet
achieved in the previous strategy and new ideas being received. An example

of this was the training for taxi drivers that had been developed in 2019 by
About with Friends in North Norfolk. This training was well received by the taxi
companies who had paid to attend the sessions which helped them better
understand how best to support a person with a learning disability travelling in
their taxi. Since then, there have been discussions about how this training could
be made available to taxi drivers across Norfolk and so has been included as an
action in the new plan.

The impact of the Covid pandemic meant that many people with a learning
disability were shielding and therefore unable to go to work, other employment
opportunities or feel comfortable going out into the community, as well as
having an impact on what could be delivered in the previous LD Strategy.
Information gathered as part of the ‘Looking back’ also identified the range of
employment or training support different providers are helping individuals with,
in addition to what is being offered by Norfolk County Council. It is planned that
as part of the new plan, LD Partnership providers will agree the way to share
information about the range of employment support they are offering as part of
demonstrating the breadth of employment support and help to develop work
skills or other work opportunities being offered across Norfolk.
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One innovative example shared as part of the engagement with providers
highlighted the individual support given by Stepping Stones in Norwich to one
of their members who was able to move from a four-week work experience
placement at Norwich Airport into a paid role at the Airport. The positive impact
of this is reflected in the report given by the Airport manager who shared:

“(the individual) has received many compliments from customers and
passengers. Their pleasant, outgoing, and smiley personality is a winner
for those they meet. We are very proud to have them working with us.”

There is more information about some of the different types of employment
support being offered by other providers in the ‘Looking Back’ summary. As part
of developing this new plan, there is a commitment to finding ways to share the
wide range of support being provided across Norfolk by all the different providers
and organisations supporting a person with a learning disability, and proactively
looking at ways to ensure people with a learning disability and their carer know
about them.

National priorities and commitment to supporting people with a
learning disability

Alongside the local support being provided across Norfolk, there are statutory
and government policy requirements that members of the Learning Disability
Partnership have a duty to provide and are part of making improvements to
the support to be provided for people living with a learning disability in Norfolk,
which are included as part of the overall approach to be taken in delivering the
new LD Plan.
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The National Disability Strategy

The National Disability Strategy, which was first published in July 2021, sets
out the actions the government is committed to take to improve the everyday
lives of all disabled people. This government strategy is incorporated into the
approaches to be taken locally which includes a focus on improvements of the
physical and social environments for people with a disability:

“Disabled people’s aspirations for their lives are no different from
non-disabled people’s aspirations.

“We all want to live fulfilling lives. We want to be safe and healthy. We
want autonomy about where we live, how we live, and with whom we
live. We want to go outside, meet other people, and go places. We want
to easily access the support we need to live an independent life and to
feel confident that we won't lose it. We want to be able to participate in
society, to be valued, to go to work”.

However, disabled people’s everyday experience is very different from non-
disabled people. Every day many disabled people:

« wake up in a home that is not adapted to their needs;

« rely on an unpredictable transport network to get out and about;

« navigate inaccessible and inflexible workplaces or education settings;

« face limited choice and additional expense when shopping around for goods
and services;

« use unresponsive and fragmented public services that do not meet their needs;
» feel excluded from leisure opportunities and socialising;

- find themselves barred from exercising rights such as voting and serving on a jury.

Building the Right Support

Updated in August 2022, this Building the Right Support national action plan
outlines a commitment to strengthen community support for people with a
learning disability and autistic people and reduce reliance on mental health
inpatient care.

The key areas of focus set out in this action plan are:

« ensuring that people with a learning disability and autistic people of all ages
experience high-quality, timely support that respects individual needs and
wishes, and upholds human rights;

- understanding that every citizen has the right to live an ordinary, self-directed
life in their community;
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« keeping each person at the centre of our ambitions and ensuring that we
consider a person’'s whole life journey;

« collaborating across systems to put in place the support that prevents crisis
and avoids admission;

« ensuring that, when someone would benefit from admission to a mental
health hospital, they receive therapeutic, high-quality care and remain in
hospital for the shortest time possible;

« making sure that the people with a learning disability and autistic people who
are in mental health hospitals right now are safe, and that they are receiving
the care and treatment that is right for them;

« working together to ensure that any barriers to an individual leaving a mental
health hospital, when they are ready to do so, are removed.

In 2022, the Norfolk Adults Safeguarding Board, Norfolk & Waveney ICB, NCC,
including the Transforming Care Programme team, and other partners took
part in a Peer Review of Norfolk's execution of the Building the Right Support
national model in response to a Safeguarding Adults Review of support for
people in a Norfolk specialist hospital.

As a result of the Peer Review and recommendations by the Norfolk
Safeguarding Adults Board, a process of coproduction was started to agree
better ways of working. This co-production included people with a learning
disability and/or autism and their families. This was known initially as the ‘Ethical
Framework and there are plans for a new name to be coproduced to make the
framework more understandable and training materials to be developed. The
principles and ways of working developed as part of the Ethical framework will
be aligned to the new LD Plan.

Implementation of the Building the Right Support is aligned to these
local and national approaches:

Transitional Integrated Care Strategy and Joint Health and Wellbeing
Strategy Norfolk and Waveney Integrated Care Strategy; and Norfolk
and Waveney Clinical Strateqgy.

NHS Long Term Plan » Learning disability and autism where Learning
Disability and Autism is one of the 4 priorities with a 3-year plan.

The NHS Long Term Plan was published in 2019, outlining the ambitions of the
NHS over the next 10 years and including learning disability as one of its four
clinical priorities. This includes improving community-based support, reducing
the number of people with a learning disability in hospital settings and reducing
health inequalities through a focus on increasing uptake of annual health checks
and reducing overmedication of children and young people with a learning
disability.
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Norfolk & Waveney Mental Health and LD & Autism Inpatient
Framework Delivery

As part of the national Mental Health (MH) and LD&A Quality Transformation
Programme we will transform inpatient care. The key focus of this programme is
to improve poor quality and outdated services, eliminate out of area placements,
reduce extended hospital stays, enable equal access for all and ensure services
are designed based on service user needs rather than diagnosis.

We will work with the Inpatient Provider Services, including the local authority,
the voluntary sector, service users and wider partners to coproduce and deliver a
three-year plan as part of this process. We will submit this plan to NHS England
regional team, with the first draft due in March 2024 and final draft in June 2024.
We will also align this programme with the delivery of the Learning Disability Plan.

Norfolk & Waveney ICB LD & Autism Funding Plan

We are reviewing our current and future funding commitments across the
Integrated Care System for Learning Disabilities and Autism (LD&A). This plan
will support the movement of the Service Development Funding (SDF) into the
Integrated Care Board (ICB) funding baselines for 2024/2025. The plan is aligned
to the NHS Long Term Plan, and the National Community Service Mapping, and
aims to improve quality, reduce the number of inpatients, reduce waiting times
and expand support within the community. We will also align the funding plan
with the delivery of the Learning Disability Plan.

13 | Norfolk Adults Learning Disability Plan 2023 - 2028



3. The local context -
population data

To receive support from Norfolk Adult Services Learning Disability Team, a person
aged 18 or older must have a learning disability, autism or both and be registered
with a Norfolk GP. Depending on the individual's needs, they may get support
from Adult Social Services or their local health and care services.

A learning disability is a permanent developmental disability which affects a
person’s ability to learn and cope with everyday activities, such as housework,
socialising and managing money.

It will have been present since before the person turned 18 and usually from
birth. A learning disability is permanent and affects a person’s entire life. It is
different from difficulties such as reading and writing problems (e.g., dyslexia). In
April 2023, Health reported that there were 6683 adults in Norfolk registered as
having a learning disability.

Norfolk population 2023

Using projecting adult needs and service information (PANSI), it is estimated
that there are 12,714 working age adults with a learning disability in Norfolk. Out
of those people, an estimated 2,892 have a moderate or severe learning disability.

Using the Projecting Older People Population Information System (POPPI),
information to include people over the age of 65, estimates that there are
17,653 adults (aged 18 or over). Of these, it is estimated that 3,541 adults have a
moderate or severe learning disability.

People being supported by Adult Social Services from April 2022 -
March 2023

The published figures for the Number of clients accessing long term support
at the end of the year with a primary support reason of ‘Learning Disability
Support’ for 2022-23:

18-64 65+ Total

2338 315 2653
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Gender

Gender 18-64
Female 971
Male 1367
Total 2338

65+

148

167

315

Total

1119

1534

2653

Female

42% 58%

Ethnic Category

Ethnic Category

Ethnicity %

Black / African/
Caribbean / Black British

Other ethnic group

No data

Mixed / multiple ethnic
groups

White

Asian / Asian British

Total

13

12

30

29

2236

18

2338

311

315

13

12

33

30

2547

18

2653

<5%

<5%

<5%

<5%

96%

<5%

100%

We do not have sufficient reported information to be able to provide data in
relation to reported religion or sexual orientation for people with a learning

disability in Norfolk.
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Population predictions from 2020 - 2040

The following information is taken from the Market position statement for
Norfolk October 2023.

It is estimated, using projecting adult needs and service information (PANSI)
and Projecting Older people Population Information System (POPPI), that in
2020 there were 17,322 adults living in Norfolk who have a learning disability,
which is around 2% of the Norfolk population.

Of the 17,322 it is estimated that:

« 12,594 are aged between 18 and 64 years of age;

« 4,728 people (27% of adults with a learning disability and 1.8% of the total
Norfolk population) are aged 65 years and above;

« 4% are 85 years old and over;

« 3,491 adults have a moderate to severe learning disability. 629 (18%) are aged 65
years old an"d above and 2% are aged 85 years old and above.

Population predictions of adults with learning disabilities in Norfolk

By 2040 it is estimated that:

« 33% of the learning disability population will be aged 65 years and above
(highlighting that people with a learning disability are living longer);

« 6% of the learning disability population will be 85 years old and over;

« 21% of those with a moderate to severe learning disability will be 65 years old and
over;

« 3% of those with a moderate to severe learning disability will be 85 years old
and over.

Not all people with a learning disability will be in receipt of services. People
predicted to have a moderate or severe learning disability are more likely to be in
receipt of services.
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Population predictions by Norfolk districts.

Locality 2020 2025 2030 2035 2040
Breckland 534 550 570 588 599
Broadland 496 51 530 542 552
Svraes;:;‘;momh & | 374 378 385 391 394
\f\ilggtsl\% ?fg If(”d 566 567 575 580 583
North Norfolk 392 399 410 417 424
Norwich 597 608 629 642 644
South Norfolk 532 566 600 626 644
Total Norfolk 3,491 3,579 3,699 3,786 3,840

People aged 18 - 64 predicted to have Down syndrome 2020 - 2040

PANSI estimates the number of people with learning disabilities (moderate or
severe and Down syndrome) from 2020 to 2040 in Norfolk will be:

The estimated number of people with a learning disability and Down's Syndrome
in Norfolk between the years 2020 and 2040

4,500

3,840
4,000 3,699 3,786 ,
3,491 3,579
3,500
o
S 3,000
g
2 2,500
o
2 2,000
=
3 1,500
1,000
500 324 329 331 333 337
0
2020 2025 2030 2035 2040

year

= Number of over 18 -64 year olds with a moderate or severe learning disability

e NUumber of 18-64 year olds with Downs Syndrome
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Adults with a learning disability and dementia

People with a learning disability and those with Down Syndrome are living
longer and more likely to develop health conditions associated with older age.
People with a learning disability are at greater risk of developing dementia as
they get older compared with the general population.

Three studies found the following prevalence rates of dementia among
people with a learning disability:

« 13% of people over 50 years of age;

« 22% of people aged over 65 years of age.

For people with Down Syndrome, the risk of developing dementia is
significant with a higher estimated prevalence rate of:

« 36.1% of people aged 50-59 years old;
« 75% for people over 60 years old.

These estimations came from the research that is available on the social care
institute for excellence website.

It is important that with people living longer, services adapt to be able to meet
the needs of people with dementia who also have a learning disability or Down
Syndrome. We need to grow the number of providers that have the settings and
skills to support people with these needs.
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4.What you told us

Gathering people’s shared views and ideas

At the start of the process to develop a new LD Plan, there was a commitment
to ensuring that the views and ideas of people with a learning disability and
their carers were central. It was agreed that the easy read version of the LD
Plan should be the first version of the LD Plan that was agreed. The information
included would then form the basis of the more detailed plan that would be
needed to outline the specific actions that would be taken by NCC, ICB and the
organisations involved in working with and supporting people with a learning
disability and their carers in delivering the LD Plan.

In September 2023, all of the ideas people shared were put together into the first
draft of the easy read plan. This draft easy read plan was then shared with people
across Norfolk and at the Partnership locality meetings to check it included what
people had said and made sense.

Over eight months from April 2023 — November 2023, more than 361 people
shared their ideas and these have been used to develop the new LD plan. The
plan was developed by gathering the views and ideas of parents and carers,
providers, practitioners, commissioners and adults and older young people with
a learning disability. The Norfolk Adults Learning Disability Partnership provided
ongoing oversight of the process and an update was shared with the Norfolk
Adults Partnership Board in August 2023 to help develop the new LD Plan.

People were encouraged to share their ideas in various ways, including face-to-
face meetings that took place across Norfolk, from June through to November
2023, as well as via email and post. In August 2023, an easy read and online
survey was created to enable a wider range of people to share their ideas for the
new plan, which was promoted by email, social media and word of mouth. The
survey was hosted by the Norfolk Adults Learning Disability Partnership website
and people were able to either complete the survey online or receive an easy
read questionnaire by post. People contributed their ideas by post, email, as part
of face-to-face meetings. Providers and independent organisations who had
discussed the new plan with people with a learning disability they support, also
provided feedback which was included as part of agreeing what would be in the
new LD plan. This feedback included information from older young people with
a learning disability (aged from 14 — 25 years) who are part of the independent
Disability Real Action Group of Norfolk (DRAGONS) to ensure that the plan
would be helpful for older young people with a learning disability who were
approaching adulthood.
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People we know were involved in developing the LD Plan over
eight months:

« 201 people with a LD = 56%

« 63 unpaid carers =17%

« 97 professionals & providers = 27%

People’s expressed outcomes
People shared a range of things that are important to help them live a good life in
Norfolk. The different things people told us have been grouped into five main areas.

The phrasing used to outline people’s expressed outcomes comes from what
people with a learning disability and / or their carers shared as part of face-to-
face engagement, or what people told us through the online survey, by email,
easy read questionnaire and from other information gathered from providers
working with people with a learning disability.

1. Choices about where | live
« “I' want to be able to choose who | live with.”
« “I'want help to stay living in my own home.”

« “I would like to be able to move to my own home so that | can cook my own
meals instead of these being made for me.”

« “l want to move nearer the town so that | can be nearer my friend(s).”

« “l want to move somewhere that will let me have a dog.”

2. Being healthy

« “I want support with health and dentist appointments.”
- “I want support with my mental health.”

« “I want help in choosing a healthy diet.”

« “I want help to get exercise.”

- “I want help in losing weight.”

- “I want advice about sex and relationships.”

3. Help to be an independent as possible
« “I want help with getting a job.”

- “I' would like to know about the different things there are for me to do in my
neighbourhood.”

« “I would like help learning to cook.”
« “I would like to feel safe in my own home and when | am out and about.”

« “I' would like to know about what is on in the evenings and weekends that |
could join."

- “I want help with managing my money and paying my bills on time.”
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4. Getting out and about

« “I want there to be more public transport where | live.”

« “I'would like more people to be able to use accessible toilets.”
« “I' would like to feel safe when | am out and about.”

« “I' would like there to be training for people who provide transport for people
with a learning disability.”

« “I would like there to be a festival for adults with a learning disability.”

5. Support for carers
« “I want to know what help is out there to support me as a carer.”

- “I want to be able to contact someone when things are getting more difficult
for me as a carer.”

« “ltis not clear to me how | can get help for me as a carer.”
« “I want to know what will happen when | am too old to continue in my role.”
« “I need regular breaks to support me to keep on being a carer.”

« “I would like to be able to join a carers’ support group.”
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5. The agreed priorities
for people with a learning
disability and their carers

Throughout the process of engagement, consultation, coproduction and
codesign, people shared their views and ideas about what was important to
them as a person with a learning disability or as someone caring for a person
with a learning disability. As part of asking people what things they felt they
needed help with to live a good life in Norfolk, people were also asked about the
things they felt they could do for themselves or already knew how to do with
help. From this, we were able to identify five main priority areas that people with
a learning disability and their carer felt they need support with to live a good life
in Norfolk.

Five main priority areas

1. Choices about where | live

This was the top priority identified from the engagement process. People shared
their positive experiences of moving into supported housing, as well as the help
they had received to be able to stay living in their own home. Others shared
their concerns about ‘being forced into residential care’ or not having any choice
about where they might be moved to or who they would be living with as well

as the challenges and highlights of living with others. These are reflected in the
expressed outcomes about ‘choices about where | live’ and the actions to be
taken as part of responding to what people have said.

This engagement identified the lack of knowledge about the housing options
available for people with a learning disability. It was also identified that there
are a range of providers who are supporting people with a learning disability to
move into alternative accommodation that they provide or can help people to
access, in addition to the options available with the support of Adult Services.
Information about some of the additional support with housing being provided
by independent charities and organisations was shared as part of the ‘Looking
Back’ document.
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2. Being healthy

People identified a range of goals they had to help them ‘be healthy' and things
they knew they needed to do or were already doing to improve their health.
People shared good news stories about the ways they had been helped to lose
weight and others spoke about the things they were hoping they would be able
to do to feel healthier.

Help with mental health was identified by some people with a learning disability
who outlined that they did not always know who they could get support from in
the community to help with this.

As part of the support for mental health, people with a learning disability

asked about whether support for people with a learning disability who were
detained in secure units on a temporary or longer-term basis was included in
the overall LD Plan. The work of NCC and the ICB, as part of the Transforming
Care Programme, is focussed on supporting people with a learning disability to
be able to move into some kind of housing in the community, to be supported
to be as independent as possible when in the community and to be able to have
help to get out and about. These aims are for all people living in Norfolk with a
learning disability.

The additional specific support being provided by health to support people
with a learning disability with mental health needs has been included in the ‘Be
Healthy' section of the LD Delivery Plan.

3. Help to be an independent as possible

There were a range of things identified by people with a learning disability that
emphasises people’s desire to be ‘as independent as possible’ and to be able

to live a ‘normal life’ like other people. In the discussions around the kinds of
support available to help people with a learning disability, there were additional
areas of support and community resources identified by professionals who
joined the meetings and so this information has been included in the LD
Delivery Plan.

4. Getting out and about

At the start of the engagement process, there was an expectation that ‘help

to get out and about’ would be higher on the list of priorities due to the many
challenges being experienced around reduction in the number of taxis available
and lack of transport in rural areas. With the focus on asking people what they
could already do with help, people identified that they already felt confident in
taking public transport or knew about, or were about to start, travel training, or
already had help in place to get there where they needed to be, and so help with
getting out and about is a priority area, but number four in this list.
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5. Support for carers

Carers here are defined as family members or friends who provide unpaid
support for someone with a learning disability. In speaking with people with a
learning disability, they did not always recognise the ‘caring’ role played by their
family member and thought that ‘carer’ referred to the paid carers they saw

as part of their day-to-day care and support. Family carers themselves do not
always recognise themselves as a ‘carer’ and entitled to support.

Support for unpaid carers was identified as a very important part of any support
for a person with a learning disability, though current data does not give an
accurate indication of how many carers of someone with a learning disability are
accessing any kind of support to help them as a carer in Norfolk.

Support for unpaid carers was also highlighted as key issue in the summer 2023
engagement with Norfolk residents - called Conversations Matter. Conversations
Matter listened to residents’ experiences of adult social care and to better
understand their expectations and how we can help them. The engagement
feedback has formed the basis for how the Promoting Independence Strategy
will be updated, which outlines the vision and priorities for Adult Social Services
in Norfolk, including our ambitions to better support unpaid carers, and this new
approach will sit alongside the new LD Plan.

Although Carers Matter Norfolk took on the role for NCC of providing carer's
assessment, information, support and advice in 2021, some carers expressed
confusion about whether Carers Matter Norfolk could be used to support them,
and others shared that knew of friends who had received excellent support

and were hoping to try and access support for themselves. Figures from Carers
Matter Norfolk suggests they provided support to 113 carers of someone with a
learning disability in 2022. As part of the new LD Plan, there is a commitment to
improving the data in relation to numbers of carers for someone with a learning
disability receiving carer support, and also in sharing the range of caring support
that can be provided by other providers, as part of helping carers have access to
different types of support.

Help with transition to Adult Services - a new NCC Preparing for
Adult Life Service (PfAL)

This LD Plan is focussed on the support for adults with a learning disability but
also includes planning for the needs of those young people who are transitioning
into adulthood. A focus is on young people who from the age of fourteen will

be supported by the NCC PfAL team, as they are likely to be supported by Adult
Social Services when the turn eighteen.

The new PfAL team was designed in partnership with young people and their
carers, as well as professionals from all the different agencies supporting young
people and adults. This new service started in January 2020 and is funded by
both Adult Services and Children’s Services and supports young people with a
disability from aged 14 as they prepare for adulthood.
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Children who are currently being supported by Children’s Services or Specialist
Health services and who are likely to still need support after they turn 18, can

be referred from the age of 15 onwards to the PfAL team for an initial Care Act
assessment. Each Norfolk locality has their own transition social worker who will
make the referral.

There are four preparing for adult life outcomes which are —employment, being
healthy, being part of your community and being independent and these
outcomes align with the expressed outcomes in the new LD Plan.

The Preparing for Adult Life team works with a wide range of people from
education, health, Children’s Services, Adult Services and the voluntary sector
as part of carrying out a Care Act (2014) assessment and helping to develop a
‘transition care and support plan’ for each person.

People have told us that they really like the new Preparing for Adult Life Service as
it has helped them to understand everything that is being done to help a person
who is moving from Children’s Services to being supported by Adult Services.

Young people and their families have said that they like that finding the right place
to live, being healthy, being part of your community and thinking about work or
further education and training is included as part of a person’s transition plan.

25 | Norfolk Adults Learning Disability Plan 2023 - 2028




6. Actions and outcomes

In drawing up the LD Plan, the specific actions that would be needed to

help support the expressed outcome and who would lead on carrying out

each action has been identified. A detailed LD Delivery Plan was drawn up to
help practitioners in carrying out their specific actions and ensuring they are
gathering the suggested evidence to demonstrate the measures of success that
will enable a person with a learning disability and their carer to know whether
the plan is working or not. This detailed non-easy read plan will also be published
on the Norfolk Adults Learning Disability Partnership Board website.

Members of the Norfolk Adults Learning Disability Partnership, including NCC
and the ICB and all those providers who work with people with a learning
disability and their carers, are included in having a role to play in carrying out the
actions to help people achieve their desired outcomes.

Specific Actions linked to outcomes and who is leading on each area

1. Choices about where | live
“l want to be able to choose who I live with”

a) Adult Services Operational Teams will support people to think about where
they would like to live and who they would like to live with as part of their Care
Act assessment & plan of support;

b) NCC Specialist Housing Team will develop promotional / educational materials
to help the Council provide better information about the different types of
housing being developed and how to help people find a place to live;

c) NCC Specialist Housing Team will provide more easy read information to
explain the specialist housing options in Norfolk. (See also current easy read
Supported housing information).

Types of Supported Living we now offer:

« Supported Living in shared housing is a shared house where people have their
own bedrooms. It has shared spaces where people can come together, like a
living room and kitchen;

« Supported Living for enablement are shared homes or groups of homes
where people live on their own, that are close together. People live in them for
a short time to build their skills and confidence, so they can move into more
independent housing;

« Supported Living in community housing are Individual homes that are close
together. People live on their own, but with support available. There might be
some shared spaces where people can come together;
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« Supported Living for higher care and support needs are homes for people
who need more help to do the things that want to do. They are self-contained
houses or bungalows;

d) LD Partnership members will share information about the housing support
they are providing;

e) Through the Promoting Independence pilot for Life Opportunities, Adult
Services LD Commissioners will work with providers and individuals to identify
established friendship groups who require accommodation to help them in
choosing who they want to live with.

“l want help to stay living in my own home”

a) Adult Services Operational Teams will support people to think about where
they would like to live and what help they might need to stay living at home,
as part of their Care Act assessment & plan of support;

b) Adult Services Operational Teams and NCC Assistive Technology Team will
make sure that people have the right equipment and technology to feel safe
and happy in their home;

c) Support from Integrated Housing Adaptation Teams to help people access
Disabled Facility Grants available through district councils.

“l would like to be able to move to my own home so that | can cook my own
meals instead of these being made for me”

a) Specialist Housing Team & Adult Services LD Commissioners are investing in
building more types of housing to support people with a learning disability
to live as independently as possible, which can include having access to a
kitchen;

b) Specialist Housing Team will publish information on the Specialist Housing
website;

c) Adult Services Operational Teams & LD Commissioners will support people to
develop the skills they need to move into their own home.

“l want to move nearer the town so that | can be nearer my friend(s)”

a) Development of housing solutions in market towns by Specialist Housing
Team so that people are close to local facilities.

“l want to move somewhere that will let me have a dog”

a) Adult Services & Specialist Housing will explain about the different types of
housing available;

b) Development of a range of housing solutions across Norfolk, including
working with landlords to encourage pets to be permitted in housing is carried
out by Specialist Housing Team & LD Partnership providers.
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2. Being healthy
“l want support with health and dentist appointments”

a) Primary Care will support people to register with a local doctor and to receive
an annual health check and health action plan (which includes dental check
information);

b) Primary Care & Community Health teams will support people to register with a
dentist;

c) Primary Care & Community Health teams will identify those individuals
who need extra support and preparation to attend appointments, such
as desensitisation support for blood tests and preparation for screening
appointments;

d) Acute & Community Health teams will involve the familiar carer in a person’s
support where this is needed;

e) Acute & Community Health teams will support staff at hospitals to make sure
they make decisions about people with a LD in the right way;

f) Acute & Community Health teams will provide information about the named
LD nurses at hospitals;

g) Acute & Community Health teams and Advocacy Support will involve advocacy
& care coordination support for those with complex health profiles and limited
social support.

“l want support with my mental health”

a) Medicines Optimisation, Community Learning Disability Teams, and LD
Psychiatry Service will work with health professionals, care providers, families,
and learning-disabled people to ensure no one is on too much medication;

b) NHS providers and private inpatient hospital will monitor the progress of
anyone held in seclusion or segregation in inpatient settings and provide
support to ensure efforts are made to mitigate this from happening;

c) Hertfordshire Partnership Foundation Trust (HPFT) and Norfolk & Suffolk
Foundation Trust (NSFT) are going to Transform Inpatient Provision;

d) Intensive Support will be available to Learning Disabled people entering a
crisis in the community, who have been flagged to the Intensive Support
Services through the use of the Dynamic Support Register;

e) Small Supports Project and Individual Service Funds project will support more
people to access a Personal Health budget;

f) Small Supports Project and Individual Service Funds project will transform
our approach in services to understand behaviour and how to mitigate risk,
in a positive way, building on people’s strengths with the use of the Positive
Behaviour Support approach.
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“l want help in choosing a healthy diet”

a) Primary Care, Specialist Dieticians, Community Health teams and all care
providers will support people to eat better (and this will be recorded as part of
the health action plan);

b) Primary Care, Specialist Dieticians, Community Health teams and all care
providers will work with all care environments to train staff around supporting
residents with better nutrition and building more exercise into social activities.

“l want help to get exercise”

a) Community Health teams and all care providers will support people to live
healthier lives by exercising more;

b) Community Health & LD Partnership members will share information about
the different groups and activities available in the local area to support better
health. (This includes information available from Active Norfolk)

“l want help in losing weight”

a) Community Health teams and all care providers will work with all care staff to
help learning disabled people lose weight and be more active;

b) Primary Care, Community Health teams & Specialist LD nursing services will
support people to live healthier lives (and this will be recorded as part of the
health action plan).

“l want advice about sex and relationships”

a) Specialist LD services and Norfolk care providers will support people with
information and training about sex and relationships;

In the community people can self-refer to access free Integrated Contraception
and Sexual Health Service (ICaSH).

“l would like to be sent a text to remind me about my health appointment”

a) Primary, Acute & Community Health teams will provide information for people
in a way they understand, such as using hospital passports;

b) Primary, Acute & Community Health teams will ensure that person centred
reasonable adjustments are made in communicating with a person with LD
as part of helping individuals to access their health care support. This includes
supporting people who cannot use technology or text messages.
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3. Help to be an independent as possible
“l want help with getting a job”

a) Employment Team (Adult Services) & Life Opportunities providers supported
by LD Commissioners will support people who are currently being supported
by Adult Social Services, into paid employment through help from the Norfolk
Employment Service or the Life Opportunities — Skills & Employment pathway
with Day Services;

b) Adult Services Employment Team will support people with a LD and / or
autism into employment through the Local Supported Employment (LSE)
Scheme;

c) Adult Services Employment Team (Skills & Employment Team) will work
with employers to become ‘Disability Confident’ and more able to support
someone with a LD at work;

d) As a partnership, LD Partnership members will share information about the
types of employment support we are offering and will also signpost people to
things such as supported internships, apprenticeships or vocational training.

“l would like to know about the different things there are for me to do in my
neighbourhood”

a) LD Commissioners & Adult Services Operational Teams will help people to find
out about the different activities they can do as part of the Life Opportunities -
Promoting Independence or Enriching Lives support from day services;

b) As a partnership, LD Partnership members, including links with Community
Connectors, Libraries, Adult Learning, Social prescribers & Development
workers will agree the best way to work together with the different
organisations and available resources as part of identifying the range of
community support & activities available for people with a LD.

See Information about social prescribers.

See Information about Community Connectors.

See Information also available from Norfolk Community Directory.

See Information about courses from Adult learning.

c) As a partnership LD Partnership members will identify the best ways of
sharing information about the range of activities available in each area for a
person with a LD, to help people know about what is available in their area as
each locality may have different things available.
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“l would like help learning to cook”

a) As part of a person’s Care Act assessment or Review, & plan of support Adult
Services Operational Teams will discuss how to help a person develop their
independence skills;

b) LD Commissioning of Day Services will help people to develop life skills through
the Life Opportunities - Promoting Independence support from day services;

c) As a partnership, LD Partnership members will share information about the
types of support to develop independence skills they are offering and other
local information such as Adult learning.

“l would like to feel safe in my own home and when | am out and about”

a) Adult Services Operational Teams, Health teams, Adult Safeguarding Team
and Norfolk Safeguarding Adults Board will take any safeguarding concerns
seriously and will encourage an individual to talk to someone they trust and
ask for their help to report this safeguarding concern.

Easy read protecting adults information.

b) LD Commissioning of Day Services will support people with complex needs to
learn skills to keep themselves safe through the Life Opportunities — Enriching
Lives support from day services;

c) LD Partnership members, Adult Services, Health teams and Norfolk
Safeguarding Adults Board will support the commitment to safeguarding

principles in helping someone with a LD to understand about keeping
themselves safe.

See other training resources available:
Making Safeguarding Personal - YouTube
Tricky Friends animation | Norfolk Safeqguarding Adults Board

“l would like to know about what is on in the evenings and weekends that |
could join”

a) As a partnership, LD Partnership members, including links with Community
Connectors, Libraries, Social prescribers & Development workers will agree
the best way to work together with the different organisations and available
resources as part of identifying and sharing information about the range of
community support & activities available in the evenings and at weekends for
people with a LD.
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“l want help with managing my money and paying my bills on time”

a) LD Commissioning of Day Services will help people to develop life skills
around handling money through the Life Opportunities — Skills & Employment
support from day services;

b) As part of a person’s Care Act assessment or Review, & plan of support Adult
Services Operational teams and NCC Finance team can discuss support for a
person to develop the money management skills and possible support from
the Money Support Service;

c) As a partnership, LD Partnership members will share information about the
types of support with money management skills we are aware of locally.

4. Getting out and about
“l want there to be more public transport where I live”

a) LD Partnership with links with Active Norfolk, Community Connectors
and other agencies will work together with partners involved in making
improvements to public transport to share ideas for improvements;

b) LD Partnership members to identify key links to help explore ways to enable
people to use their bus pass to travel to work for free before 09:30 (currently,
people with a bus pass pay the reduced ‘concessionary’ rate if they travel
before 09:30);

c) LD Commissioners and Specialist Housing Team will consider the availability of
good transport links when developing new housing provisions.

“l would like more people to be able to use accessible toilets”

a) LD Partnership members to identify key people to help with this, including
links with Community Health, Community Connectors, Social Prescribers
& Development workers to work together with partners to identify ways of
improving access to toilets for the disabled across Norfolk.

See information about Changing Places.

“l would like to feel safe when | am out and about”

a) Adult Services Operational teams, Preparing for Adult Life Service &
LD Commissioners will support people to feel confident in travelling
independently using travel training such as Titan for Adults or other travel
training provided as part of Life Opportunities — Skills & Employment support
from day services;

b) LD Partnership members will help people to develop skills around being able
to travel independently, including help to access support from Adult Learning
if appropriate;

c) As a partnership, LD Partnership members, including links with Community
Connectors, Social prescribers & Development workers will work together to
identify how the Safe places Scheme could be re-started to help people find a
‘safe place’ when they are out in the community.
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“l would like there to be training for people who provide transport for people
with a learning disability”

a) LD Partnership members will explore what training they could use to help taxi
and bus drivers in supporting people with a LD.

“l would like there to be a festival for adults with a learning disability”

a) As a partnership, LD Partnership members and possible help from other
partners will work together to explore the various options and funding help to
plan for a festival for adults with a LD in Norfolk.

5. Support for carers
“l want to know what help is out there to support me as a carer”

a) Adult Social Services & Carers Matter Norfolk will clarify what support carers
can access using the Norfolk County Council website and the types of support
available from Carers Matter Norfolk. Carers Matter Norfolk offer printed
resources to organisations / people who request them;

b) Health partners, LD Partnership members and Carers’' Voice will share
information about the different groups and support available in the local area
to help carers.

“l want to be able to contact someone when things are getting more difficult
for me as a carer”

a) Adult Social Services will provide contact information for carers for when
things are changing or getting more challenging (Tel: 0344 800 8020 or Text
Relay (18001 0344 800 8020);

b) Carers Matter Norfolk provide telephone support for carers and offer a
resource of information and access to a range of possible support, including
linking with Adult Social Services as needed.

“It is not clear to me how | can get help for me as a carer”

a) As part of our Care Act assessment or review of the person you care for,
Adult Services Operational Teams & Health partners will also discuss possible
support for you as a carer (this may include support to specifically recognise
yourself as an (unpaid) carer);

b) Adult Services Operational Teams & Health partners will provide information
about help for carers through an online form or by completing a Carers online

request;

c) Carers Matter Norfolk will provide information about how to get support from
Carers Matter Norfolk.
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“l want to know what will happen when | am too old to continue in my role”

a) As part of our Care Act assessment or review of the person you care for, Adult
Social Services will discuss with you planning for the future care of the person
with a LD, such as helping the person develop their independence skills or
planning for alternative care or move into own housing;

b) Carers can complete a Carer’s Emergency plan or by calling Tel: 0344 800
8020 or through Carers Matter Norfolk.

“l need regular breaks to support me to keep on being a carer”

a) As part of our Care Act assessment or review of the person you care for, Adult
Social Services will look at providing replacement care for the person you care
for, to allow the unpaid carer to have a break;

b) Adult Social Services, Health partners & care providers will work together with
health & care providers in providing carer break / respite;

c) Carers Matter Norfolk offer planned short-term breaks which can be accessed
by contacting them via their website or by their Carer Advice Line.

“l would like to be able to join a carers’ support group”

a) LD Partnership members will identify and share information about the range
of carer support available in each area, including carer support groups;

b) Carers Matter Norfolk have a full list of carer support groups and provide
information about these on their website, newsletter, or by telephoning (Tel:
0800 083 1148).
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7. How will you know if
it’s successful?

Within this plan is the commitment to provide evidence for people and their
families about what is being achieved and what is still to happen. In drawing up
the LD Delivery Plan, the success criteria for each outcome were aimed to be
SMART that is Specific, Measurable, Achievable, Realistic and have a Timescale to
when it was likely to be achieved.

Within the LD Plan, information is given as to which department will provide a
report or update on their planned actions and whether this is provided every
6-months or annually.

Responsibility for the delivery of the LD Plan 2023 - 28 will be led by the Norfolk
& Waveney Learning Disability and Autism Programme Board which includes
people from NCC and the ICB and other health partners. It was agreed that the
Norfolk Adults Learning Disability Partnership Board will have a role to monitor
what is, and what is not, being delivered from the Partnership’'s perspective

and to feed this into the Programme Board. In this way, people with a learning
disability and their carers will be able to continue to be engaged in sharing their
ideas and feedback and being part of making improvements to the plan as
needed.

As well as providing information and updates for the Norfolk & Waveney Learning
Disability and Autism Programme Board, it was identified that the Norfolk
Adults Learning Disability Partnership Board have a key role to play in sharing
information from the programme Board about the progress towards agreed
actions and where any changes to the LD Plan that have been suggested are
being made.

Success criteria linked to expressed outcomes

1. Choices about where | live
“l want to be able to choose who I live with”

a) Individuals report that they felt able to choose where they live and who they
live with (or live by themselves);

b) Specialist Housing produce four case study videos and an animated
educational overview video to help individuals and carers understand the
different housing options available;

c) Easy read information will be available to provide clear information to support
people to understand the different housing schemes;
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d) LD Partnership website will share good news stories and data about people
helped to find their choice of home;

e) Report from Life Opportunities Programme outlines how people are being
helped to increase their friendship skills as part of helping them choose who
they want to live with.

“l want help to stay living in my own home”

a) Individuals are supported to make a choice about where they will live and
understand the possible care options to enable them to stay at home;

b) More people will benefit from home adaptations to meet their needs;

c) Data about numbers supported will be shared annually.

“l would like to be able to move to my own home so that | can cook my own
meals instead of these being made for me”

a) 181 new homes for people with LD and / or autismn made available across
Norfolk. Implementation of Small Support Programme for bespoke housing
opportunities is carried out;

b) Information about the different types of housing available is published on the
Specialist Housing website;

c) Increase in number of people being supported to develop independence skills
to manage their own home, or with specific support.

“l want to move nearer the town so that | can be nearer my friend(s)”

a) Responding to what people have told us, the majority of new homes to be in
market towns or the city, and to be in a range of locations covering all districts
across Norfolk.

I want to move somewhere that will let me have a dog

a) Supported Living webpages that remain up to date with the information
people need to make decisions about their housing;

b) Good news stories from providers about range of housing support being
provided is shared on LD Partnership website and communicated more
widely. Scheme is introduced to support responsible pet ownership.
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2. Being healthy
“l want support with health and dentist appointments”

a) A minimum of 75% of people with LD will have an annual health check and
100% of those people will have a health action plan as part of their annual
health check;

b) More people will be able to register with a dentist;

c) More people will attend screening appointments and feel better prepared for
medical appointments;

d) The health action plan is shared with the commmunity teams and family / carer,
as well as the person with a LD. Health will request evidence from providers
about how they support individuals and their carers;

e) Evidence of compliance with Mental Capacity Act and good documentation /
medical records. Health will provide information about the experience of the
patient, family and carer as they navigate health services;

f) People will be able to find information about support for a person with a LD in
hospital,

g) People with LD and their familiar carers receive advocacy support to help in
understanding complex health needs and plan of support.

“l want support with my mental health”

a) There will be a reduction in pharmacological responses to managing learning
disabled people in the community;

b) There will be a reduction in the cases/incidents that require seclusion or
segregation;

c) An improvement in poor quality and outdated services, sees less people
needing to go out of county for an inpatient admission; a reduction in length
of stay and ensuring needs led admission, on basis of needs not diagnosis;

d) There will be a reduction in hospital admission or admission avoidance work
of learning-disabled people as we work with people more proactively before a
crisis emerges;

e) There will be an increase in people entitled to NHS Continuing Healthcare and
subject to Section 117 aftercare being considered for Personal Health budgets;

f) A better understanding of behaviour will emerge with the continued effort
to roll out Positive Behaviour Support training and extra support for care
providers, in this area of specialism. Implementation of the pilot of the
specialist positive behaviour support service and see a corresponding increase
in quality improvement in LD services.

“l want help in choosing a healthy diet”
a) Increase in the number of people with LD being supported to eat better;

b) Care Quality reports will outline improved focus on weight management.
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“l want help to get exercise”

a) Increase in the number of people being supported to increase their levels of
exercise;

b) Information about the range of different activities available to help people
with LD live healthier lives is shared across the LD partnership.

“l want help in losing weight”
a) Increase in the number of people with LD being supported to lose weight;

b) Increase in the number of people with LD being supported to live more
healthy lives.

“l want advice about sex & relationships”

a) People with LD, and their carers, can receive information and support to be able
to discuss sex and relationships as outlined by the Care Quality Commission.

“l would like to be sent a text to remind me about my health appointment”
a) People receive information about their health in a way they understand,;

b) People receive individualised support. Familiar carers are involved in the
decision-making around the person’s care and support in line with the Mental
Capacity Act.

3. Help to be an independent as possible
“l want help with getting a job”

a) There is an increase in the number of people with a LD, known to Adult Social
Services, getting into paid employment (goal of 10% by 2028);

b) There is an increase in the number of people with a LD and / or autism being
supported into employment (goal of 30% of LSE participants by March 2025);

c) Information about number of Norfolk employers who are registered as
‘Disability Confident’ is published on gov.uk website;

d) LD Partnership members share information and good news stories about
people with LD they have supported into employment.
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“l would like to know about the different things there are for me to do in my
neighbourhood”

a) As part of the Life Opportunities Scheme, individuals are able to choose
a range of activities they can access, including things like gardening and
working with animals;

b) LD Partnership Board develops wider network of members to extend ability
of the LD Partnership to broaden knowledge about range of support being
provided across Norfolk;

c) People with LD, their families and care providers are able to find out about a
wide range of activities available for a person with LD in Norfolk.

“l would like help learning to cook”
a) Increase in number of people being supported to develop independence skills;

b) Report from Life Opportunities Programme outlines how people are being
helped to increase their life skills;

c) LD Partnership members share information and good news stories about
types of skills they have supported people with LD to develop.

“l would like to feel safe in my own home and when | am out and about”

a) Safeguarding report outlines Norfolk's partnership work in seeking to keep
people safe and free from abuse and neglect;

b) Report from Life Opportunities Programme outlines how people are being
supported to keep safe through the Enriching Lives support;

c) Safeguarding report outlines Norfolk's partnership work in making sure people
with a LD and staff supporting them receive updated safeguarding training to
support people with a LD from abuse or neglect.

“l would like to know about what is on in the evenings and weekends that |
could join”

a) Information about activities and events for people with LD that are on in the
evenings or at the weekends is made available.

“l want help with managing my money and paying my bills on time”

a) Report from Life Opportunities Programme outlines how people are being
helped to increase their life skills;

b) People feel able to discuss possible support to help them manage their money
and find support to help with this;

c) LD Partnership members share information and good news stories about how
they have supported people with LD to develop money management skills.
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4. Getting out and about
“l want there to be more public transport where | live”

a) The LD Partnership members are able to link with relevant agencies to provide
feedback & make improvements;

b) The LD Partnership works together with partners to agree possible ways to
make changes so that people can use their bus pass before 09:30;

c) Information about new housing and access to public transport and shops is
made available.

“l would like more people to be able to use accessible toilets”

a) LD Partnership works together with partners to agree possible ways to make
changes.

“l would like to feel safe when | am out and about”

a) Report from Life Opportunities Programme outlines how people are being
helped to increase their skills around traveling independently;

b) LD Partnership members share information and good news stories about
types of travel training skills they have supported people with LD to develop;

c) Shops and other places display the ‘Safe Places’ sign and have staff who can
support a person with a LD who asks for help ‘to be safe’

“l would like there to be training for people who provide transport for people
with a learning disability”

a) LD Partnership works together with About with Friends to agree possible ways
to provide training for taxi drivers across Norfolk.

“l would like there to be a festival for adults with a learning disability”

a) LD Partnership works together with other agencies & organisations in
identifying planning for a festival for adults with a LD in Norfolk.

5. Support for carers
“l want to know what help is out there to support me as a carer
a) Support for carers is made clearer

(Carers Matter provide a Carer Advice Line for people to call (Tel: 0800 083 1148).
and an online self-assessment service. They have a team of Community Advisers
who can provide a Care Act Carer’s Assessment and Carer's support plan, as well
as a range of other types of community support based on the individual carer’s
needs. They can also refer carers to other organisations as needed);

b) The range of support for carers across Norfolk is identified and shared through
the LD Partnership website and other communications, including Carers’
Voice Norfolk.
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“l want to be able to contact someone when things are getting more difficult
for me as a carer”

a) Carers will be able to make to make contact with Adult Services (as expressed
within NCC's Customer Service Charter - Norfolk County Council);

b) Carers will be supported in their caring role and to support their physical
health & wellbeing.

“It is not clear to me how | can get help for me as a carer”

a) Information for carers is kept up to date;

b) As in point a)

c) Carers Matter Norfolk provides up to date information that can help carers
access support for themselves.

“l want to know what will happen when | am too old to continue in my role”
a) Carers are supported to discuss their concerns and make plans for the future;

b) Carers are able to plan for what can happen for the person they care for should
something happen to them.

“l need regular breaks to support me to keep on being a carer”
a) Carers receive support to take regular breaks from their caring responsibilities;
b) Carers are able to access a break away from being a carer;

c) Carers Matter Norfolk provides up to date information that can help carers
access a range of support.

“l would like to be able to join a carers’ support group”

a) LD partnership members identify & share information about range of carer
support they identify;

b) Carers Matter Norfolk provides up to date information that can help carers
access a range of support.
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8. Agreed ways of
collecting feedback

As part of developing the Learning Disability Plan, people were able to codesign
how they would like to be involved in the ongoing monitoring and feeding back on
whether the new plan is working or not. All the feedback was used to design the
process that will be used for monitoring the plan, and people were able to identify
the wide range of ways that they would like to be involved in giving feedback.
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Face to face Zoom meetings Using email and/or Social media
meetings an online survey
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Using games or tools Having audio Sharing your ideas Sending a postcard
that help people who or video recordings with someone else

do not want to speak, of the Plan available = who can speak for you
to share their ideas

It was also highlighted from the ‘Looking Back’ document and the overall
engagement process that there needs to be a commitment by all the LD
Partnership members in providing improved communications. This will ensure
that more people with a learning disability, their families and the people working
or supporting them, are able to find out about how the plan is working and to
receive updates in a format they can access, as well as being given the opportunity
to engage in providing feedback on whether they feel the plan is working or not.
In this way it is envisioned that people living in Norfolk and their carers will feel
they are receiving support as part of the agreed LD Plan 2023 - 2028.
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About this Plan (1)

We are the Norfolk Adults Learning Disability Partnership, and
this includes Norfolk County Council and the NHS Norfolk and
Waveney Integrated Care Board and all those providers who
we work with.

This plan is about how we will work together to make life
better for adults with a learning disability, and their carers, in
Norfolk.

All people with a learning disability should have a good, safe
and healthy life.
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About this Plan (2)

From April 2023 to November 2023, people living in Norfolk
with a learning disability and their carers helped make this
plan.

More than 201 people across Norfolk with a learning
disability and 63 unpaid carers shared their ideas for the new
plan.

144



About this Plan (3)

97 professionals and people from the voluntary sector also
" shared their ideas for the new plan.

There were other people with a learning disability who
shared their ideas with someone who supports them. These
ideas were then shared for the plan, but we do not know
how many people did this.
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About this Plan (4)

People shared their ideas in face to face meetings across
Norfolk or through the easy read and online survey.

This was shared through social media and the Learning
Disability Partnership website.
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About this Plan (5)

: Plan

People also sent their easy read questionnaires to us by post
and other people sent us their ideas by email.

All the ideas and things people had said or written were put
together into a first version of the new Learning Disability
Plan.
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About this Plan (6)

:_Plan

QQ ' This draft plan was then shared with people to check that it
included what people had said and that it made sense.

There were 5 main things people told us were important to
support people with a learning disability living in Norfolk.

We have used the words of people with a learning disability
and their carers to describe what is important to them in each
section.
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About this Plan (7)

There are different organisations and charities who support
people with a learning disability and their carers.

= Plan

¥ Q This easy read plan will describe the main things that the
B oSy different organisations will do to help.

=l
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1. Choices about where | live

| want to move
nearer the town
so that | can be
near my friends

| want fo move
somewhere
that will let me

have a dog | would like fo be able

to move somewhere
that | can cook my
own meals instead of

| want help
to stay living
in My own
home

| want to be
able to choose
who | live with
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1. The main things we will do

Adult Services and Norfolk County Council Housing Services
will share information about the different types of housing for
people with a learning disability and what new supported
housing is being built.

Members of the Learning Disability Partnership and other
providers will share information about the housing support
they help people with.
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1. The main things we will do

Adult Services and other providers will support people with a
learning disability to live independently.

Adult Services will provide equipment or other changes to
support a person in the home and to help keep them safe.
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2. Being healthy

would like to
be sent a text
to remind me
about my
health
appointment

| want help to
get to exercise

| want support
with my mental
health

| want advice
about sex and
relationships

| want support

with health and
denfist

appointments

| want help in
choosing @
healthy diet

| would like help
with losing weight
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2. The main things we will do

Primary Health teams will help people to register with a local
doctor and to have an annual health check and health action
plan.

Health and learning disability providers will help people
register with a local dentfist.

Health staff will provide extra support to people with learning
disabilities to help them be able to attend hospital and other
medical appointments.
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2. The main things we will do

oo

Health will provide information about the named learning
disability nurse at hospital and how to get help from them.

Specialist learning disability nurses and care providers will support
people with information and training about sex and relationships.

= =

E—: = Members of the Learning Disability Partnership will share information
éy about the different groups and activities going on in the local area to
= g‘; support better health.
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3. Help to be as independent as possible

| would like
help learning
to cook

| would like to
feel safe in my
own home and
when | am out
and about

| want help with
getting ajob

| want to know
about whatis onin
the evenings and

| would like 1o

| want help with know about the

managing my different things weekends that |
money and there are for me could join
paying my bills to do in my

on fime neighbourhood
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3. The main things we will do

Members of the Learning Disability Partnership, other
providers and professionals will work together to find out
about the different activities in each area and agree the
best way to tell people about these.

Adult Services and learning disability providers will help
people with a learning disability into a paid job or other work
experience and volunteering opportunities.

157



3. The main things we will do

Norfolk County Council and learning disability providers to tell people
about the help for people to manage their money.

Members of the Learning Disability Partnership will tell people about
the different groups and activities going on in the local area to help
a person feel more independent.

Learning Disability Partnership to develop a wider network of
members to develop support available across Norfolk.
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| would like
there to be @
festival for adults
with a learning
disability

4. Geiting out and about

| want there to
bbe more public
transport where |
live

| would like there to
be fraining for
people who provide
transport for people
with a learning
disability

| would like 1o
feel safe when |
am out and

| would like more
people to be able
to use accessible
toilets
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4. The main things we will do

Travel Training

Adult Services and learning disability providers to help
people with tfravel training.

Learning Disability Partnership members to look at ways to

help people to use their bus pass to fravel to work before
09:30.
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4. The main things we will do

Members of the Learning Disability Partnership will work
together to find out how 'Safe places' can be re-started to
help people feel safe when they are out and about.

Adult Services, Health partners and other Learning Disability
Partnership members to link with About with Friends to see
what training is available for taxi drivers to support people
with learning disabilities.
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5. Support for unpaid carers

| want to be able
to contact
someone when
things are getting
more difficult for
me as a carer

| want to know
what help is out
there to support
me as a carer

| want to know
what will happen
when | am too old
to continue in my

It is not clear to
me how | can
get help

| would like to

be able to join
a carers

support group

| need regular

breaks to support
me to keep on

being a carer

162



5. The main things we will do

Adult Services, including Business Lead for Carers and Norfolk
Carers Matter will make it clearer what support carers can get
and how they can get this.

Car;rsMatterfgorm Adult Services and Norfolk Carers Matter will provide contact
information for carers to use for when things are changing or
‘ getting harder for them.

Members of the Learning Disability Partnership will collect and
share information about what support is available nearby for
carers, such as carer support groups.
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How we will check whether the plan is working or

not (1)

{8
Qm

M

As part of putting this plan together, people with learning
disabilities, carers and other professionals and providers
shared their ideas for how they can provide feedback on
whether the new plan is working or not.

It was agreed that people will be helped to share their ideas
in different ways, and to make sure their ideas are at the

centre.
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How we will collect feedback (1):

Face to face meetings

Zoom meetings

Using email and / or an
online survey
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How we will collect feedback (2):

Using games or tools that
help people who do not
want to speak, to share

their ideas
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Having audio or video
recordings of the Plan
available

Sharing your ideas with
someone else who can
speak for you
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How we will collect feedback (3):

R.Smith []

) 224 West Street
LP15PD

Social media Sending a postcard
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How we will check whether the plan is working or
not (2)

B B ot Every 6 months, members of the Learning Disability Partnership
1=— (w3 eg‘s Board will gather together all the feedback from as many
= ] \ES_%'J people as possible and put this into a report.

The Learning Disability Partnership Board will share this report
with the Norfolk and Waveney Learning Disability and Autism
Programme Board every 6 monthes.

This Programme Board includes people from the NHS, Norfolk
County Council and organisations they work with.
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How we will check whether the plan is working or

not (3)
£

l

5\-
Law

The Programme Board are responsible for checking whether
the Learning Disability Plan is working or not and looking at
what changes are needed to make it better.

Members of the Learning Disability Partnership will share
information to let people know how the plan is working.

This information will be shared in different ways so that as

many people as possible can hear how the Learning Disability
Plan is working, or what changes are being made.
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Item No: 5, Appendix 3

Detailed Delivery Plan for the agreed Learning
Disability Plan 2023 - 2028

Delivery of The Learning Disability Plan 2023 - 28 will be led by the Norfolk & Waveney
Learning Disability and Autism Programme Board which includes people from Norfolk
County Council and the Integrated Care Board and other health partners.

The Learning Disability Partnership Board will have a role to monitor what is, and what
is not, being delivered from the Partnership's perspective and to feed this into the
Programme Board.

The Learning Disability Partnership Board will support sharing information from the
partners in relation to progress towards agreed actions to assist in improved
communications and updates on "You said, what we are doing / have done'.

There are five identified priority areas:
1. Where | live;

2. Being Healthy;

3. Being independent;

4. Getting out and about; and

5. Support for unpaid carers.

Please click on each of the Tabs below to identify the specific actions and who is
responsible for carrying out the action and reporting back on progress being made.
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Detailed Delivery Plan for the agreed Learning Disability Plan 2023 - 2028

1 CHOICES ABOUT WHERE | LIVE

Expressed outcome
(shared by people in
co-production or in
the online survey)

Key Actions (what will be done to help
achieve this)

Timescale (when
will we realistically
achieve this?)

Who will be doing
this (and any
partners)

Who will report
back on this to the
Programme Board?

How will you know if we are
successful?

Latest Update

Completed?
(YES/NO)

(i)  want to be able to
choose who | live

a) We will support people to think about
where they would like to live and who they

Adult Services

Assistant Director

Individuals report that they felt able

with. would like to live with as part of their Care Ongoing Operational Teams Integra_ted to chgose yvhere ’Fhey live and who
Operations they live with (or live by themselves)
Act assessment & plan of support.
b) We will develop promotional / educational Production of 4 case study videos
materials to help the Council provide better . , . , and an animated educational
: . . Specialist Housing [Specialist Housing . : o
information about the different types of 2024 team (NCC) report overview video to help individuals
housing being developed and how to help P and carers understand the different
people find a place to live housing options available.
c) We will provide more easy read Eas'y read |nformat|on will be
; ; ; I . . . . . available to provide clear
information to explain the specialist housing Specialist Housing ([Specialist Housing |. .
: ; 2024 - 2028 information to support people to
options in Norfolk. (See also current easy team (NCC) report . :
. : understand the different housing
read Supported housing information).
schemes.
d) LD Partnership members will share . LD Partnershlp.websne will share
. : ) LD Partnership Report from LD good news stories and data about
information about the housing support they |2024 - 2028 . : . :
L. members Partnership Board |people helped to find their choice of
are providing.
home.
e) Through the Promoting Independence
pilot for Life Opportunities, we will work with . . Report from Life Opportunities
. . ) : Assistant Director .
providers and individuals to identify o Programme outlines how people
. . . . 2024 - 2025 LD Commissioning |Integrated ) : .
established friendship groups who require . are being helped to increase their
. , . Operations . . .
accommodation to help them in choosing friendship skills.
who they want to live with.
(if) want help to stay [a) We will support people to think about Individuals are supported to make a
living in my own i i i ill i
ving | y ow where .they would like to .I|\./e and what help . Adult Services Adult Services choice about where they YVI|| live
home. they might need to stay living at home, as Ongoing Operational Teams |Operational Teams and understand the possible care
part of their Care Act assessment & plan of P P options to enable them to stay at
support. home.
b) We will make sure that people have the Adult Services and Assistant Director , ,
: : . support from More people will benefit from home
right equipment and technology to feel safe [Ongoing L Integrated . .
: . Assistive . adaptations to meet their needs.
and happy in their home. Operations
Technology team
Z)dzufaaic:)r; f_T_C;rngl]r;t‘t%g rhacrlad l—clezufelzngccess Integrated Housin Assistant Director Data about numbers supported will
P P peop Ongoing 9 g Housing & Capital PP

Disabled Facility Grants available through
district councils,

Adaptation Teams

programme

be shared annually.
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https://www.norfolk.gov.uk/-/media/norfolk/downloads/care-support-and-health/housing-with-support/supported-living-in-norfolk-easy-read-february-2023.pdf
https://www.norfolk.gov.uk/-/media/norfolk/downloads/care-support-and-health/housing-with-support/supported-living-in-norfolk-easy-read-february-2023.pdf
https://www.norfolk.gov.uk/-/media/norfolk/downloads/care-support-and-health/housing-with-support/supported-living-in-norfolk-easy-read-february-2023.pdf
https://www.norfolk.gov.uk/-/media/norfolk/downloads/care-support-and-health/housing-with-support/supported-living-in-norfolk-easy-read-february-2023.pdf

(iii)  would like to be
able to move to my
own home so that |

a) We are investing in building more types
of housing to support people with a learning

Specialist Housing

Assistant Director

181 new homes for people with LD
and / or autism made available
across Norfolk. Implementation of

can cook my own dlsaplllty to I|_ve as |n.dependentl.y as 2026 Team & I_.D . Integra_ted Small Support Programme for
. possible, which can include having access Commissioning Operations : e
meals instead of ) bespoke housing opportunities is
. to a kitchen. )
these being made for carried out.
me. Information about the different
b) We will publish information on the Onaoin Specialist Housing [Specialist Housing [types of housing available is
Specialist Housing website. going Team report published on the Specialist Housing
website.
c) We will support people to develop the Adult S_erwces Assistant Director Increase in number Of. people being
, . . . Operational Teams supported to develop independence
skills they need to move into their own Ongoing Integrated . .
& LD . skills to manage their own home, or
home. . Operations . .
Commissioning with specific support.
(iv) l want to move _
nearer the town so Devel t of housing solutions i LD Commissioni F o pon?r:ng . 'Whta t F}eoplehhave
that | can be nearer a) Development of housing solutions in ommissioning Specialist Housing old us, the majority of new homes
. market towns so that people are close to 2026 and Specialist to be in market towns or the city,
my friend(s). s . report . ,
local facilities. Housing Team and to be in a range of locations
covering all districts across Norfolk.
(v) l want to move Supported Living webpages that
somewhere that will [a) We will explain about the different types . Adult Services & Specialist Housing [remain up to date with the
. . Ongoing . . . .
let me have a dog. of housing available. Specialist Housing [report information people need to make
decisions about their housing.
Good news stories from providers
b) Development of a range of housing Specialist Housing [Specialist Housing abput range of housmg support
. : . , being provided is shared on LD
solutions across Norfolk, including working Team & LD report & report from . .
. 2026 - 2028 . . Partnership website and
with landlords to encourage pets to be Partnership LD Partnership . :
ermitted in housin roviders Board communicated more widely.
P 9 P Scheme is introduced to support
responsible pet ownership.
30f13
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https://www.norfolk.gov.uk/care-support-and-health/housing/housing-with-support/supported-living
https://www.norfolk.gov.uk/care-support-and-health/housing/housing-with-support/supported-living

Detailed Delivery Plan for the agreed Learning Disability Plan 2023 - 2028

2 BEING HEALTHY

Expressed outcome
(shared by people in
co-production or in
the online survey)

Key Actions (what will be done to help
achieve this)

Timescale (when
will we realistically
achieve this?)

Who will be doing
this (and any
partners)

Who will report
back on this to the
Programme Board?

How will you know if we are
successful?

Latest Update

Completed?
(YES/NO)

(i)  want support
with health and
dentist

a) Support to register with a local doctor and
to receive an annual health check and
health action plan (which includes dental

Annual LeDeR

A minimum of 75% of people with
LD will have an annual health check

) . . Ongoing Primary Care and 100% of those people will have
appointments. check information). report . .
: a health action plan as part of their

See helpful LeDeR video. annual health check

Form to complete before health check. '

, . , Primary Care & ,

b) We will support people to register with a 2024 - 2028 Community Health Norfolk & Waveney M'ore peop!e are able to register

dentist. ICB with a dentist.

teams

c) We will identify those individuals who

need extra sypport and preparation to . Primary (?are & Norfolk & Waveney Morel people attend screening

attend appointments, such as Ongoing Community Health appointments and feel better

e ICB . :
desensitisation support for blood tests and teams prepared for medical appointments.
preparation for screening appointments.
The health action plan is shared
with the community teams and
- - . , family / carer, as well as the person

d) We lel involve the faml.lla'r carerin a 2024 — 2028 Acute & Community |Norfolk & Waveney with a LD. Health will request

person’s support where this is needed. Health teams ICB . .
evidence from providers about how
they support individuals and their
carers.

Evidence of compliance with Mental
Capacity Act and good
e) We will support s.ta.ff at hospitals to mall<e Acute & Community [Norfolk & Waveney documer?tatlon / mgdlcal repords.
sure they make decisions about people with 2024 — 2028 Health will provide information
. . Health teams ICB . ,

a LD in the right way. about the experience of the patient,
family and carer as they navigate
health services.

f) We will provide information about the Acute & Community |Norfolk & Waveney Eeople V.V'" be able to find

. 2024 - 2028 information about support for a

named LD nurses at hospitals. Health teams ICB . . .
person with a LD in hospital.

g) We will involve advocacy & care Acute & Community People W'th. LD and their familiar

L : Norfolk & Waveney |carers receive advocacy support to

coordination support for those with complex |2024 — 2028 Health teams & . .

health profiles and limited social support Advocacy support ICB help in understanding complex

P pport. y support. health needs and plan of support.
(if)  want support .-
; : : : Medicines . L
with my mental a) We will work with health professionals, L There will be a reduction in
. . . Optimisation, .
health. care providers, families, and learning- . ) . |Norfolk & Waveney |pharmacological responses to
. . Ongoing Community Learning . ) .
disabled people to ensure no one is on too ICB managing learning disabled people

much medication.

Disability Teams, LD
Psychiatry Service.

in the community.
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https://youtu.be/K-42_W9VmKo
https://www.justonenorfolk.nhs.uk/media/nqyekpvo/20-pre-health-check-questionnaire-norfolk-waveney-1106.pdf

b) We will monitor the progress of anyone
held in seclusion or segregation in inpatient

NHS providers and

There will be a reduction in the

settings and provide support to ensure Ongoing private inpatient :\éoéfdk & Waveney cases/incidents that require
efforts are made to mitigate this from hospital seclusion or segregation.
happening.
Hertfordshire An |mprovem§nt in poor quality and
. outdated services, sees less people
Partnership needing to go out of county for an
c) We are going to Transform Inpatient 2024 — 2028 Foundation Trust Norfolk & Waveney in atier?t adgmission' a redgction in
Provision (HPFT) / Norfolk & [ICB and NHSE P ’ .
) length of stay and ensuring needs
Suffolk Foundation . :
led admission, on basis of needs
Trust (NSFT). . .
not diagnosis.
d). Intensn{e Support - .Intentswe Support There will be a reduction in hospital
will be available to Learning Disabled people - . :
. L . . admission or admission avoidance
entering a crisis in the community, who have Norfolk Community |Norfolk & Waveney , )
) 2024 - 2028 work of learning-disabled people as
been flagged to the Intensive Support Health Care / HPFT |ICB .
. : we work with people more
Services through the use of the Dynamic . g
: proactively before a crisis emerges.
Support Register.
Small Supports Norfolk and Wg will see an mcregse. in people
, ) entitled to NHS Continuing
e) We will support more people to access a Project and Waveney ICB and . .
2024 - 2028 o , Healthcare and subject to Section
Personal Health budget. Individual Service Norfolk County . .
Funds project Council 117 aftercare being considered for
' ' Personal Health budgets.
A better understanding of behaviour
will emerge with the continued effort
, . to roll out Positive Behaviour
f) We will transform our approach in Small Supports Support training and extra support
services to understand behaviour and how ) P Norfolk & Waveney PP . 9 o PP
L L I . Project and for care providers, in this area of
to mitigate risk, in a positive way, building on|2024 — 2028 o : ICB and Norfolk . .
. . Individual Service . specialism. Implementation of the
people’s strengths with the use of the . County Council. . . o
i . Funds project. pilot of the specialist positive
Positive Behaviour Support approach. . :
behaviour support service and see
a corresponding increase in quality
improvement in LD services.
(iii) l want help in a) We will support people to eat better (and Norfolk & Wavene Increase in the number of people
choosing a healthy |[this will be recorded as part of the health Ongoing Primary Care, ICB Y |with LD being supported to eat
diet. action plan) Specialist Dieticians, better.
i i i Community Health
b) We will work with all care env!ronments to Y Annual LeDeR Care Quality reports will outline
train staff around supporting residents with teams and all care . :
" o : 2024 - 2028 - report & Care improved focus on weight
better nutrition and building more exercise providers .
: ) i Quality reports. management.
into social activities
(iv) want help to get Primary Care, Norfolk & Waveney Increase in the number of people
exercise. a) We will support people to live healthier . Community Health  [ICB & Assistant : : peopt
Ongoing being supported to increase their

lives by exercising more.

teams and all care
providers

Director Integrated
Operations

levels of exercise.
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b) We will share information about the
different groups and activities available in

Primary Care,
Community Health &

Report from LD

Information about the range of
different activities available to help

_the local _area fo s.upport.better health. .(Thls 2024 - 2028 LD Partnership Partnership Board |people with LD live healthier lives is
includes information available from Active members shared across the LD partnershi
Norfolk). P P-
(v)  want help in a) We will work with all care staff to hel Primary Care, Increase in the number of people
losing weight. ) , : P Community Health  [Norfolk & Waveney | . . peop
learning disabled people lose weight and be 2024 - 2028 with LD being supported to lose
) teams and all care |ICB )
more active. . weight.
providers
, : : Primary Care, :
p) We will sgppqrt people to live healthier . Community Health |Annual LeDeR In_crease |n_ the number of pepple
lives (and this will be recorded as part of the [ongoing . with LD being supported to live
. teams & Specialist |report .
health action plan). ) . more healthy lives.
LD nursing services
(vi) l want advice a) We will support people with information Primary Care & People with LD, and their carers,
. , ) : Norfolk & Waveney . .
about sex & and training about sex and relationships. ICaSH services, : can receive information and support
: . - . ICB & Assistant .
relationships. In the community people can self-refer to 2024 - 2028 Specialist LD . to be able to discuss sex and
: . Director Integrated , . .
access free Integrated Contraception and services and Norfolk Operations relationships as outlined by the
Sexual Health Service (ICaSH). care providers P Care Quality Commission.
(vii) would like to be |a) We will provide information for people in Primary, Acute & Norfolk & Wavene People receive information about
sent a text to remind [a way they understand, such as using 2024 — 2028 Community Health ICB Y |their health in a way they
me about my health [hospital passports. teams understand.
appointment. b) We will ensure that person centred L
. . People receive individualised
reasonable adjustments are made in -
L . . . support. Familiar carers are
communicating with a person with LD as Primary, Acute & . : " ,
L . : Norfolk & Waveney |involved in the decision-making
part of helping individuals to access their 2024 - 2028 Community Health :
ICB around the person’s care and

health care support. (This includes
supporting people who cannot use
technology or text messages)

teams

support in line with the Mental
Capacity Act.
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https://www.activenorfolk.org/
https://www.activenorfolk.org/
https://www.activenorfolk.org/
https://www.activenorfolk.org/
https://www.activenorfolk.org/
https://www.icash.nhs.uk/where-to-go/icash-norfolk
https://www.icash.nhs.uk/where-to-go/icash-norfolk
https://www.icash.nhs.uk/where-to-go/icash-norfolk
https://www.cqc.org.uk/sites/default/files/20190221-Relationships-and-sexuality-in-social-care-PUBLICATION.pdf
https://www.cqc.org.uk/sites/default/files/20190221-Relationships-and-sexuality-in-social-care-PUBLICATION.pdf
https://www.cqc.org.uk/sites/default/files/20190221-Relationships-and-sexuality-in-social-care-PUBLICATION.pdf
https://www.cqc.org.uk/sites/default/files/20190221-Relationships-and-sexuality-in-social-care-PUBLICATION.pdf
https://www.cqc.org.uk/sites/default/files/20190221-Relationships-and-sexuality-in-social-care-PUBLICATION.pdf
https://www.cqc.org.uk/sites/default/files/20190221-Relationships-and-sexuality-in-social-care-PUBLICATION.pdf

Detailed Delivery Plan for the agreed Learning Disability Plan 2023 - 2028

3 HELP TO BE AS INDEPENDENT AS POSSIBLE

Expressed outcome
(shared by people in
co-production or in
the online survey)

Key Actions (what will be done to help
achieve this)

Timescale (when
will we realistically
achieve this?)

Who will be doing
this (and any
partners)

Who will report
back on this to the
Programme Board?

How will you know if we are
successful?

Latest Update

Completed?
(YES/NO)

(i)  want help with
getting a job.

a) We will support people who are currently
being supported by Adult Social Services,
into paid employment through help from the
Norfolk Employment Service or the Life
Opportunities — Skills & Employment
pathway with Day Services.

2024-2028

Employment Team
(Adult Services) &
Life Opportunities
providers supported
by LD
Commissioning

Assistant Director
Integrated
Operations

There is an increase in the number
of people with a LD, known to Adult
Social Services, getting into paid

employment (goal of 10% by 2028).

b) We will support people with a LD and / or

LSE Scheme ends

Assistant Director

There is an increase in the number
of people with a LD and / or autism

autism into employment through the Local March 2025 Employment Team |Integrated being supported into employment
Supported Employment (LSE) Scheme. Operations (goal of 30% of LSE participants by
March 2025)
c) We will work with employers to become Employment Team |Assistant Director Information about number of
. . : . : Norfolk employers who are
Disability Confident’ and more able to Ongoing (Skills & Integrated . A ) ,
: . registered as ‘Disability Confident
support someone with a LD at work. Employment Team) |Operations . . .
is published on gov.uk website.
d) As a partnership, we will share
information about the types of employment LD Partnership members share
support we are offering and will also 2023 - 2028 LD Partnership Report from LD information and good news stories
signpost people to things such as supported members Partnership Board |about people with LD they have
internships, apprenticeships or vocational supported into employment.
training.
(i) I would like to _ , As part of the Life Opportunities
know about the a.) We will h.el.p. people to find out about the L . . Scheme, individuals are able to
. . different activities they can do as part of the LD Commissioning |Assistant Director .
different things there | . o . . choose a range of activities they
, Life Opportunities - Promoting 2024 — 2028 & Adult Services Integrated : : . :
are for meto doin o . . . can access, including things like
. Independence or Enriching Lives support Operational Teams [Operations . . .
my neighbourhood. : gardening and working with
from day services. :
animals.
b) As a partnership, we will agree the best
way to work together with the different LD Partnership
organisations and available resources as members, including
part of identifying the range of community links with LD Partnership Board develops
support & activities available for people with Community wider network of members to
alLD. 2024 — 2028 Connectors, Report from LD extend ability of the LD Partnership

See Information about social prescribers.
[OCC NMNorriauaortr gogoutc corrmnarncty. |

Lovovontars

See Information also available from Norfolk
Community Directory.

Libraries, Adult
Learning, Social
prescribers &
Development
workers.
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https://www.norfolk.gov.uk/jobs-training-and-volunteering/help-with-employment
https://www.norfolk.gov.uk/jobs-training-and-volunteering/help-with-employment
https://www.norfolk.gov.uk/jobs-training-and-volunteering/help-with-employment
https://www.norfolk.gov.uk/jobs-training-and-volunteering/help-with-employment
https://www.norfolk.gov.uk/jobs-training-and-volunteering/help-with-employment
https://www.norfolk.gov.uk/jobs-training-and-volunteering/help-with-employment
https://improvinglivesnw.org.uk/our-work/working-better-together/social-prescribing/
https://www.north-norfolk.gov.uk/tasks/your-community/community-connectors/
https://www.north-norfolk.gov.uk/tasks/your-community/community-connectors/
https://www.communitydirectory.norfolk.gov.uk/
https://www.communitydirectory.norfolk.gov.uk/

See Information about courses from Adult
learning.

c) As a partnership we will identify the best
ways of sharing information about the range
of activities available in each area for a

LD Partnership

Report from LD

People with LD, their families and
care providers are able to find out

person with a LD, to help people know about 2024 - 2028 members Partnership Board abo_ut a wide range of a(.:tMt'eS.
. . . . available for a person with LD in
what is available in their area as each Norfolk
locality may have different things available. '
iii)  would like hel ’
(i) W wia P |a)As partofa persc_)n s Care Act . Assistant Director Increase in number of people being
learning to cook. assessment or Review, & plan of support we . Adult Services ,
. Ongoing . Integrated supported to develop independence
will discuss how to help a person develop Operational Teams . .
. . Operations skills.
their independence skills.
b) We will help people to develop life skills Asst Director gfopi:g;rz I(;Ete“rizpﬁgtxnﬂis le
through the Life Opportunities - Promoting |2024 — 2028 LD Commissioning |Integrated gra : people
. . are being helped to increase their
Independence support from day services. Operations life skills
c) As a partnership, we will share LD Partnership members share
mformah_on about the typgs of support to_ LD Partnership Report from LD information and good news stories
develop independence skills we are offering (2024 - 2028 members Partnershio Board about types of skills they have
and other local information such as Adult P supported people with LD to
learning. develop.
(iv) l would like to a) We will take any safeguarding concerns Adult Services
feel safe in my own [seriously and will encourage an individual to Operational Teams, Saf rdina report outlin
home and when | am |[talk to someone they trust and ask for their Health teams, Adult |Norfolk a egu:a Ing report outlines
. . ) . Norfolk’s partnership work in
out and about. help to report this Ongoing Safeguarding Team [Safeguarding Adults .
Safequarding concern and Norfolk Board report seeking to keep people safe and
aled - : free from abuse and neglect.
_ _ _ Safeguarding Adults
See easy read protecting adults information. Board
b) We will support people with complex . . Report from Llfe. Opportunities
. Assistant Director Programme outlines how people
needs to learn skills to keep themselves N )
: " 2024 - 2028 LD Commissioning |Integrated are being supported to keep safe
safe through the Life Opportunities — . e )
. . , Operations through the Enriching Lives
Enriching Lives support from day services.
support.
c) We will support the commitment to Saf di t outli
safeguarding principles in helping someone LD Partnership Nar?gllé,ar mrgt rep(;]. oY |rile.s
with a LD to understand about keeping members, Adult 0 .O S partnership vyor N
themselves safe. Services. Health Norfolk making sure people with a LD and
2024 - 2026 ’ Safeguarding Adults [staff supporting them receive

See other resources:

Making Safeguarding Personal - YouTube

Tricky Friends animation | Norfolk
Safequarding Adults Board

teams and Norfolk
Safeguarding Adults
Board

Board report

updated safeguarding training to
support people with a LD from
abuse or neglect.
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https://www.norfolk.gov.uk/education-and-learning/adult-learning/courses
https://www.norfolk.gov.uk/education-and-learning/adult-learning/courses
https://www.norfolk.gov.uk/education-and-learning/adult-learning/courses
https://www.norfolk.gov.uk/education-and-learning/adult-learning/courses
https://www.norfolk.gov.uk/education-and-learning/adult-learning/courses
https://www.norfolk.gov.uk/education-and-learning/adult-learning/courses
https://www.norfolk.gov.uk/education-and-learning/adult-learning/courses
https://www.norfolksafeguardingadultsboard.info/protecting-adults/abuse-and-neglect/learning-disability/
https://www.norfolksafeguardingadultsboard.info/protecting-adults/abuse-and-neglect/learning-disability/easy-read/
https://www.norfolksafeguardingadultsboard.info/assets/documents/Keeping-Safe-Toolkit-FINAL.pdf
https://www.norfolksafeguardingadultsboard.info/assets/documents/Keeping-Safe-Toolkit-FINAL.pdf
https://www.norfolksafeguardingadultsboard.info/assets/documents/Keeping-Safe-Toolkit-FINAL.pdf
https://www.norfolksafeguardingadultsboard.info/assets/documents/Keeping-Safe-Toolkit-FINAL.pdf
https://www.youtube.com/watch?v=12l8ucNPRtA
https://www.norfolksafeguardingadultsboard.info/about-us/current-campaigns/tricky-friends-animation/
https://www.norfolksafeguardingadultsboard.info/about-us/current-campaigns/tricky-friends-animation/

(v) would like to

know about what is

a) As a partnership, we will agree the best

LD Partnership

members, including

on in the evenings way to work together with the different links with . I
. . : Information about activities and
and weekends that | |organisations and available resources as Community .
o : o L . Report from LD events for people with LD that are
could join, part of identifying and sharing information (2024 - 2028 Connectors, : . .
. . . , Partnership Board |on in the evenings or at the
about the range of community support & Libraries, Social : .
e . . . . weekends is made available
activities available in the evenings and at prescribers &
weekends for people with a LD. Development
workers.
(vi) want help with  [a) We will help people to develop life skills . . Report from Life Opportunities
. . . Assistant Director .
managing my money |around handling money through the Life L Programme outlines how people
. . " . 2024 — 2028 LD Commissioning |Integrated ) : :
and paying my bills  [Opportunities — Skills & Employment . are being helped to increase their
. . Operations . .
on time. support from day services. life skills.
b) As part of a person's Care Act Adult Services . . People feel able to discuss possible
assessment or Review, & plan of support we . Assistant Director .
. . Operational teams support to help them manage their
can discuss support for a person to develop [Ongoing . Integrated . .
. . and NCC Finance . money and find support to help with
the money management skills and possible Operations )
. team this.
support from the Money Support Service.
c) As a partnership, we will share ;?ofri:tri]sr?:rl\% rgg(%br?;ivssh;:)eries
information about the types of support with 2024 - 2028 LD Partnership Report from LD about how they have supported

money management skills we are aware of
locally.

members

Partnership Board

people with LD to develop money
management sKills.
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Detailed Delivery Plan for the agreed Learning Disability Plan 2023 - 2028

4 GETTING OUT & ABOUT

Expressed outcome
(shared by people in
co-production or in
the online survey)

Key Actions (what will be done to help
achieve this)

Timescale (when
will we realistically
achieve this?)

Who will be doing
this (and any
partners)

Who will report
back on this to the
Programme Board?

How will you know if we are
successful?

Latest Update

Completed?
(YES/NO)

(i)  want there to be
more public transport

a) We will work together with partners
involved in making improvements to public

2023 — 2028

Links with Active
Norfolk, Community

Report from LD

The LD Partnership members are
able to link with relevant agencies

where | live. : . Connectors and Partnership Board [to provide feedback & make
transport to share ideas for improvements. : .
other agencies improvements.
b) We will explore ways to enable people to . The LD Partnership works together
. LD Partnership . .
use their bus pass to travel to work for free : : with partners to agree possible
) . members to identify |Report from LD
before 09:30 (currently, people with a bus (2024 - 2025 . . : ways to make changes so that
; . , . key links to help with |Partnership Board .
pass pay the reduced ‘concessionary’ rate if this people can use their bus pass
they travel before 09:30) ' before 09:30.
c) We will consider the availability of good LD Commissioning . : Information about new housing and
. . . . Specialist Housing .
transport links when developing new Ongoing and Specialist report access to public transport and
housing provisions. Housing Team P shops is made available.
(i) I would like more LD Partnership
people to be able to members to identify
toilets. i T i
a) We will work together with partners to V.V'th thl.s’ including . .
: : : , . links with LD Partnership works together with
identify ways of improving access to toilets , Report from LD .
; 2025 - 2026 Community Health, . partners to agree possible ways to
for the disabled across Norfolk. : Partnership Board
Community make changes
Connectors, Social
Prescribers &
Development
See information about Changing Places. workers.
iii)  would like to i ' i
(i) a) We. WI”. support people tf) feel confld(.ath n Adult Services Report from Life Opportunities
feel safe when lam |travelling independently using travel training : . : :
: Operational teams, [Assistant Director Programme outlines how people
out and about. such as Titan for Adults or other travel . : ) : :
- . . Ongoing Preparing for Adult |Integrated are being helped to increase their
training provided as part of Life ) ; . . :
" . Life Service & LD Operations skills around traveling
Opportunities — Skills & Employment N .
. Commissioning independently.
support from day services
b) We will help people to develop skills LD Partnership members share
around being able to travel independently LD Partnership Report from LD information and good news stories
12024 — 2028 about types of travel training skills

including help to access support from Adult
Learning if appropriate.

members

Partnership Board

they have supported people with LD
to develop.
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https://carers.org/out-and-about/accessible-toilets
https://carers.org/out-and-about/accessible-toilets
https://carers.org/out-and-about/accessible-toilets
https://www.changing-places.org/find

c) As a partnership, we will work together to
identify how the Safe places Scheme could

LD Partnership
members, including
links with
Community

Report from LD

Shops and other places display the
‘Safe Places’ sign and have staff

be re-started to help people find a ‘safe 2025 - 2026 Connectors, Social [Partnership Board |who can support a person with a LD
place’ when they are out in the community. prescribers & who asks for help ‘to be safe’.
Development
workers.
(iv)  would like there
to be training for , - LD Partnership works together with
: a) We will explore what training we could . . .
people who provide . : . LD Partnership Report from LD About with Friends to agree
use to help taxi and bus drivers in 2024 - 2025 : : ) -
transport for people : : members Partnership Board |possible ways to provide training for
. ) supporting people with a LD. L
with a learning taxi drivers across Norfolk.
disability.
(v) lwould like there . . : . ,
to be a festival for a) As a partnership, we will work together to LD Partnership LD Partnership works together with
adults with a learning explore the various options and funding help 2026-2027 members and Report from LD other agencies & organisations in

disability.

to plan for a festival for adults with a LD in
Norfolk.

possible help from
other partners.

Partnership Board

identifying planning for a festival for
adults with a LD in Norfolk.
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Detailed Delivery Plan for the agreed Learning Disability Plan 2023 - 2028

5 SUPPORT FOR UNPAID CARERS

Expressed outcome
(shared by people in

Key Actions (what will be done to help
achieve this)

Timescale (when
will we realistically

Who will be doing
this (and any

Who will report
back on this to the

How will you know if we are
successful?

Latest Update

Completed?
(YES/NO)

co-production or in achieve this?) partners) Programme Board?
the online survey)
(i)  want to know
what help is out there Support for carers i§ made clearer.
to support me as a _ _ (Carers Matter provide a Carer
carer a) We will clarify what support carers can Advice Line for people to call (Tel:
' access using the Norfolk County Council 0800 083 1148).and an online self-
website and the types of support available Report from assessment service. They have a
from Carers Matter Norfolk. Adult Social Operational team of Community Advisers who
Ongoing Services & Carers  |Business lead — can provide a Care Act Carer’s
Matter Norfolk Carers & Carers Assessment and Carer’s support
Matter plan, as well as a range of other
_ types of community support based
Carers Matter Norfglk foer printed on the individual carer's needs.
resources to organisations / people who They can also refer carers to other
request them. organisations as needed).
The range of support for carers
b) We will share information about the E:g:grzi?tners’ LD Report from LD across Norfolk is identified and
different groups and support available in the |2024-2028 P : P . shared through the LD Partnership
members & Carers’ |Partnership Board : .
local area to help carers. : website and other communications,
Voice ; ; .
including Carers' Voice Norfolk.
(if)  want to be able a) We will provide contact information for Carers will be able to make to make
to contact someone P : . , Assistant Director  |contact with Adult Services (as
. carers for when things are changing or . Adult Social o )
when things are : . . Ongoing . Integrated expressed within NCC’s Customer
etting more difficult getting more challenging (Tel: 0344 800 Services Operations Service Charter - Norfolk County
g 8020 or Text Relay (18001 0344 800 8020) ;
for me as a carer. Council
b) Carers Matter provide telephone support Report from
for carers and offer a resource of Operational Carers will be supported in their
. : . Carers Matter . . .
information and access to a range of Ongoing Norfolk Business lead — caring role and to support their
possible support, including linking with Adult Carers & Carers physical health & wellbeing
Social Services as needed. Matter
(iii) It is not clear to  |a) As part of our Care Act assessment or
me how | can get i i
g reV|eV\{ of the perspn you care for, we will Adult Services Assistant Director : :
help for me as a also discuss possible support for you as a . . Information for carers is kept up to
. . Ongoing Operational Teams |Integrated
carer. carer. (This may include support to : date.
e . & Health partners Operations
specifically recognise yourself as an
(unpaid) carer)
b) We will provide information about help for Adult Services Assistant Director
carers through an online form Ongoing Operational Teams |Integrated As in point a)
& Health partners Operations

or by completing a Carers online request.
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https://www.norfolk.gov.uk/care-support-and-health/get-help-with-looking-after-someone/support-for-carers
https://www.norfolk.gov.uk/care-support-and-health/get-help-with-looking-after-someone/support-for-carers
https://www.norfolk.gov.uk/care-support-and-health/get-help-with-looking-after-someone/support-for-carers
https://www.norfolk.gov.uk/care-support-and-health/get-help-with-looking-after-someone/support-for-carers
https://carersmatternorfolk.org.uk/
https://carersmatternorfolk.org.uk/
https://carersmatternorfolk.org.uk/
https://www.carersvoice.org/
https://www.carersvoice.org/
https://www.carersvoice.org/
https://www.carersvoice.org/
https://www.carersvoice.org/
https://www.norfolk.gov.uk/what-we-do-and-how-we-work/have-your-say/customer-service-charter
https://www.norfolk.gov.uk/what-we-do-and-how-we-work/have-your-say/customer-service-charter
https://www.norfolk.gov.uk/what-we-do-and-how-we-work/have-your-say/customer-service-charter
https://www.norfolk.gov.uk/what-we-do-and-how-we-work/have-your-say/customer-service-charter
https://www.norfolk.gov.uk/what-we-do-and-how-we-work/have-your-say/customer-service-charter
https://www.norfolk.gov.uk/care-support-and-health/get-help-with-looking-after-someone/support-for-carers/carers-assessment/what-is-a-carers-assessment
https://www.norfolk.gov.uk/care-support-and-health/get-help-with-looking-after-someone/support-for-carers/carers-assessment/what-is-a-carers-assessment
https://adultsocialcare.norfolk.gov.uk/web/portal/pages/carerassess#start

c) We will provide information about how to

Carers Matter

Report from
Operational

Carers Matter Norfolk provides up
to date information that can help

get support from Carers Matter Norfolk. Ongoing Norfolk Business lead — carers access support for
Carers & Carers
themselves.
Matter
(iv) l want to know
what will happen a) As part of our Care Act assessment or
when | am too old to review of the person you care for, we will
continue in my role. discuss with yog planning for the future care . Adult Social Assistant Director Carers are supported to discuss
of the person with a LD, such as helping the [Ongoing . Integrated their concerns and make plans for
. . Services .
person develop their independence skills or Operations the future.
planning for alternative care or move into
own housing.
b) Carers can complete a _Carers. Report from Carers are able to plan for what can
Emergency plan or by calling Tel: 0344 800 . Carers Matter .
Ongoing Operational happen for the person they care for
8020 Norfolk : .
Business lead should something happen to them.
Or through Carers Matter Norfolk.
(v) I need regular a) As part of our Care Act assessment or
breaks to support me [review of the person you care for, we will . Assistant Director  |Carers receive support to take
: . . Adult Social : .
to keep on being a look at providing replacement care for the  |Ongoing . Integrated regular breaks from their caring
: Services . L
carer. person you care for, to allow the unpaid Operations responsibilities.
carer to have a break.
Adult Social Assistant Director
b) We will work together with health & care Services, Health Carers are able to access a break
. , T : 2023-2028 Integrated .
providers in providing carer break / respite. partners and care . away from being a carer.
. Operations
providers
Report from
c) Carers Matter Norfolk offer planned short- . .
) Operational Carers Matter Norfolk provides up
term breaks which can be accessed by . Carers Matter : . .
. : : . . 10Ongoing Business lead — to date information that can help
contacting them via their website or by their Norfolk
. ) Carers & Carers carers access a range of support.
Carer Advice Line.
Matter
vi) | would like to be
(Vi) . . ,» (@) We will identify and share information : LD partnership members identify &
able to join a carers . . LD Partnership Report from LD . .
about the range of carer support available in |2023 - 2028 : share information about range of
support group. : . members Partnership Board . .
each area, including carer support groups. carer support they identify.
b) Carers Matter Norfolk have a full list of Report from
carer support groups and provide Carers Matter Operational Carers Matter Norfolk provides up
information about these on their website, Ongoing Business lead — to date information that can help

newsletter, or by telephoning (Tel: 0800 083

1148).

Norfolk

Carers & Carers
Matter

carers access a range of support.
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https://carersmatternorfolk.org.uk/
https://carersmatternorfolk.org.uk/
https://www.norfolk.gov.uk/care-support-and-health/get-help-with-looking-after-someone/prepare-for-emergencies/emergency-carers-card
https://www.norfolk.gov.uk/care-support-and-health/get-help-with-looking-after-someone/prepare-for-emergencies/emergency-carers-card
https://www.norfolk.gov.uk/care-support-and-health/get-help-with-looking-after-someone/prepare-for-emergencies/emergency-carers-card
https://carersmatternorfolk.org.uk/our-work/support-for-carers/advice-line/
https://carersmatternorfolk.org.uk/
https://carersmatternorfolk.org.uk/
https://carersmatternorfolk.org.uk/
https://carersmatternorfolk.org.uk/
https://carersmatternorfolk.org.uk/

County Council

Equality impact assessment (EqlA) template

Tip: You have a ‘duty of inquiry’.

This means you must consider what evidence is required to undertake this
assessment and whether further information may be needed. If you do not have
relevant evidence, there is a duty to acquire it.

Your assessment must be genuine and objective.

It may be considered inadequate if issues are only partially considered, missed
or if relevant evidence is missing from the assessment.

1. Title of EqIA

Working in partnership with people to develop a new Norfolk Adults Learning
Disability Plan 2023-2028.

2. What is the aim of the proposal? (max. 250 words)

Tip: Summarise here the aim of your ‘proposal’ in max. 250 words.

Your ‘proposal’ could be anything — a change to a service; an existing or new
service, policy, or procedure; a way of working; a project or a funding bid.

In developing a new Norfolk Adults Learning Disability Plan (formerly known as
‘Strategy’) there is the commitment to ensuring that people with a learning
disability and their parent or carer in Norfolk are involved from the start, and have
an ongoing role in how the plan is co-designed, including how they will be
involved in the ongoing evaluation and monitoring of the finished plan, as part of
regular reviews of the plan over the next five years.

3. Context to the proposal

Tip: Summarise any context it is important to be aware of — e.g., the proposal
may be required to meet legal requirements or achieve savings.

If this information is available in another document, you can provide a hyperlink
to avoid repeating the same information.

A new Norfolk Adults Learning Disability Plan (formerly known as ‘Strategy’)
needs to be developed as the previous LD Strategy was for 2018-2022. This
new LD Plan will be developed in partnership with members of Norfolk Adults LD
Partnership which includes Norfolk County Council, Norfolk & Waveney
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Integrated Care Board and the various organizations who work with NCC and
the ICB. The LD Partnership also includes people with a learning disability and
carers, as well as professionals and providers.

In responding to feedback from people about the previous 2018-2022 LD
Strategy, it was identified that people did not know what had been achieved, and
what still needed doing. As a result, an easy read and non-easy read ‘Looking
Back on the LD Strategy 2018-2022 — You said, we did’ will be shared with
people as part of starting the process to gather people’s ideas about what needs
to be in the new LD Plan 2023 — 2028.

It is acknowledged that as many people as possible will be helped to share their
views and ideas to be included as part of developing a new LD Plan, and so
people will be enabled to share their ideas in a range of ways including face-to-
face meetings across Norfolk from June through to November 2023 and through
feedback received by email, by post or through an online and easy read survey.
Providers working with people with a LD will also be asked to help in consulting
with people with a LD as part of gathering their views and ideas to develop the
agreed LD Plan.

The Norfolk Adults LD Partnership Board will be responsible for gaining
agreement from Board members for the suggested easy read LD Plan.
Alongside the easy read plan, there will be a non-easy read plan outlining the
context for the LD Plan and providing more details of the specific actions to be
taken by practitioners to meet the identified outcomes expressed by people with
a LD and their parent or carer.

4. Who will the proposal impact on?
Tip: Please select all groups that may be affected.

1 Everyone in Norfolk
X A particular group or cohort of people - please state who they are:

Adults with a learning disability living in Norfolk and their unpaid carer, as well
as professionals working with these people as part of providing support for
people with a learning disability and their carer to live a good life in Norfolk.

1 Employees
X External organisations
[1 Other - Please state if anyone else will be affected:

Click or tap here to enter text.

184



olk County Council

5. The numbers of people affected

Tip: Please estimate (as accurately as possible) the overall number of
residents, service users and/or employees directly affected by your proposal.

It is estimated that there will be 3541 people with a primary support reason of
‘Learning Disability Support’ being supported by Adult Social Services in 2023.
From Health records, it is reported that in April 2023, there were 6683 adults in
Norfolk registered as having a learning disability. Unpaid carers of people with a
LD are also to be supported but there are no specific figures at this time, but it is
intended that future recording will enable a clearer picture of carers involved to
be developed.

There is no specific data about number of people across Norfolk working to
support people with a LD but this LD Plan will involve everyone supporting a
person with a LD and their carer to live a good life in Norfolk, and will have the
opportunity to contribute their ideas in the development of a new LD Plan.

6. The demographic profile of the people affected

Tip: Please estimate the protected characteristics of the people affected:

Age range

Sex

Disability

Ethnicity/race

Sexual orientation

Religion/belief

Gender reassignment

Members of the armed forces, their families, or veterans.

For example, “The majority of service users affected will be over the age of 65
and include people with a range of disabilities including...”.

The majority of service users will be adults (aged 18 or over) with a moderate to
severe learning disability.

Figures indicate that 42% of LD service users are female and 58% male.

96% of service user with a LD report that they are white. Figures for other ethnic
groupings can only be recorded as less than 5%.

There is insufficient data to report on reported sexuality, religious belief or
gender reassignment for people with a LD.

There is no specific data about members of the armed forces who may have an
adult child or carer with a LD but it is hoped that information about support as
part of the new LD Plan will be made widely known across Norfolk.
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7. Evidence gathering
Tip: This section considers what will happen if the proposal goes ahead.

Please tick all the statements that apply.

If the proposal goes ahead:

It will help to deliver our Council vision and strategy.

If you cannot tick this, please explain why: Click or tap here to enter text.

Service users will not experience any reductions in the quality, standards, or
level of services or benefits they currently receive.

If you cannot tick this, please explain why: Click or tap here to enter text.

Service users who currently receive a service or benefit will continue to do

so0. Something will not be taken away from them which they have previously
had access to.

If you cannot tick this, please explain why: Click or tap here to enter text.

No changes are proposed to eligibility criteria for services or benefits.

If you cannot tick this, please explain why: Click or tap here to enter text.

The proposal will not change how service users experience existing services
or benefits — e.g., opening hours or travel arrangements.

If you cannot tick this, please explain why: Click or tap here to enter text.

[ ] The proposal will not lead to new or increased costs for service users or
employees.

If you cannot tick this, please explain why: In developing this new LD
Plan, it is not intended that there will be increased costs for service users
but if as a result of the consultation, it is agreed that there are to be some
agreed ways of making changes to delivery of services, then this could

have a cost impact.

There will be no changes to staffing structures or staff terms or conditions.

If you cannot tick this, please explain why: Click or tap here to enter text.
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If we consult on the proposal, this will be accessible for disabled people. We
will include people with different protected characteristics.

If you cannot tick this, please explain why: Click or tap here to enter text.

8. Potential impact for each protected characteristic

Tip: You’ve considered what will happen if the proposal goes ahead.

You now need to think about how it could impact specifically on people with
protected characteristics — for example:

e Whether it presents an opportunity to promote equality for people with
protected characteristics.

¢ Whether it could unintentionally disadvantage people with protected
characteristics.

You might find it helpful to remind yourself about the typical barriers that people
with protected characteristics face when accessing services and employment. If
so, we've included examples in Annex 1.

8.1. People of different ages

e Will the proposal unintentionally disadvantage people of different ages — or
will it promote equality and ease of access? It is intended that the
development of this new LD Plan for adults with a learning disability and their
carer will be made available to all. The proposal is not designed to
disadvantage anyone based on age and promotes equal access to all
services.

8.2. Disabled people

e Will the proposal unintentionally disadvantage disabled people — or will it
promote equality and ease of access? It is intended that the development of
this new LD Plan for adults with a learning disability and their carer will be
made available to all. The proposal is not designed to disadvantage anyone
based on age and promotes equal access to all services.

Tip: If you intend to use physical premises, equipment, furniture, physical or
digital information or technology to deliver your proposal, please follow the
Council’s agreed procedures for implementing this, to ensure that access for
disabled people is built into the design. For guidance, email
accessibility@norfolk.gov.uk
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8.3. People from different ethnic groups

Will the proposal unintentionally disadvantage people from different ethnic
groups — or will it promote equality and ease of access? It is intended that the
development of this new LD Plan for adults with a learning disability and their
carer will be made available to all.. The proposal is not designed to
disadvantage anyone based on age and promotes equal access to all
services.

8.4. People with different sexual orientations

*

Will the proposal unintentionally disadvantage people with different sexual
orientations — or will it promote equality and ease of access? It is intended
that the development of this new LD Plan for adults with a learning disability
and their carer will be made available to all.. The proposal is not designed to
disadvantage anyone based on age and promotes equal access to all
services.

8.5. Women and men

*

Will the proposal unintentionally disadvantage women or men — or will it
promote equality and ease of access? It is intended that the development of
this new LD Plan for adults with a learning disability and their carer will be
made available to all. The proposal is not designed to disadvantage anyone
based on age and promotes equal access to all services.

8.6. Non-binary, gender-fluid and transgender people

Will the proposal unintentionally disadvantage non-binary, gender fluid or
transgender people — or will it promote equality and ease of access? . It is
intended that the development of this new LD Plan for adults with a learning
disability and their carer will be made available to all. The proposal is not
designed to disadvantage anyone based on age and promotes equal access
to all services.

8.7. People with different religions and beliefs

Will the proposal unintentionally disadvantage people with different religions
and beliefs — or will it promote equality and ease of access? It is intended that
the development of this new LD Plan for adults with a learning disability and
their carer will be made available to all. The proposal is not designed to
disadvantage anyone based on age and promotes equal access to all
services.
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N
8.8. People from the armed forces, their families, and veterans

e Will the proposal unintentionally disadvantage people from the armed forces,
their families, and veterans, or will it promote equality and ease of access? It
is intended that the development of this new LD Plan for adults with a learning
disability and their carer will be made available to all. The proposal is not

designed to disadvantage anyone based on age and promotes equal access
to all services.

9. Additional information

Tip: You can use this section to provide any other relevant information. Click
or tap here to enter text.

10. Mitigating actions / reasonable adjustments

Tip: If your assessment identified that the proposal could disadvantage people
with a protected characteristic, you must consider whether it is possible to
mitigate this via an action or reasonable adjustment.

If so, you must record this here.

We have included some actions as a suggestion — delete if not appropriate.

No. | Action Lead Date
(dd/mmlyy)

11.Conclusion

This proposal is assessed to have the following impact:
Positive impact on people with protected characteristics.

[] Detrimental impact on people with protected characteristics that can be
mitigated.

J Detrimental impact on people with protected characteristics that cannot be
fully mitigated.
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[ Positive and detrimental impacts on people with protected characteristics.

1 No impacts on people with protected characteristics.

12. Advice for the decision-maker responsible for this proposal

Tip: Before making a final decision on the proposal, the decision-maker must:

¢ Note their duty to give due regard to the Public Sector Equality Duty.

e Give a ‘proper and conscientious focus’ to this assessment, ‘with rigour
and an open mind’, before deciding whether the proposal should go
ahead.

e This means assessing the extent of any detrimental impact and the ways
in which this could be eliminated or mitigated before approving the
adoption of the proposal.

The proposal can still go ahead even if there are detrimental impacts. as long
as the decision maker has:

e Given due regard to equality and the findings of this assessment.
e Taken reasonable steps to mitigate detrimental impact.

e Confirmed that the impact is lawful and a proportionate means of achieving
a legitimate aim.

e Please explain here (if applicable) why it may be necessary to go ahead with
the proposal, even if it could have a detrimental impact on some people: Click
or tap here to enter text or mark as not applicable.

13.Evidence used to inform this assessment
Tip: You need to record the evidence you used to inform this assessment.

Select all that apply:

Norfolk population data (provide links to any population data you draw upon,
e.g. Norfolk's Story):

Information has been gathered from POPPI, PANSI and from the Market
position statement for Norfolk Care.

Data about existing or future service users - please state:
Predictions are taken from the Market position statement for Norfolk Care

[0 Data about the workforce - please state:
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https://www.gov.uk/guidance/equality-act-2010-guidance#public-sector-equality-duty
https://www.norfolkinsight.org.uk/
https://www.norfolkinsight.org.uk/wp-content/uploads/2021/04/Norfolk_Story_March2021_Final.pdf

Ey Norfolk County Council

Click or tap here to enter text.
X Legislation - please state:
Care Act 2014
National Disability Strategy 2021
Building the Right Support updated August 2022

Transitional Integrated Care Strategy and Joint health and Wellbeing
strategy

NHS Long Term Plan — Learning Disability & Autism 2019

X National/local research - please state:
Norfolk and Waveney Integrated Care strategy
https://www.scie.org.uk/dementia/living-with-dementia/learning-disabilities/

Consultation (Tip: Please provide details of any consultation)

Remember - if a proposal constitutes a change to an existing service or
benefit or a removal of an existing service or benefit those affected may
have a ‘legitimate expectation’ to be consulted.

Information from Ethical Framework consultation led by Curators of Change
will be used to inform the LD Plan. Information from the consultation
‘Conversations Matter’ to ask people what Adult Social care means to them
will be used to inform what is written into the new LD Plan.

[ Consultancy - please state:
Click or tap here to enter text.
X Advice from in-house/external experts - please state:

As part of developing the new LD Plan, providers supporting people with a
learning disability will be involved as part of drawing on their expert support
in helping to consult with people with a LD for their views. This will include
consulting with the older young people’s forum (aged 14 — 25 years with a
LD) Disability Real Action Group of Norfolk, Opening Doors and the Making
it Real Board throughout the process to develop a new LD Plan.

L1 Other - please state:

Click or tap here to enter text.

14. Administrative information

Tip: You can update this assessment at any time to inform service planning
and commissioning.

Author (name and job title): Amanda Johnson, Adult Services Business Lead —
Working Age Adults
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Decision-maker (e.g., Full Council, a committee, elected member, working
group or officer with delegated responsibility): Craig Chalmers, Director
Community Social Work, Adult Services & Lorna Bright, Assistant Director of
Integrated Operations (Mental Health and Learning Disabilities)

EqlA start date: 03/04/2023

Contact further information: Amanda.johnson@norfolk.gov.uk

IN A If you need this document in large print,
audio, Braille, alternative format or in a
v TRAN different language please contact Click or
communication for all {35 here to enter text.on Click or tap here
to enter text.or Click or tap here to enter text. (Text relay)
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15.Annex 1

Examples of common barriers that people with protected characteristics may
face when accessing services or employment:

People of different ages

Older and younger people may experience discrimination or negative beliefs
that restrict their professional or social opportunities.

Both older and younger people are likely to be on lower incomes.

Older age is associated with lower use of digital technology and an increased
likelihood of disability or long-term limiting health conditions.

Disabled people

Disabled people face barriers to physical environments, information, and
communication (as sometimes do people with other protected characteristics).

The nature of these barriers varies tremendously depending upon the nature of
someone’s disability. It is important to carefully consider the barriers faced by
people with physical or mobility impairments; people who are blind or D/deaf;
people with learning disabilities; people who are neurodiverse; people with
mental health issues or people with a combination of impairments or long-term
health conditions.

Disabled people are more likely to experience reduced lifelong outcomes
compared to non-disabled people in relation to education, employment, health
and housing and barriers to social, sport, leisure, and transport opportunities.

Disabled people may be under-represented in some services; public life; the
workforce and participation. They may be more likely to be on a lower income,
experience discrimination, hate incidents and social isolation.

People from different ethnic groups

People from some ethnic minority groups (which includes Gypsies, Roma, and
Travellers) experience reduced lifelong outcomes compared to White British
people and they may be less likely to do well in education, employment and
health, and experience barriers in housing, sport, and leisure opportunities.

People from some ethnic minority groups may be under-represented in some
services; public life; the workforce; participation; or over-represented (e.g., in
criminal justice). They may be more likely to be on a lower income, experience
hate incidents and cultural stereotyping.
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People from some ethnic groups (for example Gypsies and Travellers) may
have low literacy skills or may not access public sector websites.

People with different sexual orientations

Consider how you will provide welcoming spaces for people of all sexual
orientations.

Some public services assume that heterosexuality is the ‘norm’. For example,
heterosexual couples are usually presented in marketing materials but rarely
lesbian or gay couples.

People with different sexual orientations may experience barriers to some
services and workforce opportunities, discrimination and hate incidents.

Women and men

Women and men experience different lifelong outcomes - e.g., they may have
different experiences or be treated differently in education, employment, health,
housing, social, sport and leisure opportunities.

Women may experience different life stages to men — e.g., pregnancy,
maternity, menopause which can impact them in many ways. Women and men
may have different experiences of caring or parenting.

Women and men may be under or over-represented in some services; public
life; the workforce, consultation, and participation. They may experience sex
discrimination or barriers to accessing support services.

Non-binary, gender-fluid and transgender people

Consider how you will provide welcoming spaces that recognise gender
diversity (unless you are categorised as a separate or single-sex service).

Check whether your business systems can record a person’s sex if the person
does not identify as ‘female’ or ‘male’, and whether you can meet the needs of
non-binary, gender-fluid and trans people.

People who are non-binary, gender fluid or trans may be under-represented in
public life and participation. They may experience barriers to some services
and workforce opportunities, discrimination and hate incidents.

Remember that some transgender people do not identify as ‘trans’ — they may
identify as ‘female’, ‘male’ or non-binary.
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“ People with different religions and beliefs

Consider how you will provide welcoming spaces for people with different
religions and beliefs.

This includes being aware of prayer times, festivals, and cultural practices,
where this is appropriate.

“Belief’ can refer to an individual’s philosophical beliefs where these are
genuinely held and fundamentally shape the way a person chooses to live their
life - for example ethical veganism may be a protected belief.

Measures to promote inclusion for people with different beliefs should not
impact on the rights of others — e.g., the rights of women or gay people.

People with different religions or beliefs may face barriers to some services;
public life; participation and workforce opportunities. They may experience
discrimination and hate incidents.

People from the armed forces, their families, and veterans

People from the armed forces, whether serving, their spouse, partner, family, or
a veteran, experience a range of barriers to accessing public services — due to
the unique obligations and sacrifices of their role.

This includes being regularly posted to different locations; separation; service
law and rights; unfamiliarity with civilian life; hours of work and stress.
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Endorsing the new Norfolk Adults Learning
Disability Plan 2023 - 2028

06 March 2024

Lorna Bright, Assistant Director of Integrated Operations,
Mental Health and Learning Disabilities, Adult Social
Services
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Process taken to develop the new LD Plan

* Previous Adults Learning Disability Strategy was from 2018 — 2022.

* A new Norfolk Adults Learning Disability Plan (formerly known as
‘Strategy’) has been developed by the Norfolk Adults LD Partnership,
which includes NCC and Norfolk and Waveney ICB and all those

providers they work with.

* There has been a range of engagement, consultation, co-production
and co-design with people with a learning disabillity, their parents and
carers and professionals and providers.

* Over 8 months from April 2023 — November 2023 more than 361
people shared their ideas and these have been used to develop the
new LD plan.

* More than 201 people with a learning disability (56% of the total)

contributed to this plan. ‘u:{
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Checking the new plan

« Engagement with people across Norfolk and at the LD Partnership
Locality meetings to check suggested wording of the Draft easy
read LD Plan.

» Using all the feedback received, a final version of the easy read
LD Plan was drawn up and shared. This was signed off by the
Norfolk Adults Learning Disability Partnership Board on 29
November 2023.

* People co-designed the range of ways they would like to use in
sharing ongoing feedback on whether they feel the plan is working

or not.
) >
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Monitoring the success of the plan

« Every 6 months the Norfolk Adults LD Partnership Board will draw all
the feedback into a report to share with the Norfolk & Waveney LD &
Autism Programme Board.

* Alongside the easy read LD Plan, a more detailed LD Delivery Plan has
been developed outlining the specific actions that will be taken by NCC,
|CB and the organizations they work with.

« The LD Delivery plan includes details about how ‘success’ will be
measured and the commitment to 6-monthly reporting.

* The Norfolk & Waveney LD & Autism Programme Board will be
responsible for checking whether the LD Plan is working or will provide
updates that will be shared with the Norfolk Adults LD Partnership
Board and partners. . -
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Full sign off process (1)
* Norfolk & Waveney LD & Autism Programme Board - 23 Nov 2023

« NCC LD, Mental Health and Autism Steering Group - 28 Nov 2023

Norfolk Adults Learning Disability Partnership Board - 29 Nov 2023

ICB Quality & Safety Committee - 7 Dec 2023

NCC Directorate Leadership Team - 7 Dec 2023
Presentation to NCC ELT & Informal Cabinet - 4 January 2024

‘@ go
" County Council i Norfolk and Waveney
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DISABILITY PARTNERSHIP



Full sign off process (2)

» |CB Public Board - 23 January 2024

* Health & Wellbeing Board & Integrated Care Partnership - 6 March
2024

e NCC Cabinet - March 2024

®
@
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Norfolk and Waveney Integrated Care Partnership
Item No: 6

Report title: Norfolk and Waveney Health Inequalities Strategic Framework
for Action

Date of meeting: 06 March 2024

Sponsor
(ICP member): Tracey Bleakley, Chief Executive, NHS Norfolk and
Waveney Integrated Care Board

Reason for the Report

Addressing health inequalities is a priority for our system. This paper asks the ICP to endorse the
Health Inequalities Strategic Framework for Action and to commit to supporting its
implementation.

Report summary

The Norfolk and Waveney ICS Health Inequalities Strategic Framework for Action has been
developed with extensive input from stakeholders and those with lived experience of health
inequalities. The Framework sets out the actions we want to take as a system to tackle health
inequalities, as shaped by our ‘Health Inequalities Conversation’. It lays out what we need to do
to strengthen our foundation to create the conditions for success, as well as how we might create
better building blocks for health related to three key areas; Living and Working Conditions,
Lifestyle Factors and Healthcare Inequalities.

Recommendations
The ICP is asked to:
a) Endorse the Norfolk and Waveney ICS Health Inequalities Strategic Framework for Action.
b) Commit to supporting the implementation of the Framework, providing leadership and
advocacy as required.
c) Receive regular updates of progress and delivery and provide oversight as required.

1. Background

1.1 The Health Inequalities Strategic Framework for Action has been developed through
extensive engagement, through a ‘Health Inequalities Conversation’ with stakeholders and
people and communities from across the Norfolk and Waveney system, which started in
July 2023.

1.2  The initial engagement gave a strong steer that a Strategic Framework for Action should be
produced; that a broad scope and ICS wide ambition was required. A set of design
principles were developed, which were endorsed by the ICP in November and these
principles have guided the further development of this Strategic Framework for Action.

1.3 Our Health Inequalities Conversation has reached all parts of the system and has included
conversations with the eight Health and Wellbeing Partnerships, the five Place Boards,
numerous VCSE led forums, as well as focused engagement with our ICS organisations.
The Community Voices programme, which works with trusted communicators in our VCSE
sector, has asked some of our most vulnerable and underserved communities what matters
to them, and we have engaged with people with lived experience. For more information
about Community Voices visit the improving lives together website.
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1.4  The Framework sets out a clear definition of health inequalities; what they are and who they
most effect. We have developed a clear understanding of our ‘Core20plus’ communities in
line with the NHS England Core20plus5 health inequalities improvement frameworks and
have created a data summary that highlights the specific issues that our Norfolk & Waveney
residents face. Go to NHS England to learn more about The Core20plus5 frameworks.

1.5 As a system we have shaped a high-level vision, a set of guiding principles and our ‘building
blocks’ for action — creating clarity of purpose and a sense of shared ambition.

1.6  Our Vision: We will come together to tackle unfair and avoidable differences in health
outcomes. We will do this by listening to communities, prioritising prevention, and taking
action together, making health inequalities everybody’s business.

1.7  Our Guiding Principles
Everyone needs something, some people need more.

Enabling communities to have a voice is key and requires creativity and persistence.

We will work as close to people and communities as possible.

Our approach must be personalised to ensure the right action at the right time for each
individual.

We will ensure accessible services for those in greatest need.

We know we can make a difference and this is a long term commitment.

We will take a lifecourse approach, considering the role of families in our action.
Leading for change requires shared responsibility, collaboration and enduring focus.

We will understand who is accessing our services and support, who isn’t and why, in order
to act.

Recognising the building blocks for good health and wellbeing are not just in health
services.

Building fairer services means supporting change in our organisations.

2. Our Priority Areas for Action

2.1 The organisations involved in the development of this document have agreed the following
four building blocks for action (shown below in diagram 1). Firstly, we have to build the
foundations and create the conditions for success. This will prepare us to act on the
agreed building blocks for good health: living and working conditions, lifestyle factors
and health & care services. As this is a long-term commitment, our actions may change
and respond to need.
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Living & Working Conditions Lifestyle Factors Healthcare Inequalities

Access, Quality,

Housi Smoking
ousing Experience & Trust

Access to services Inactivity

Employment & Skills Food & Diet

Education Drugs and Alcohol

Core20plus5 Frameworks

NHSE 5 Urgent Actions

Building Blocks

Welfare & Income
Natural & Built Environment

Social Isolation

Creating the Conditions for Success Organisational & workforce development

System, organisation, place or

X Intelligence & Evaluation
community — led approaches

Policies, Processes and Procedures

Leadership & Governance
Community Voice & Coproduction Resourcing

Foundation

Diagram 1 - Priority action areas

2.2

2.3

24

2.5

2.6

2.7

Call to Action: The Framework will act as a catalyst for change; it includes a clear call to
action to come together and take collaborative, as well as organisational level action. It also
includes actions that can support and empower communities to take action themselves.

There is a clear ‘ask’ in the Framework for each organisation in our Integrated Care System
to take action to strengthen our foundation, so that we may together create the conditions
for success. These actions include considerations around community voice and
coproduction, taking intelligence & data led action, and ensuring we have the policies,
processes and procedures in place to tackle health inequalities in everything that we do.

The system was very clear in its feedback — we need coordinated action, clear lines of
accountability, and strong leadership. Our actions around leadership and governance are
key.

The Framework also includes 10 initial actions for our first 12 months. These will need to be
further developed over time, with a clear requirement to review this action plan annually. We
need to create clear coordinated plans for each of our building blocks which build on our
existing assets and ‘join up’ existing work.

We are commitment to distributing leadership across our ICS organisations through the
identification of Senior Responsible Officers for each of our building blocks and creating a
‘team’ across Norfolk and Waveney that can strengthen future iterations.

In summary the Framework requires a whole-system commitment, we must continue our
Health Inequalities Conversation, and drive further action.
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Officer Contact
If you have any questions about matters contained in this paper please get in touch with:

Name: Shelley Ames Tel: 01603 595857 Email: shelley.ames@nhs.net

IN A If you need this report in large print, audio, Braille, alternative format

or in a different language please contact 0344 800 8020 or 0344 800
:’ TRAN 8011 (textphone) and we will do our best to help.

communication for all
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Introduction

Right now, some people are dying a decade younger than they should. Lives are being cut
short because of where someone lives and works, how they are treated and because they
might not be able to access services.

This framework for action is designed to change that, to help individuals, families,
communities and organisations tackle these issues across the life-course. Nationally, and
locally, we know where and what the causes are, but no one organisation can address it
alone. That is why this framework will try and map actions and develop tools and
commitments so we can act together now.

Many people who are passionate about making a difference have contributed to the ideas
and information presented within this framework. Our Health Inequalities Conversations
have taken place across Norfolk & Waveney and have helped to shape this framework.

There are many people and organisations in Norfolk & Waveney who are working to
address health inequalities every day. Action around health inequalities is not new, but the
whole Integrated Care System coming together under a common purpose and framework
is.

The spotlight on those individuals and communities who have been most affected during
the pandemic has meant that we all want to do things differently. Now is the time to act,
the creation of our Integrated Care System, and the national drive for change has
contributed to the urgency and determination to come together with a common vision,
language and goals.

We are focused on our ‘building blocks’ for good health, alongside how we strengthen our
foundation to create the conditions for success.

This is a ten-year framework, which contains within it it a requirement to create annual
action plans that are to be reviewed every year. Our initial actions detailed in this
framework are the first steps towards a whole-system approach, and will be valid for our
first 12 months of implementation.

Norfolk and Waveney Vision

We will come together to tackle unfair and avoidable differences in
health outcomes. We will do this by listening to communities,
prioritising prevention, and taking action together, making health
inequalities everybody’s business.
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What are health inequalities?

Health inequalities are unfair and avoidable differences in health across the population,
and between different groups within society. Health inequalities arise because of the
conditions in which we are born, grow, live, work and age. These conditions influence
our opportunities for good health, and how we think, feel and act, and this shapes our
mental health, physical health and wellbeing. The effects of inequality are multiplied for
those who have more than one type of disadvantage. (Kings Fund)

Inequalities of what?

This can involve differences in outcomes and in known contributing factors to health:

 Health status e.g. life expectancy and prevalence of health conditions

« Access to care and non-clinical services e.g. availability or waiting times for
treatments, take-up of services, access to information

« Quality and experience of care, e.g. levels of patient satisfaction, feeling
involved

« Behavioural risks to health, e.g. smoking rates

« Mental wellbeing and exposure to stressors and adversities (or
protective factors)

+ Social economic and environmental conditions that are ‘wider determinants’ of
health e.g. housing quality, community life, discrimination

Inequalities between who?

Socio-economic
deprived population
Includes impact of wider
determinants, for
example, education, low
income, occupation,
unemployment &
housing

Protected
Characteristics
Age, disability, gender
reassignment, marriage
& civil partnership,
pregnancy & maternity,
race, religion or belief,
sex, sexual orientation

v

Geography
For example, population
composition, built &
natural environment,
levels of social
connectedness, and
features of specific
geographies such as
urban, rural & coastal

Inclusion health &
vulnerable groups
For example, Gypsy,
Roma, Travellers &
Boaters, people
experiencing
homelessness, offenders
and sex workers

Figure 1:
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Keeping healthier for longer

There are lots of studies that show us that where we live and work influence our
behaviour, as does how we spend our time and who we spend it with. The chart below
is a good starting point for understanding all the factors that go into make up our health
and decisions we make about our health, as well as those things we can’t influence on
our own.

Figure 2: Dahlgren and Whitehead (1991)

Key areas that impact the health and wellbeing of our most vulnerable residents include
good work, healthy communities and places, having the best start in life, discrimination
and its outcomes, and environmental sustainability (Marmot, 2024).

In the Norfolk and Waveney area, there has been an emphasis on place-based
approaches, and the need to address the socio-economic factors and geography
outlined in the chart above (Figure 1). These are described locally as Living and
Working Conditions.

All of us can make a difference to our own health and wellbeing by making good,
healthy choices, but sometimes this is not easy to do, especially when faced with a
disadvantage because of where you live or if you face discrimination. We have
described this as Lifestyle Factors.

And of course, when we need help, being able to access services early, and quickly, the
same as anyone else with similar issues, but recognising the way in which the services is
delivered might need to be different. For example, a person with autism accessing
mental health services, someone with a mental health condition accessing stop smoking
services, or someone attending a hospital appointment when English is not their first
language. We describe this as Healthcare Inequalities.
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Why are we doing this?

Health equity means everyone should be able to reach their full potential for health and
well-being, with fair and just opportunity to do so. Right now, we know this is not
happening as some people are dying earlier than we would expect.

The map below shows that people are dying much earlier in some parts of Norfolk &
Waveney than others, for reasons that can be prevented. The difference in average life
expectancy between residents in one place compared to another is the kind of gap we
want to close.

Old Catton

North Norfolk
King's Lynn and 5.7 years difference

West Norfolk BranCaster, Burnham|Market
11.5 years difference [yt

City Centre West

Overstrand, Roughton
& the Runtons

lNorth WalSham
Broadland Norwich

4.6 years difference 10.4 years difference

North Lynn

Fleggburgh, Rollesby

& Martham
Great Yarmouth
8.6 years difference

Lowestoft Harbour
& Kirkley

Hellesdon Morth West

Swaffham

Shipdham, Bradenham & Saham Toney

Breckland

[ oistrict/ Borougn 6.1 years difference  J¢ South Norfolk

I Lovest ife expectancy in district 3.5 years difference
Highest life expectancy in district

\*Carlton Colville

Waveney

8.8 years difference

Figure 3:

Across Norfolk & Waveney differences in life expectancy can be seen in each district
footprint. There is a 11.9 year age gap between the lowest life expectancy in Norfolk
and Waveney (72.2 years as seen in North Lynn & Yarmouth Parade) and the highest
(84.1 years seen in Eaton).
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This gap in life expectancy is even bigger for some groups, such as those who are
homeless, or with a learning disability.

In England, men In England women with
with a learning a learning disability can

disability can expect to live for 67

expect to live for years when women

66 years, when generally live to 84 years
men generally live old

to 80 years old.

The average age of The average age of

death for a homeless death for a

woman is 43 years old homeless man is 45
years old

Figure 4:

Norfolk insight is our local data hub where anyone can look online at local data about
the population of Norfolk and Waveney. We know who lives in poor health, who dies
earlier from preventable illnesses, who has worse health outcomes, where they live and
much of the time, why they have worse outcomes.

We know that people are dying earlier from preventable illnesses in some communities,
with around half (men) to a third (women) of these due to circulatory diseases and
cancer in Norfolk.

You can find more data relating to health inequalities by clicking_here.

We have also been speaking to our communities that experience inequalities to better

understand the barriers and build a rich picture to help close the health gap between
groups.
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Who will we reach?

Although we have a lot of data telling us about the different experiences in our
communities, we also want to make sure that we are listening, and that people are able
to speak for themselves. We have asked people directly, what the issues are that affect
them the most.

We have targeted these conversations towards the groups that experience the greatest

differences in health outcomes, working with our trusted communicators in voluntary &
charitable sector groups through our Community Voices programme.

Community Voices

Using your feedback to improve care

We asked our communities what matters to them in relation to their health and
wellbeing. In summary these conversations highlight the importance of consideration of
the environment in which our residents live and work, alongside those factors that
influence their health behaviours and their ability to access services.

The below highligts some of what we have heard and more information can be found in
our summary reports here.

"Gp has told them they must quit (smoking) due
to heart condition. Has tried vapes and tablets
(champix) . Finds current living condition very
stressful and feels that quitting now would be a
huge stress 'on top of everything'..... Has anti
social neighbours and black mould caused by an
issue with leak in flat above. Doesn't feel in 'right
place mentally' to quit”




Our Community Voices conversations highlight why action should not be limited to
health services alone. The the causes of disease begin long before someone sees a
health professional as outlined below. This image clearly shows the ‘building blocks' for
good health.

" Socioeconomic Factors Education

ﬁ = Job status
Family/social support

Income

s Seppert Community safety

'-[ Physical Environment @ Location

Home

Health Behaviours

| 6 Tobacco use
@ Diet and exercise
Tobacco Use Diet & .ﬂ-lcollo!l.lu Smnul AlCOhOI use

Exercise Activity

Sexual activity

Health Care % Access to Care

Accews to Care
- Cuality of Care

Quality of Care

Figure 5: Determinants of health

The NHS has identified the communities and groups we should focus on as the
‘Core20plus’ communities. These are the people living in the most deprived areas and
vulnerable people in the local area, who are referred to as the ‘plus groups’. Our most
deprived ‘Core20’ communities are highlighted in the map below.

Cation Geave & Airpart

Uipmgll, Deip § Emnats
Vilnplard, Elbrghar £ Greal Hockham

Trastiard MesTn

Dt
IMD 2019 national decile
I - ot eeprived 10%
I : - mont cepnved 20%

@ 25 5 10 15 Miles
k + n N

Figure 6: District ward Core20
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The Norfolk & Waveney ‘plus’ groups have been locally defined and
agreed. These are:
« Ethnic minority communities
« Inclusion health groups
o People experiencing homelessness
o Drug & alchohol dependence
o Vulnerable migrants
o Gypsy, Roma and Traveller communities
o Sex workers
o People in contact with the justice system
o Victims of modern slavery
People with a learning disability and autistic people
People living in coastal and rural communities
« Young carers and looked after children
Armed forces community

We have produced some fact sheets which give more information
about each of our plus groups, which you can find here.

Health services have a clear call to action outlined via the Core20plus5 health equality improvement
frameworks, which map where the inequalities are nationally, and what the NHS should focus on
locally. The frameworks also include 5 clinical priority areas, and there is a framework for adults and a
framework for children and young people. You can find out more_information here.
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What difference will we make?

Residents who face the worst health outcomes will:

Be able to access the right services more easily and get the right support to
improve their health and wellbeing.

Have more say about services, especially feedback on whether they are
working well.

Live longer, healthier, happier lives.

Organisations involved in improving the health of residents will:
« All organisations in Norfolk and Waveney commit to working together more

effectively to tackle the causes of health inequalities.

Have a common language and purpose and commit to improving outcomes
for residents experiencing inequalities.

Recognise and respond to risk for specific groups, with good quality
information and understanding of need and be supported to enable this.
Detect and manage need early, targeting resources based on preventing
further ill health.

Increase their effectiveness through a healthy and diverse workforce.
Improve understanding of the cost of existing health inequalities for all
organisations.

Existing commitments

LY

S N N

Our organisations and leadership are not new to trying to prevent unfair
and avoidable differences in experiences and early deaths from

preventable illness. Listed below are the ICS strategies and approaches
that include commitments relating to health inequalities. This framework
will help to deliver them and a summary of their existing objectives can
be found here.
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¥ Health Inequalities

Our Guiding Principles Conversation

Through our Health Inequalities Conversation we have developed the following 10 guiding

principles that we ask our partner organisations to adopt. These are guidelines for decision
making.

Everyone needs something, some people need more.

Enabling communities to have a voice is key and requires creativity
and persistence.

We will work as close to people and communities as possible.

Our approach must be personalised to ensure the right action at the
right time for the right individual.

We will ensure accessible services for those in greatest need.

We know we can make a difference, and this is a long-term commitment.

We will take an approach that includes consideration for families and all
stages of life

Leading for change requires shared responsibility and enduring focus.

We will understand who is accessing our services, who isn’t and why in
order to act.

Recognising the building blocks for good health & wellbeing are not just
in health services.

Building fairer services means supporting change in our organisations.
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Our priority areas for action

Through our Health Inequalities Conversation we have determined our priority areas for
action, as described below. We refer to these as our ‘building blocks’ and our ‘foundation’.

Living & working Lifestyle Factors Healthcare
conditions Inequalities

Housing Smoking Core20plus5
Access to services Inactivity Frameworks
Employment & Food & Diet Access, quality,
Skills Drugs & Alcohol experience & trust
Education Behaviour NHSE Urgent
Welfare & Income change Action

Natural & Built Legal duties
Environment

Building Blocks

Social Isolation

Priority Action Areas

Creating the Conditions for Success : :
« Intelligence & evaluation

« System, organisation, or locally- . Policies, processes and

led approaches procedures

« Leadership & governance

Foundation

« Resourcing
« Community voice & coproduction

Living and working conditions

The health outcomes of a population depend on the level and quality of education,
living in an adequate house, being able to work, and access to quality health and social
care services. These are part of the wider social and economic circumstances that can
determine an individual’s health throughout their life. The same factors have significant
effects on health inequalities (Marmot, 2010). These factors are often linked. For
example, a person who is unemployed is more likely to live in poorer housing conditions
and may not have access to affordable fresh and healthy food or get out and about in
green spaces.

Tackling health inequalities requires a local shift in expenditure patterns to address

some of the underlying causes of inequality. Resources should go where there is need,
to ensure equal health outcomes (The King's Fund, 2022).
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Lifestyle factors

The choices we make in living our lives impact our health and wellbeing. The impact of
smoking, choosing unhealthy foods to eat, not getting enough exercise, and drinking
alcohol are known as behavioural risk factors. These are a major challenge for health
and social care for all residents, not only those communities that experience inequalities
in outcomes.

These factors increase our chances of developing chronic conditions like heart disease,
cancer ot diabeties andu can lead to early ceatii. lHealts inequalities increase the risk of
becoming ill and living in poor health among some groups in society and can be seen
and measured as a result.

Health and care services

Health and care services are there to maintain and improve our health. The original
focus of the NHS was the diagnosis and treatment of disease. Now it plays more of a

part in both preventing ill health and improving the physical and mental health of the
population.

Health and care services are structured to meet everyone's need which at times makes
it difficult for some people to get the service they need. This can be due to examples
like services not being available, adjustments not being made for disability, people
having challenges being understood because of language barriers, or discrimination.

The NHS has legal duties relating to health inequalities, and there are 5 Urgent Actions
that are identified in NHS operational planning guidance, which will require a
partnership approach to implement. More information about these duties to address
health inequalities can be found here.

HOLD FOR CASE STUDIES
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Creating the Conditions for Success

This framework for action is ambitious. We have to work together building on our successes so far,
sharing our knowledge, tools and resources to drive change. If we are going to make a difference to
health outcomes, so people have a fairer chance to live longer and healthier lives, we have to
change the way we work within our organisations and together.

Navigating our different duties, relationships, structures and priorities is going to be difficult.
However, this is the chance to work more closely with communities, understanding better how we
can do differently, and leading more effectively.

Leadership & Governance

We recommend a leadership and governance structure for health inequalities that maximises our
existing resources and expertise and responds to the benefits of working locally.

This proposed structure enables us to share, learn and scale what works and understand what
doesn’t. This is about what we can do together and all parts of our Integrated Care System have a
role to play - this includes our district and county councils, Voluntary Community & Social Enterprise
(VCSE sector) and our health services.

Our Norfolk & Waveney Integrated Care Partnership brings together health and social care
providers, local government, the VCSE sector and other partners. It will provide ensure the Health
Inequalities Framework is delivered.

Action in our organisations

Acting together as a system

Acting locally, as close to communities as possible

Our Norfolk &
Waveney residents

Empowering communities to take their own action

I

iy
B, \d
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Action in within our organisations

Our organisations already make a huge difference to the wellbeing of people living in
Norfolk and Waveney right now. Closing the gap so that everyone has a fair chance;
stopping the early deaths of vulnerable people, will mean doing some things differently.
Organisations involved have a number of ways to make this happen, for example:
« By embedding these guiding principles in their organisational action plans and ways
of working
« As ‘anchor institutions’ working locally to lead by example as an employer and estate
owner, as well as through buying power.
« Through good quality equality impact assessments, complaints procedures or by
embedding a requirement for social value in contracts.
» Through sharing good practice and intelligence to inform action
« Through a commitment to actively listening to people, especially the most vulnerable
« Through robust data collection and sharing

This isn't everything we can do, and we have outlined below what some of this might
look like. UCL Partners, working alongside NHS organisations, have produced a useful
toolkit that you can_find here, which helps anchor organisations understand 'how strong is
your anchor’ currently.

Anchor Institutions

First developed in the United States, the term anchor institutions refers to large, typically
non-profit, public sector organistions whose long-term sustainability is tied to the wellbeing
of the populations they serve.

@ ow =

Work more closely

Using our buildings and spaces with local partners

to support communities

999 :

Purchasing more locally

and for social benefit o (o) (o)
Reduce our environmental impact
Widen access

to quality work

As anchor intuitions we can influence the health and wellbeing of communities simply by being
there. But by choosing to invest in and work with others locally and responsibly we can have an
even greater impact on the wider factors that make us healthy.
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Acting as close to communities as possible

Organisations often come together around a ‘place’. This might be a few streets, a
neighbourhood, a council footprint or a health system boundary. There are ways in which
people in communities and organisations can plan their place together, that helps identify
where the greatest need is, and what the best approach is for that place.

Place-based partnerships are an important vehicle for tackling health inequalities. They bring
together organisations at a local level, including district councils, VCSE organisations and health
and care services, to enable greater understanding, connectivity and collaboration.

Place-based partnerships will be supported to close the gaps between groups, through the
update and production of tools and guides. Place-based structures will play a key role in
developing the action plans for each of the building blocks, with the Health & Wellbeing
Partnerships coordinating action relating to Living & Working Conditions and Lifestyle Factors,
and Place Boards coordinating action relating to Healthcare Inequalities and Creating the
Conditions for Success.

Empowering communities

The Voluntary, Community & Social Enterprise (VCSE) sector also plays a crucial role in
addressing health inequalities. Collaborating with the VCSE sector allows for new solutions to
local health issues, they are rooted in communities and have established relationships with
residents meaning they can act as ‘trusted communicators’ and have a sound understanding of
community need. They can offer creative and cost-effective approaches and connect with people
that experience the greatest health disadvantage.

In summary, collaboration with the VCSE sector is a powerful tool for transforming health
inequalities. promoting community wellbeing and ensuring equitable access to healthcare.

As such it is vital that the VCSE sector are integrated into all parts of our governance as an equal
partner and that they are empowered where possible to provide a leadership role.

In support of our work to address health inequalities we will commit to the development of a

VCSE partnering work programme, as well as the continued development of a VCSE Assembly
that complements our local VCSE infrastructure arrangements and existing thematic forums.
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Acting together as a ‘system’

The word system has different meaning for different people. Simply put it means organisations
coming together to tackle a common goal, considering the desired outcome rather than
individual organisational interests.

We need to better coordinate our action to tackle health inequalities as a ‘whole system’, so
that we can join up and coordinate our existing work, share best practice, scale what works and
understand better what doesn't.

Our proposed structure recommends 3 groups all of which are to be representative of our
Integrated Care System, that will drive further action relating to our building blocks:

« Living & Working Conditions Group to drive action relating to Living and Working conditions
- Chaired by TBC

+ Health Improvement Transformation Group to drive action relating to Lifestyle Factors -
Chaired by the SRO for Prevention

« Population Health & Inequalities Board to drive action relating to Healthcare Inequalities and
the tools required to create the conditions for success - Chaired by the SRO for Healthcare
Inequalities
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Summary of key actions

We have set out here what actions we think need to take place first so that people across all
organisations are confident they can tackle local health inequalities. These are based on our
Health Inequalities Conversations - what we need to do to make this commitment happen.

We plan to take these 10 actions in the first 12 months of implementation, by April 1st 2025.
The ICS Health Inequalities Oversight Group will be responsible for making sure they happen,

with responsible organisations for each action to be agreed. More detailed action planning is
available separately.

ORGANISATIONAL PLEDGES GOVERNANCE STRUCTURE PEER REVIEW & SELF
We will roll out a programme We will identify named Senior ASSESSMENT

We will assess where we are,
what good looks like, what we
need to do next. We will include
actions for anchor institutions.

which includes commitments and
accountability.

Responsible Officers/Leaders,
Organisational Leads, Clinical
leads and Health inequalities
champions.

ACTION PLANS

We will produce action plans for
each of our building blocks,
building on our existing assets
and with our place and system
structures working closely
together.

VCSE INTEGRATION ORGANISATIONAL

We will further develop the VCSE DEVELOPMENT

Assembly and integrate the VCSE Including a suite of tools and

sector into all parts of our planning & training, as well as a leaming

decision making. centre to share good practice
and case studies. And establish
a health inequalities champions
network.

Action 8

INTELLIGENCE
Get better at collecting data and

Action 9

PARTICIPATION
Continue to engage with communiti

RESQURCES
Mapping the flow of health

inequalities resources & spend
across organisations to further
develop our business case for
investment.

insights on our population, as
well as service data — so that
population health management
is embedded in our ways of
working.

that experience health inequalities |
enable access to services and enst
voicas are heard with equity. We w
ensure coproduction with experts b
experiance.

Action 10

MONITORING

A Health Inequalities Ouicomes
Framework, with clear metrics
identified to keep us on track.
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Action over time

Medium term
actions (2-5 years)

Long term actions
(5 — 10 years)

* Focus on our foundation— improving our ways of working to create the conditions for success
Strengthen our leadership, governance and partnership working

Understand our baseline - map and coordinate existing activity and identify gaps

Clarifying the actions required around our building blocks to further our impact

 Implementing our action plans, and understanding our impact

+ Organisations taking action utilising the tools provided

+ Aligning the action between our building blocks - creating a Health Equity focus
* Measurable differences in our ways of working —improvements on our baseline

* Tackling health inequalities part of our ‘business as usual’ via a confident and competent workforce
¢ Demonstrable impact on the metrics within our outcomes framework
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Hold for Outcome metrics for each building block
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Suggested actions for our building blocks

It is now up to the system to come together to build on existing activity and take
coordinated action around our building blocks. During our engagement we identified a
number of potential actions, some of which are provided below as examples.

For a more detailed report about what we heard during our Health Inequalities
Conversation please go to xxxxx.




Action plan template
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)

% Health Inequalities

Norfolk and Waveney Integrated Care System

© Conversation

Tackling Health
Inequalities: A Strategic
Framework for Action

Mark Burgis, Executive Director of Patients and Communities,

NHS Norfolk and Waveney Integrated Care Board
Tracy Williams, Clinical Lead for Health Inequalities & Inclusion
Health, NHS Norfolk and Waveney Integrated Care Board
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Introduction

This Framework responds to the Joint Forward Plan
objective to develop a Health Inequalities Strategy by
April 15t 2024.

Designed through a significant engagement process across
our local system, and by reviewing best practice from
other systems.

Over 100 organisations engaged, including all Place
Boards, Health & Wellbeing Partnerships, VCSE forums
and governance structures.

Driven by a multi-agency taskforce, with significant input
from Public Health colleagues.

It is designed to be our first step in a whole system
approach, to lay a strong foundation for the future.
Going to ICP on 6'" March 2024 for endorsement.

)," Improving lives together
N Care Syste

orfalk and Waveney Integrated Care System

Norfolk and Waveney Integrated Care System

Health Inequalities
Strategic Framework




Vision

We will come together to address unfair
and avoidable differences in health
outcomes. We will do this by listening to
communities, prioritising prevention, and
taking action together, making health
inequalities everybody’s business.
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Our Guiding Principles

. « We know we can make a difference, and this
« Everyone needs something, some people is a long-term commitment.

need more.

« We will take an approach that includes
« Enabling communities to have a voice is key consideration for families and all stages of life.

and requires creativity and persistence. . Leading for change requires shared

responsibility, collaboration and enduring

« We will work as close to people and focus

communities as possible.
* We will understand who is accessing our

« Our approach must be personalised to ensure  services & support, who isn’'t and why in order
the right action at the right time for each to act.

individual. » Recognising the building blocks for good
_ _ _ _ health & wellbeing are not just in health
« We will ensure accessible services for those in  ggorvices.
greatest need.
 Building fairer services means supporting
change in our organisations. 233



Areas

on

ty Acti

folg

Pr

Building Blocks

Living & working
conditions

Housing
Access to services

Employment & Skills

Education

Welfare & Income

Natural & Built
Environment

Social Isolation

Creating the Conditions for Success

Lifestyle Factors

Smoking
Inactivity
Food & Diet

Drugs and Alcohol

Healthcare Inequalities

Access, Quality,
Experience & Trust

Core20plus5
Frameworks

NHSE 5 Urgent Actions

Legal duties

Organisational & workforce development

System, organisation, place or community-led
approaches

Intelligence & Evaluation

Policies, Processes and Procedures

Leadership & Governance

Foundation

Resourcing
Community Voice & Coproduction




o grated Care Partnership
Ky

How will we organise ourselves?

Action in our organisations

Acting together as a system

Acting locally, as close to
communities as possible

Our Norfolk &
\Waveney residents

Empowering communities to
take their own action
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Action 1

ORGANISATIONAL
PLEDGES

We will roll out a
programme which
includes commitments
and accountability.

Action 4

ACTION PLANS

We will produce action
plans for each of our
building blocks, building
on our existing assets
and with our place and
system structures
working closely together.

GOVERNANCE
STRUCTURE

We will identify named
Senior Responsible
Officers/Leaders,
Organisational Leads,
Clinical leads and Health
inequalities champions.

Action 5

VCSE INTEGRATION
We will further develop
the VCSE Assembly and
integrate the VCSE
sector into all parts of
our planning & decision
making.

PEER REVIEW & SELF
ASSESSMENT

We will assess where we are,
what good looks like, what we
need to do next. We will
include actions for anchor
institutions.

ORGANISATIONAL
DEVELOPMENT

Including a suite of tools and
training, as well as a learning
centre to share good practice
and case studies. And
establish a health inequalities
champions network.
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RESOURCES INTELLIGENCE PARTICIPATION
Mapping the flow of Get better at collecting | | Continue to engage with
health inequalities data and insights on communities that
resources & spend our population, as well | | experience health
across organisations as service data — so iInequalities to enable
to further develop our that population health access to services and
business case for management is ensure voices are heard
iInvestment. embedded in our ways | | with equity. We will
of working. ensure coproduction with
experts by experience.
MONITORING
A Health Inequalities
Outcomes

Framework, with clear
metrics identified to
keep us on track. 237




Call to action

Recommendations:

The ICP is asked to:

 Endorse the Norfolk & Waveney ICS Health Inequalities Strategic
Framework for Action.

* Support implementation, providing leadership and advocacy as
required.

* Receive regular updates of progress and delivery and provide
oversight as required.



Norfolk and Waveney Integrated Care Partnership
Item No: 7

Report title: Committing to the Hewitt Review recommendations
Date of meeting: 06 March 2024

Sponsor
(ICP member): Councillor Kim Carsok, South Norfolk Portfolio Holder for
Healthy & Active Lifestyles, South Norfolk District Council

Reason for the Report

The Broadland and South Norfolk Health & Wellbeing Partnerships (HWPs) welcomed the Hewitt
Review recommendations as reflecting the principles by which they have worked over the last
year. However, they were disappointed with the lack of national support. A Statement of
Commitment was created for both Partnerships and brought to the Integrated Care Partnership
(ICP) for their endorsement and support, a version of which has since been considered by all
HWPs. To profile the work the HWPs have done to drive each Integrated Care System (ICS)
priority and to address health inequality locally. It is advised the ICP recognises HWPs as a
strategic asset and capitalises on this opportunity for delivering shared objectives, addressing
health inequalities, and shifting towards prevention.

Report summary

This report explores recommendations made in the Hewitt Review around shifting the focus to
promoting health and prevention from iliness, delivering on the promise of systems, and resetting
approaches to finance and embed change. It demonstrates how the HWPs are well-positioned to
enact them, supported through their contribution to ICS priorities and aims since their formation.
The report recommends the ICS utilise HWPs to deliver shared objectives, address health
inequalities, and continue to lead the shift towards prevention.

Recommendations
The ICP is asked to:
a) Endorse and sign-off the Statement of Commitments to the Hewitt Review, consider
committing to them as an ICP, and ensure progress is tracked.
b) Recognise Health and Wellbeing Partnerships as key and strategic anchors to the ICPs
shared objectives of addressing health inequalities and a shift towards prevention.
c) Consider our model of distributed leadership and how resource can be dispersed to support
place activity.

1. Background

1.1 The ‘Hewitt Review: an independent review of integrated care systems’ was published in
April 2023. The South Norfolk and Broadland HWPs were unsatisfied by the lack of
commitment and endorsement by national bodies. The strong relationships, transparency,
and principles the HWPs have established mean they are ready to demonstrate full
commitment to the Review’s recommendations.

1.2  Statement of Commitments were signed by the Broadland, South Norfolk (see appendix 3)
North Norfolk, Great Yarmouth and Breckland HWPs, with other partnerships considering
their position (see attached papers).

1.3 The HWPs were set up in 2022 to focus on prevention, addressing health inequalities, and
utilising partners’ expertise in the wider determinants of health. Varying place by place they
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2.1

2.2

2.3

2.3.1

2.3.2

2.3.3

2.4

2.4.1

2.4.2

include participation and commitment from local leaders from across the full spectrum of
local public services and the VCSE.

Embedding the Hewitt Review Recommendations

The review lists 6 Priorities:

e collaboration within and between systems and national bodies,
a limited number of shared priorities,

allowing local leaders the space and time to lead,

the right support,

balancing freedom with accountability,

enabling access to timely, transparent and high-quality data.

These principles resonate with the work the HWPs have been doing since their formation.
There are three sections of the review where the ICP could harness the progress the HWPs

have made so far and utilise them to deliver shared outcomes:
From focusing on illness to promoting health

In this section, the review calls for a shift of focus upstream to prevention. To do so, a
baseline of current investment in prevention within each ICS is required, including the health
inequalities funding. Once this is known, the HWPs should be utilised to facilitate the shift to
prevention. The HWPs have formed mature partnerships of locally-focused system leaders
that contribute to the wider determinants of health. Their leadership and outcomes over the
last year have demonstrated optimal positioning to be trusted with delivering ICS-wide aims
such as the impending Health Inequalities Strategic Framework. This would require
courageous leadership from the ICP.

The review also encourages taking every opportunity to refocus clinical pathways towards
prevention. Working across all sectors, the HWPs have managed to foster trust between
health, voluntary, and government organisations for better system and individual outcomes,
whilst reducing inefficiencies. The resources and expertise of VCSEs and district councils
are essential for shifting clinical pathways towards prevention. The HWPs can therefore
utilise their existing resources and relationships with their residents/clients/patients to work
with NHS organisations to ensure clinical pathways are focused towards prevention.

Data is mentioned as a tool to enable ICSs to connect multiple sources. This is key in order
to shift to prevention. There have been multiple examples of HWPs using data to identify
local cohorts of residents in need of support, working alongside both physical and mental
health providers to proactively target need and provide localised and community-based
solutions (see appendix).

Delivering on the promise of systems

The Statement of Commitments show the HWPs’ full support for Hewitt's recommendation
of ICSs locally co-developed priorities and targets being treated with equal weight to
national targets. The HWPs have delivered enhanced outcomes for individuals when
priorities are locally set and delivered on, using a multi-disciplinary lens. If funding streams
allowed HWPs the freedom to determine this more often, they could deliver programmes of
work that have impressive cross-system outcomes.

The Review also states that ICS leaders should challenge themselves and expect to be
challenged around working together to use existing resources as effectively as possible.
Projects the HWPs have carried out have effectively increased efficiency in the system by
reducing duplication and increasing collaborative and integrative working (e.g. District
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2.5

2.5.1

252

2.6

2.6.1

2.7

2.71

2.7.2

Direct, Active NoW, HWP joint-funded posts, Lily, etc.). Having the HWPs are a unique
asset to Norfolk & Waveney and should be utilised further.

Resetting our approach to finance to embed change

The Health & Wellbeing Partnerships have received small yearly or two yearly investment
from Public Health and the Better Care Fund through Adult Social Care. Matched to other
locally available sources of finance, the HWPs have achieved greater integration, enhanced
outcomes for individuals and populations, and worked towards a reduction in health
inequalities. However, the limited and non-recurring funding prevent them being able to plan
ahead and deliver long-term preventative programmes and system change. The review
recommends ending small in-year funding pots, to ensure greater financial freedom. The
variety of projects and resource invested in has demonstrated the strength and creativity of
the HWPs and their ability to start to make real system change. This opportunity should be
taken by the ICP to invest and trust in as a delivery mechanism and engine room for
innovation.

The review also recommends pooling budgets to allow local leaders to make holistic
decisions about how best to allocate resources across health and care systems. The strong
relationships, trust and transparency, and collaborative way of working the HWPs promote
means they’re well positioned to deliver system-wide goals with pooled budgets. Their
unique range of expertise and relationships with their patients/clients/residents is a powerful
asset to the system.

How have the Health & Wellbeing Partnerships been working towards reducing
health inequalities, addressing wider determinants of health, and focusing on
prevention?

Since their formation, the eight HWPs have delivered locally Health and Wellbeing
Strategies which have guided programmes of work with short funding pots spanning an
impressive range of areas including physical activity, driving integration, workforce
development, empowering resilient communities, and working with migrant communities
(see slide pack for all themes). These are projects decided upon mutually across partners,
utilising local intelligence and data to determine priorities. Examples are shown in Appendix
2. Themes are consistent across Health & Wellbeing Partnerships, but schemes tailored to
their locality’s needs. This demonstrates the maturity of this level of place-based
partnerships.

How has investment in these projects contributed to delivering the ICS Strategy?

A number of projects across the Health & Wellbeing Partnerships have contributed to the
ICS’s four priorities: driving integration, prioritising prevention, addressing inequalities,
enabling resilient communities. This is demonstrated in Appendix 1. All projects fit under
multiple themes but have been coded into threads based on their main focus. The size of
the boxes give an approximate representation of the number of projects within each thread.
These all come under the umbrella of addressing and reducing health inequalities.

The strong relationships built in the Health & Wellbeing Partnerships and the projects and

outcomes delivered to progress work in a variety of different themes further demonstrates
their optimal positioning to be trusted with shared ICP outcomes.

241



Officer Contact
If you have any questions about matters contained in this paper please get in touch with:

Name: Jamie Sutterby  Tel: 01508 533703  Email:
jamie.sutterby@southnorfolkandbroadland.gov.uk

IN A If you need this report in large print, audio, Braille, alternative format

or in a different language please contact 0344 800 8020 or 0344 800
:' TRAN 8011 (textphone) and we will do our best to help.

communication for all
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Item No: 7, APPENDIX 1: Common threads across the HWPs with examples

Common threads - Examples

Migrant Communities ]
SP for migrants and ]
refugees
Driving Integration

District Direct
Enhancements
™
Natural & Built

Environment

Home Disrepair
Grant

Support Right to
Succeed

Mindful Towns &
Villages

Workforce

Development

[ Economic Hardship ]
l Hardship Assistance ]

Healthy Hearts

Prioritising
Prevention

Falls Prevention

Social Isolation &

Loneliness

Mental Health &
Wellbeing

All to Play For
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Item No: 7, APPENDIX 2: Project examples

A) Stroke Reach Project

Stroke Reach project

Stroke Reach:

Co-designed with stroke survivors,8 challenges were

identified. Stroke Reachencourages Practitioners to refer ;
through Active NoW offering stroke patients a range of
holistic wrap-around support. This is shown in the diagram .
below: Referrals are triaged
iveNoW > Kot
op activelNo IVE

. appointment Supporting physical activity in Norfolk and Waveney
Hospital/ GP ) /
surgery \<]. ; A 7.‘:& Norwich
[ —
RN ageux
oooo gg oooo : ity ol e L
—— oo o Hﬂ o X V’I’I Health Coaches offer at-
+ | Communlty I [] L ’ ,-_\ home exercise coaching
hospital l I}{ N\ =
Stroke <S¢ \\ 2
wards

Headway

1:1 support for individuals and families through
ABI Connections Programme.

B) Warm Homes

The pilot aimed to answer the following question:could keeping people warm and well at home
reduce need for health services?

Identified Cohort
* 65+ in Great Yarmouth and Waveney
* Risk of fuel poverty and cold homes
‘  Chronic respiratory condition
» Hospital admission in the past 3 -6 months
=353 people
Those with Districts All wider support options
further made covered including cash
need contact and payments, housing support
P e lored and referrals to other
referred to explore I _—
Districts options =18 households
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C) Food for Thought

Food for Thought

e« FOOD

FOR THOUGHT
‘e
.

ROUND 3 - 201 ATTENDEES IN TOTAL ROUND 4 - 168 ATTENDEES SIGNPOSTED FROM LOCAL SERVICES INCLUDING:
PANDORA PROJECT, HARBOUR CENTRE,
VOLUNTEERING MATTERS, BOUDICCA COURT
ACCOMMODATION, NORFOLK INTEGRATED HOUSING
& COMMUNITY SUPPORT SERVICE, WELLBEING,
CHANCES PROJECT NCC, TARGETED YOUTH SUPPORT,
SERVICE (MOMENTUM)

Attendees Fruit and Veg Intake Number of people had helped them tackle the
issues they were facing with food, shopping and

cooking.

mincreasad
»less
= reduced
= more

=same
= none

{blank)

same

® (blank)
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Item No: 7, Appendix 3 — South Norfolk Health and Wellbeing Partnership Hewitt Review
Statement of Commitment

South Norfolk Health and Wellbeing Partnership’s

Statement of Commitment to the Hewitt Review recommendations

Intended for: The Health and Wellbeing Board/Integrated Care Partnership

As a wide variety of organisations positioned across South Norfolk, we were grateful for the
opportunity to contribute to Patricia Hewitt's Independent Review of Integrated Care Systems. We
firmly believe Integrated Care Systems do represent the best opportunity in a generation for
transforming our health and care system, and we intend to cultivate this in our patch.

This statement of commitment is to demonstrate South Norfolk Health and Wellbeing Partnership’s
dedication to drive towards a preventive system that operates in an integrated way. By
approaching the integrated care system as an adjective, instead of accepting it as a noun, we
hope to meet this goal.

The Partnership is dedicated to delivering prevention guided by a set of principles including being
bold, confident, and transparent, using intelligence and evidence to set priorities, working
collaboratively and proactively, embracing trust, and innovating, testing, and reviewing regularly.
These principles are echoed in the Hewitt Review as necessary facilitators for change.

We recognise the Hewitt Review recommendations and Matthew Taylor’s advice in his NHS
ConfedExpo speech requires everyone taking responsibility. Therefore, the following shows our
public commitment to achieving these in our patch and encouraging others to do so too. We will:

Drive a shift of focus upstream:

v" Identify those who have the drive to make a real difference and give them headspace to
look upstream of the immediate pressures we face in our district. We will increase capacity
for this by investing in dedicated resource to drive their ideas. This demonstration of trust
and space intends to facilitate their innovation, and support the recommendation of allowing
local leaders the space and time to lead.

v" Ensure all our investments using Health and Wellbeing Partnership funding go towards
prevention, and working with our Place Boards, Public Health, local VCSEs, and
community, we will get a better understanding of where we can have the most impact. We
have already invested in a programme of preventative activities over the last year including
providing wrap-around support for individuals experiencing a stroke, delivering free mental
health and wellbeing awareness training to local community groups and businesses to build
an available group of people in local communities who can support each other, and
delivering Care Academies to support recruitment and training of care staff.

v' Use our data and intelligence to innovatively work to identify where we can have the biggest
impact in prevention. We are currently exploring a Proactive Interventions project seeking to
transform the approach to supporting residents to proactive, targeted, preventative support.
It uses sophisticated holistic data analysis to predict support requirements, running falls
pilots currently.

v Build on existing relationships in our communities to design and create prevention activities
which are right for them. We will also strive to connect with those who are less well known
to us through co-production activities specifically in our Resilient and Healthy Communities
Priority Delivery Group.
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v" Work with our communities to empower them to manage their own health, building on the
Mindful Towns and Villages model to ensure our communities are best supported to work
together sustainably for better individual outcomes.

Work locally, proving subsidiarity works:

v Use our collective intelligence, experience, and data to inform our priorities and our focus
areas. Our Health and Wellbeing Strategy was the result of extensive engagement with our
partners and their networks sharing collective intelligence to inform our current priority
areas: mental health and wellbeing, access and prevention, resilient and healthy
communities, all underpinned by Covid-19 recovery and hardship support. We will continue
to work closely with Public Health to be evidence-led as this is one of our agreed
Partnership Principles.

v' Take accountability of enacting the relevant Hewitt Review recommendations at our local
level, ensuring our priorities are informed by our people, environment, communities, and
local economy. We have impressive buy-in from key players across our patch of the
Integrated Care System, we are harnessing their enthusiasm through their leadership of
each Priority Delivery Group.

v We will lobby national government and NHS England to hold our local priorities and targets
with equal weight to national targets.

v Learn from others and share transparently. We do not operate in competition with other
parts of the Norfolk and Waveney system and are always eager to share and learn. A
National Peer Review would give Integrated Care Systems the chance to share learnings
and best practice formally. We support this recommendation and will explore the possibility
of a local peer review whilst encouraging a national one.

Encourage funding that enables change:

v" Shift resource into our communities by building on our existing relationships. We will do this
by working with our partners, our community groups, and our populations to understand
where resource is most efficiently utilised.

v" Ensure the entirety of our spend is on prevention, and we will encourage other
organisations to increase their spend on this agenda and lobby the government and NHS
England to increase theirs.

v Continue to lobby the government for longer-term funding to enable us to meet the
ambitions we have for our populations. To achieve true prevention longer term funding is
required. The ambitions of the Partnership exceed the confining timeframes set by funding
pots, therefore we will actively seek opportunities to lobby on this issue.

We will hold ourselves to account for each of these commitments and will measure progress
against them in a years’ time.

Signed: The South Norfolk Health and Wellbeing Partnership
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Committing to the
Hewitt Review
recommendations

Jamie Sutterby

Director, South Norfolk and Broadland
District Councils

Breckland
Health &

Wellbeingv
Partnership

Great Yarmouth

Health &
Wellbeingv
Partnership

North Norfolk
Health &
Wellbeingv
Partnership

South Norfolk
Health &

Wellbeingv

Partnership

Broadland
Health &

WeIIbeingf
Partnership

King’s Lynn and
West Norfolk
Health &
Wellbeingf

Partnership

Norwich

Health &
Wellbeingv
Partnership

Waveney
Health &

WeIIbeingf
Partnership
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" Improving lives together
Norfolk and Waveney Integrated Care System

4 main aims of ICS

Hewitt Review: 6 principles




From focusing on illness
to promoting health

v’ Increasing resources
must be committed to
prevention.

v’ The share of total NHS
budgets at ICS level

going towards
prevention should
increase by at least 1%
over next 5 years.

v’ Take every opportunity
to refocus clinical
pathways towards

prevention.

v’ Enable ICSs to connect
data from multiple

sources to enable a shift
to prevention.

Delivering on the promise
of systems

v’ Locally co-developed
priorities/targets should be
given equal weight to national
targets and span health and
social care.

v’ Data collection should
increasingly include outcomes
rather than mainly focusing
on inputs and processes.

v A national peer review should
be developed to share best
practice across ICSs.

v" ICS leaders should challenge
themselves and expect to be
challenged- to work together

to use existing resources as
effectively as possible.

Resetting our approach to
finance to embed change

v' Ending (where possible)
small in-year funding
pots.

v Giving systems more
flexibility to determine
allocations for services

and appropriate
payment mechanisms
within their own
boundaries.

v" Work towards pooling
budgets to allow local
leaders to make holistic
decisions about how
best to allocate
resources across health
and care systems.
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PRIORITIES

Enabling resilient
communities

Driving Integration Prioritising Prevention | Addressing inequalities




/ " Improving lives together

Norfolk and Waveney Integrated Care System

The ICP is asked to:

a) Endorse and sign-off the Statement of Commitments to the
Hewitt Review, and consider committing to them as an ICP,
and ensure progress is tracked.

b) Recognise Health and Wellbeing Partnership as key and
strategic anchors to the ICPs shared objectives of
addressing health inequality and a shift towards prevention.

c) Consider our model of distributed leadership and how
resource can be dispersed to support place activity.
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Norfolk and Waveney Integrated Care Partnership
Item No: 8

Report title: Cancer, Public Health key indicators for Norfolk and Waveney
Date of meeting: 06 March 2024

Sponsor
(ICP member): Stuart Lines, Director of Public Health, Norfolk County
Council

Reason for the Report

The Integrated Care Partnership (ICP) Chair has asked Public Health to provide reports on a
number of health conditions, so that the ICP can work together to improve the health of the
population. It has been agreed that these reports will cover four major heath conditions:
Cardiovascular Disease (June 2023), Respiratory conditions (September 2023), Mental Health
(November 2023) and Cancer (March 2024). This is fourth in the series, focusing on Cancer.

Report summary

Across England, cancer incidence (new cases each year) rose slightly through the 2000s, but this
trend stopped around 2013. Norfolk and Waveney picture has remained similar to that seen
nationally. In the same period rate of people dying from cancer has decreased. Overall, mortality
rates for cancers are lower in Norfolk & Waveney compared to England. However, early deaths
(those under 75) are higher than expected in the more deprived areas.

Cancer survival rates have improved in the past decade and are in line with the England average.
However, patients from more deprived communities are more likely to have cancer diagnosed at
a later stage and have lower survival rates.

Studies have shown that 38% of cancer cases are preventable and that smoking is the largest
single preventable cause of cancer, accounting for 15% of cases. And as deprivation increases
the proportion of people with higher risk health behaviour also increases.

Recommendations
The ICP is asked to:
a) Note the data and information relating to Cancer for people living in Norfolk and Waveney
for use in their strategic and operational planning and note there is additional information
contained within the Norfolk Joint Strategic Needs Assessment (JSNA).

1. Background
1.1 Previous analysis has shown that cancer diagnosis in Norfolk and Waveney is a key driver

of health inequalities and places a significant demand on the health and care system. This
also results in unwarranted variation in the survival rates across our population.

2. Key indicators

2.1 Cancer Incidence in Norfolk & Waveney

2.1.1 Incidence is the number of new cases diagnosed every year.

2.1.2 Cancer incidence rose slightly through the 2000s across Norfolk and Waveney (also in
England), but this trend stopped around 2013, and is now decreasing slightly.
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In Norfolk & Waveney there are between 6,500 and 7,400 new cases of cancer identified
annually (6,584 in 2020 — this could be due to Covid effect, patients not able to be seen by
GPs and then subsequent referral to hospitals during and around lockdown period.)

The most common types of cancer diagnosed in Norfolk and Waveney:
e prostate cancer (males)
e breast cancer (females)
e lung cancer
e colorectal cancer

Every year there are around 1,000 new cases of prostate cancer and breast cancer, and
more than 800 new cases of lung cancer and colorectal cancer.

Cancer Deaths

Whilst the overall incidence rate of cancer has increased, the rate of people dying from
cancer has decreased due to advances in earlier diagnosis, prompt treatments.

In Norfolk & Waveney there were 3,226 deaths from cancer in 2020. These account for
around a quarter of all deaths in the area.

40% of cancer deaths occur below the age of 75, and 10% below the age of 60.

Main causes of cancer deaths in N&W
e Males — lung, prostate and colorectal cancers
e Females — lung, breast and colorectal cancers

Across Norfolk and Waveney early deaths (those under 75) are higher than expected in the
more deprived areas. There is an excess of 50 deaths out of a total of more than 200
deaths per year in the most deprived 20% of people under the age of 75.

Cancer Survival

In Norfolk & Waveney
e 74% of people diagnosed with cancer survive more than one year after diagnosis and
e 56% survive more than five years.

Cancer survival rates have improved in the past decade due to advances in earlier
diagnosis, prompt treatments at early stages of cancer, and are in line with the England
average.

Health Inequalities in Cancer

Patients from more deprived communities are more likely to have cancer diagnosed at a
later stage and have lower survival rates.

People from more deprived communities are less likely to recognise symptoms, less likely to
attend screening and are more likely to report barriers to seeking help. For more information
on socio-economic deprivation and cancer in the UK go to cancerresearchuk.org to read the
Cancer in the UK 2020 report.

Studies have shown that 38% of cancer cases are preventable and that smoking is the
largest single preventable cause of cancer, accounting for 15% of cases.

As deprivation increases the proportion of people with higher risk health behaviour also
increases, e.g. smoking, alcohol, healthy eating and excess weight.


https://www.cancerresearchuk.org/sites/default/files/cancer_inequalities_in_the_uk.pdf
https://www.cancerresearchuk.org/sites/default/files/cancer_inequalities_in_the_uk.pdf
https://www.cancerresearchuk.org/sites/default/files/cancer_inequalities_in_the_uk.pdf

3. Further Information on Cancer in Norfolk and Waveney

3.1 Norfolk Insight is a locality-focused information system providing data and analysis for
neighbourhoods in Norfolk and Waveney. There are a range of documents gathered on the
Norfolk Insights website that provide further detail regarding cancer:

Officer Contact
If you have any questions about matters contained in this paper, please get in touch with:

Name: Dr Abhijit Bagade Tel: 07825851227 Email: abhijit.bagade@norfolk.gov.uk

IN A If you need this report in large print, audio, Braille, alternative format
or in a different language please contact 0344 800 8020 or 0344 800

v TRAN 8011 (textphone) and we will do our best to help.

communication for all
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Suzanne Meredith, Deputy director of Public Health,
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Cancer Incidence (new cases) in Norfolk & Waveney

« Cancer incidence rose slightly through the
20003 dCross NOI’fO|k and Waveney (aISO in ;nocéﬂegggoofall mlaiigne(\jnt cancers (all ages) excluding non-melanoma skin cancer
. - annual tren
England), but this trend stopped around 2013.

* In Norfolk & Waveney there are between 6,500 & |/
and 7,400 new cases of cancer identified
annually (6,584 in 2020 — Covid effect?).

« The most common types of cancer: prostate
cancer (males), breast cancer (females), lung
cancer and colorectal cancer.
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Cancer deaths

}'/]\Q;I Iﬂgpeeaggg r?l!]leinrcaiseegfgggé)eleog)?i%gcer Death rate from all malignant cancers (all ages) excluding non-melanoma skin cancer
’ 2001-2020 annual trend
from cancer has decreased. -

* In Norfolk & Waveney there were 3,226
deaths from cancer in 2020. These
account for around a quarter of all deaths
in the area.

* 40% of cancer deaths occur below the age
of 75, and 10% below the age of 60.

 Overall, mortality rates for cancers are
lower in Norfolk & Waveney compared to
England.
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Early Cancer deaths (those under 75)

» Across Norfolk and Waveney early deaths (those under 75) are higher than
expected in the more deprived areas. For the most deprived 20% of areas this

excess is about 50 per year.

Standardised Mortality Ratios for under 75s for all cancers across Norfolk and
Waveney in 2020 - 2022

Source: MHS Digital Primary Care Mortality Database

Standardised
Mortality Ratios

1.50
1.25
1.00
075

Deprivation Decile

Early deaths due to cancer (deaths under 75) standardised admission ratio by
deprivation decile across Norfolk and Waveney for 2017 to 2019 (PCMD, NHS Digital)

Least Deprived ] n—o—c
S e D
5 | | | | | —e—-
Most Deprived | ' '—'—0—*'

s 0 Zio ;0 6:0 ;0 1(;0 1;0 1!10 1;0 1#0
\\ lower than expected Standardised Mortality Ratio (obs/exp) higher than expected
Darker colours indicate higher than

expected rates — these are generally
associated with the more deprived areas.
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Cancer survival

 In Norfolk & Waveney, 74% 1-year and 5-year index of cancer survival (%), by
of people diagnosed with calendar year of diagnosis: all adults (aged 15 to 99

cancer survive more than one 8o years), Norfolk & Waveney, 2005-2020
year after diagnosis and 56% 70
survive more than five years.

o
o O

—Norfolk & Waveney 1 year survival

e Cancer survival rates have
Improved in the past decade

Norfolk & Waveney 5 year survival
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Cancer - inequalities
Please note this important slide

 Patients from more deprived communities are more likely to have cancer
diagnosed at a later stage and have lower survival rates.

Five year cancer survival (net) by socio-economic deprivation, Wales, 2012-2016
Proportion of patients diagnosed at each stage by deprivation quintile, England, 2014-2018 :
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v
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https://www.cancerresearchuk.org/sites/default/files/cancer inequalities in the uk.pdf

Net survival lower in the
more deprived communities
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Cancer survival — inequalities

Please note this important slide

* People from more deprived communities are less likely to recognise symptoms,
less likely to attend screening and are more likely to report barriers to seeking help.

Recognition of cancer symptoms, most deprived compared to least deprived, England, Proportion citing barriers to help-seeking by occupation group, Great Britain, 2014

2009-2011
Odds ratio 0 0.25 0.50 075 1 Percentage agreeing 0% 10% 20% 30% 40% 50%
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. | o with a doctor al a convenient time |
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for cancer as the .
Difficulty in swallowing ||| G least deprived. | would be Worrl|ed about what
tests they might want to do || EEGEG
Change in appearance of mole || Gz - |
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Sore that does not heal [N at the doctor's in the past ||| EGTEGEIN
Unexplained weight loss | | don't like having to talk to the GP
receptionist about my symptom(s)
0 25% 50% 75% same
as likely  aslikely aslikely likelihood Managerial and professional B Routine and manual
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recognise report barriers
symptoms
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Cancer screening

* Breast cancer screening in Norfolk and
Waveney is good relative to the rest of the
country. More than 70% of eligible women
aged 53-70 have had a breast screening in
2022/23, higher than the England average of
67%.

* The situation is similar for cervical and
bowel cancer screening, uptake is good
compared to the England average.

 However, there are inequalities in uptake
across the screening programmes.

* For example, GP practices with more
deprived populations have lower breast
cancer screening coverage rates (right).

Breast screening coverage: aged 53 to 70
years old, Norfolk and Waveney GP Practices,
2022-23.

% breast screening coverage age 53-70
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20 40 60
2019 Deprivation Score (high is more deprived)
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Risk factors

 Risk factors for cancer broadly fall into three categories: genetic/hereditary, environmental,
and lifestyle/behaviour risks.

« Previous work has shown 38% of cancer cases are preventable and that smoking is the
largest single preventable cause of cancer, accounting for 15% of cases.

o Risk factors:
High systolic blood pressure 4 I ° Llfestyle
High fasting plasma glucose - - R AI h |
Dietary risks - . Cause of death cono .
High body-mass index - :-:l Cardiovascular diseases ° EXCGSS We|ght
S High LDL cholesterol - teoplasms - Diet (processed food, lack of fibre
8 Chronic respiratory diseases
‘; Non-optimal temperature - :.] Diabetes and kidney diseases etC.)
% Alcohol use .- Respiratory infections and tuberculosis ° Smok|ng
Occupational risks - - Neurological disorders . L
Digestive diseases ® PhyS|Ca| ACt|V|ty
Kidney dysfunction - I Other causes (cumulative) )
airpoiition { [ * Infection agents (e.g. HPV)
Low physical ety | [ « Environmental and occupational
Other risk factors (cumulative) 4 ,-, | | | Global Burden Of Dlsease . Asbestos
0 20 40 60 80 1 I I I .
Deaths information highlights that « Other environmental exposure
(age-standarised rate per 100'000) tobacco use is the Iargest R Sunlight

contributor to deaths in Norfolk: | o
Radiation
https://www.healthdata.org/gbd/2019 265
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Risk factors

« For lifestyle factors that increase cancer risk in Norfolk, smoking prevalence, overweight adults, inactivity and
alcohol consumption rates are similar to the England average, and those eating 5-a-day is significantly better:
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1. 7 adults smoke
N7 1392022

More than
99,000 smokers.

3 in 5 adults eat

‘5-a-day’
37% -2021/22

# as deprivation
increases the
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behaviour also
increases.
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Officer Contact:

If you have any questions about matters contained in this presentation,
please get in touch with:

Name: Dr Abhijit Bagade, Consultant in Public Health Medicine
Tel: 07825 851227
Email: abhijit.bagade@norfolk.gov.uk / abhijit.bagade@nhs.net

Further detailed information is available on the Norfolk Insight website:
https://www.norfolkinsight.org.uk/jsna/healthcare-evaluation/
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Norfolk and Waveney Integrated Care Partnership
Item No: 9

Report title: Driving Integration through system wide training opportunities
Date of meeting: 06 March 2024

Sponsor
(ICP member): Debbie Bartlett, Executive Director of Adult Social Services,
Norfolk County Council

Reason for the Report

We are seeking Integrated Care Partnership acknowledgement for the current approach to
system wide training, organisation, and delivery and to recognise the opportunities for future
partnership development and oversight through the People Board. This report builds on the ICP
development session on the 31 January 2024 at which ICP members discussed considerations in
creating effective system training, education, and leadership. Direct feedback received from the
ICP development session is also included in this report in Appendix 1.

Report summary

Historically there has been joint Learning and Development (L&D) and Education
organised/delivered across Health and Social care to meet needs identified for specific target
groups and partners, with some limited involvement of the voluntary sector.

This report shares examples of current activities and highlights further opportunities for us to
learn together and from each other. It covers:
e Current joint L&D/Education activity and opportunities for increasing system wide activity.
e How we can identify future system wide activity and where we should focus.
e Challenges to overcome e.g. funding sources.

Recommendations
The ICP is asked to endorse:

a) The oversight of the Learning and Development workstreams in the ICS through the Norfolk
and Waveney system People Board.

b) The principle that clinical education/training opportunities are expanded collaboratively
across the system where a new need is identified e.g. delegated health interventions, to
enhance joined-up care across the system.

c) Use ongoing development of delegated Healthcare training and implementation of Oliver
McGowan Mandatory to build principles of joint training and share knowledge to improve
our understanding of effective partnership delivery over the next year.

d) Development and delivery of a system training transformation programme over the next
three years including:

1.) The development of a system “skills passport”

2.) A systemwide approach to leadership and management development which is a
key enabler of a “One Workforce” approach

3.)The development of an approach to pooling training resources including all ICS
partners.

e) Longer term exploration of a system wide Learning Management platform (recognising the
data governance, financial and organisational challenges that this would entail as we
mature as a system).
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1. Background

1.1

1.2

Norfolk and Waveney Integrated Care System (ICS) has a good history of co-operation in
relation to delivering joint training. As we move to more integrated service delivery this
becomes increasingly important.

Professionals/employees in partner organisations need a shared understanding of:
e Practice
e Processes/responsibilities across partners
e How we engage with service users/patients

2. Joint Learning, Leadership and Development/Education

2.1

211

213

214

215

21.6

Current activities: The activities below are just some of those that are currently delivered
across the ICS.

Safeguarding Adults/Mental Capacity Act Training: This is offered by Norfolk County
Council (NCC) to its own employees, the private care sector, and voluntary organisations in
Norfolk. It offers a suite of 12 Safeguarding courses and 5 Mental Capacity Act Courses,
funded by NCC with a small charge for delegates from partner organisations.

Safeguarding Children Partnership offer: The Partnership delivers over 25 tutor-led
courses, covering a wide range of safeguarding and practice topics. The offer is part funded
by three statutory partners, with charges for attendance depending on employer status.

Training for Family Hub Workers: NCC is organising training for Family Hub Workers and
the wider workforce e.g. midwives, school staff, school and community teams, voluntary
services e.g. Homestart. It covers a variety of topics e.g., Solihull approach, Parents as
Early Education Partners, Infant feeding, Perinatal mental health. The work is part project
funded, with some single agency funding.

Education and Training Opportunities for Health and Social Care Staff: The Clinical
Education Team (Norfolk & Waveney ICB) organise multiple short courses e.g. suicide
awareness, dementia awareness, dressings; 1 hour bite-size sessions; placement visits.
These are funded through collaboration across the ICS.

East of England Leadership and Development Offers: In addition to the NHS leadership
programmes, the NHS East of England Academy offers the following for senior
leaders/managers:
¢ Inclusion, Equality and Diversity Training : Go to leadershipacademy.nhs.uk to
read more about Inclusion, Equality and Diversity Training.
e Coaching and Mentoring: For more information on Coaching and Mentoring go to
leadershipacademy.nhs.uk,
¢ Leadership Development and Wellbeing resources: Go to
leadershipacademy.nhs.uk to read more about Leadership Development and
Wellbeing resources.
¢ Introduction to Leadership & management: Go to leadershipacademy.nhs.uk to
read more about Introduction to Leadership and Management.
¢ Influencing skills: Go to leadershipacademy.nhs.uk to read more about Influencing
skills training.

Apprenticeships: NCC have put in place a procurement framework that can be accessed
by NHS and other public sector organisations in Norfolk and Suffolk. There is also a portal
that allows NHS organisations to share their levy with other providers in the system. In the
future, joint training needs analysis/delivery of apprenticeships could be achieved.
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Care Support Worker Development Programme: This development programme aims to
retain care support workers. The first programme launched in November 2023. It delivers
online workshops on confidence, communication and record keeping, empowerment,
understanding of learning disabilities and autism, mental health and wellbeing, coaching
skills, and personal development. Early lessons are that partnership working can develop
and deliver a programme that is relevant to the cross-system workforce that aims to address
a shared challenge.

2.1.8 The Health and Care Academy: The Health and Care Academy was established by the

21.9

James Paget University Hospital (JPUH) in 2018 to attract young people in years 12 and 13
into the sector. It helped this cohort to understand the roles that exist and the
opportunities/pathways they can follow. This project has linked to schools and sixth forms to
identify young people interested in exploring health and social care careers. The academy is
now a systemwide project supporting all of Norfolk and Waveney. 367 participants have
been involved since 2020. It is currently being extended to work with year 10 students. The
updated design is looking at a model that uses technology to show all options/ roles
available. It will focus on those where there are significant vacancies.

A systemwide approach to leadership development: In 2023 the ICS engaged Newton
Europe to undertake a diagnostic of opportunities to improve HR productivity across the
ICS. One of four “Upscaling HR” initiatives is the development of a systemwide approach to
leadership and management development. This is a key enabler of a “One Workforce” ICS
approach and deliverables include developing a standard catalogue of development
programmes tailored to different management and leadership levels. This will include
identifying where bespoke training is required for specific staff groups or organisations.

2.2 Future opportunities for joint training and development

2.2.1

222

223

Oliver McGowan Mandatory Training (OMMT)

OMMT is the preferred and recommended training package to support registered providers
to meet the legal training requirement for Learning Disabilities and Autism. Oversight is
through the ICS LD&A Board. The ICB is coordinating a plan with stakeholders to consider
the most appropriate approach to ensuring the standards in the code of practice are met.
The model of delivery is complex and requires a significant level of resourcing. It falls into
two tiers with eLearning and trainer trios. We have investment from NHS England to pump
prime roll-out. A sustainable model will need partner or employer investment ongoing.

Delegated Healthcare Interventions: In care settings, care workers may be asked to
conduct healthcare interventions that are usually undertaken by a regulated healthcare
professional. Ensuring this is done safely is paramount, and a Delegated Healthcare
Interventions Framework has been developed. A task and finish group of commissioners
across health and social care, including those involved in care market skills development,
are determining how the framework can be used. This involves overcoming the challenges
of access to, and the cost of, training for care workers; understanding what the activities
are; ensuring training is available and that providers and healthcare professionals are aware
of the offer.

Skills Passport: Nationally the NHS has been piloting with junior doctors a skills passport
for the transfer of information across multiple NHS providers. The Government Care
Workforce pathway says that Adult Social Care will introduce a digital skills passport by
spring 2025 to improve portability of training between care and adult social care employers.
Opportunities should be explored to how these two programmes may be aligned to create a
universal systems skills passport enabling the development of a portable portfolio of skills
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attained both through learning programmes and practical experience within a range of
health and care services.

2.3 How we can identify future joint activity and where we should focus

2.3.1 We believe opportunities for future system collaboration fall into the following areas:

New legal/statutory requirements that span the system e.g. Oliver McGowan
Mandatory Training

Meeting increasingly complex care needs e.g., delegated healthcare interventions.
Joint board development work

Shared challenges e.g., retention (Scope for Growth)

In-person events - to improve collaboration and understanding across the partnership
Forums for conversations to identify joint work areas e.g., Care Certificate, further
levy sharing — joint identification of future use, senior talent pools, digital learning,
joint delivery platform for running programmes.

The sharing of workforce strategies between partners, to provide opportunities to
harmonise and coordinate efforts.

Opportunities to further develop and collaborate on system leadership offers.

2.3.2 We suggest that the best current forum to ensure that oversight and cooperation of this
work is through the ICS People Board, whilst acknowledging that not all system partners
are represented at the People Board (e.g., district councils).

2.4 Challenges to overcome: We acknowledge there are challenges to more effective joint
working for example:

Differences in language used in healthcare and social care.

Organisational policies and practices.

Requirements of specific/specialist training based on role and profession.
Perceptions of parity between NHS and social care, and the voluntary sector.
Funding complexities.

No shared Learning Management System (to provide data for mandatory courses).
Data sharing agreements.

Advertising across organisations.

Using manual workarounds to add 'external delegates' to internal courses.

How we work with Higher Education — particularly in leadership and management.
The challenge of changing the pressurized culture prevalent across all partners to
create a culture which supports and empathises the importance of training and
development as a prerequisite for success in an employee’s role, not a hindrance.

2.5 Next steps and recommendations

2.5.1 The ICS L&D/Education Community will continue to explore joint initiatives wherever
appropriate.

We highlight the need for continued oversight of the L&D workstreams in the ICS through
the People Board.

We propose that the initial focus as an ICS is on:

Delegated healthcare training to upskill the care market - this is already part of the
ICS quality programme workstream.

Oliver McGowan Mandatory Training - this has already started as a joint project.
The work taking place to upscale NHS HR services to support development of a
systemwide approach to leadership.
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2.5.2 We also request that the ICP consider the following:

e Development and delivery of a specific system training transformation programme to
support a mature system conversation around leadership and training opportunities
for all partners, including the voluntary sector. This should look at initiatives such as
a “system skills” passport, joint approaches to system leadership and the pooling of
resources including finances.

e The exploration of procurement of a systemwide learning platform (recognising the
financial and organisational challenges that this would entail)

Officer Contact
If you have any questions about matters contained in this paper, please get in touch with:

Name: Paul Wardle Tel: 01603222251 Email: paul.wardle@norfolk.gov.uk

IN A If you need this report in large print, audio, Braille, alternative format
or in a different language please contact 0344 800 8020 or 0344 800

v TRAN 8011 (textphone) and we will do our best to help.

communication for all
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Item No: 9, Appendix 1

Considerations in Creating Effective System Training, Education and Leadership

Scale :

27,000+ wte health staff
27,000+ wte in NCC/ASC market
4000+ registered charities in
VCSE

”

Language e.g. “patients
in a healthcare setting,
“service user” in a social
care setting

IT access and
functionality
Data protection and
information sharing

Mandatory training vs
Education vs leadership

Appropriately skilled
people to offer training
e.g. experts by
experience

Transferability of
training across
sectors
Assessment of
competencies

Delivery methods - In
person versus online,
eLearning versus tutor
led

workforce capacity
to prioritise training
Communication of
system offer

Governance
arrangements,
policies and
procedures - where
when and who?

Size and shape of
organisations — NHS
versus SMEs/national
companies in care sector

Professional role
requirements
Statutory body
regulations

Finances
Joint funding?

"How do you plan to contribute to the enhancement of ICS system training and skills development in the Me?“



Summary of Themes from Workshop

*The need for an ICS Workforce Strategy: how to make the
strategy visible to leaders, how to collaborate and share good
practices across organisations, how to identify and address the
training and skills needs, and how to develop and retain the ICS
workforce.

Training and skills: The workshop emphasizes the need for clear
and shared training approaches across the ICS, and the need to
develop joint initiatives such as a skills framework, a training
needs analysis and joint training opportunities. common idea that
emerges from the themes is the need for a training passport that
allows the workforce to have transferable skills and qualifications
across the system.

*Leadership: The workshop suggests leadership development
and culture are important for the ICS, and proposes ideas such as
a local leadership academy, a system leadership value, and
Schwartz rounds.

Funding and branding: The workshop highlighted the possibility
of approaching the private sector for funding opportunities, and
the need for a consistent and positive branding of the ICS and its
roles.

*Collaboration and integration: The workshop highlights
the benefits and challenges of collaboration and integration
across the ICS, such as breaking barriers, sharing good
practices, pooling resources, co-locating staff, and
supporting the voluntary sector, how to engage with the
private sector, the local schools, the communities, and the
voluntary care sector for potential outreach, and support
opportunities.

*Retention and succession planning: The

workshop identifies the need for retaining and developing
the existing and future workforce, and suggests strategies
such as talent spotting, personal development, internal
workforce market, positive image, and outreach to schools
and communities.

Existing initiatives: some examples of existing or potential
initiatives that align with the themes, such as the Queen
Elizabeth Hospital and schools project, the CERA social care
online platform, the Schwartz rounds, and exploring a
Norfolk graduate scheme.
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*how we make our ICS workforce strategy visible to us as leaders
*Queen Elizabeth Hospital-working with local schools

*being clear on what training and skills are needed

*how can we share good practise

*How we view skills and training at the place level

*Shared training open up more learning and development,
particularity mandatory and in person you be shared between parties
eleadership - bring back leadership programme leadership Academy
at a local level

*debate about whether you do this across organisations or you have a
set of principles delivered in an individual

*How we approach approaching private sector for potential funding
opportunities

training passport - training that applies in all parts of the ICS

*Should be

*Focused on personal development talent spotting and developing
potential

*Joint and shared training for system leaders training needs analysis
*focus on retention and succession planning

*Set up on internal workforce market across the system

*Aware of what communities need from us as system providers
scontinue to enable HR and Comms leads across Norfolk and Waveney
to meet and collaborate

*be aware of what funded training and which role/post needs training
to deliver health and social care related outreach community support
reply

*how do we nurture good culture/leadership — the health and WB is a
good opportunity to do this

eroutes for People/residents into health and social care jobs grow our
own; volunteering employability life skills etcetera

*Need positive image/brand to promote health and social care job
roles EG born in Norfolk made in the NHS

*we need to sell the vision

*training for future workforce new role/Al/new clinical
development/passport

*Agree common gaps and target these first

eprioritise cross organisational training

estart small

All Comments from Workshop

create capacity for change

*training on things l.e. safeguarding which many organisations need
*leadership training together

~offer a percentage of spaces to system colleagues

*training apps

*shadowing each others roles

*ICS induction

*human library (EG borrow a social worker)

*secondment to a partner organisation

*skills passport

*job family apprenticeships - cohort of apprentices who spend time in
several ICS organisations

*Norfolk graduate scheme

colocation of staff

+shift culture on mandatory training to personal career development
*long term workforce planning train now for roles we struggle to recruit
*Use nearly learned skills to train others in organisation

*System leadership value prioritise release time

*Neighbourhood level conversations

*health and well-being board facilitating conversations

elink with tier 3

flex the workforce

*volunteering opportunities within the system

*provide other opportunity to train and develop

*Integration collaboration share information

*CERA - social care online platform Al benefits terms and conditions built in

CPD

*2 way process - VCSE - more engagement and support needed
*Train the trainer

*Create capacity to change

*Collaboration between further education higher education COWA
*passport skills elearning

*educational and skills framework

*transferable skills mutual recognition

*pooling training

*do fewer things better

*future needs

*Schwartz rounds - non hierarchical safe space to describe experiences
*ICS workforce strategy

*Benefits retention and reduced sickness levels

*QEH and schools project

*agreed principles agreed core syllabus
*Understanding core themes

*mapping skills to recognised qualifications
*shared ownership of the challenges
*breakdown of barriers that stop us joining up
*training needs analysis to deliver agreed priorities
*joint training opportunity blended and face to face (connections)
*Challenges of siloed training budget

*change the narrative system not organisational

*language (patient/ service user/citizen)

*|eaders drive the training agenda

training passport

create capacity for change

*training on things l.e. safeguarding which many organisations need
*|eadership training together

*offer a percentage of spaces to system colleagues

training apps

*Branding unrecognised

ecross functional perspective managing multidisciplinary teams
opportunity of common training

*see the workforce as a collective resource

*breaking barriers

*able to take longer term perspective

*trusted assessor

*knowing who to call

«ability to support voluntary care sector

*economies of scale

*better mixing across organisations

eagreed principles agreed core syllabus

*Understanding core themes

*mapping skills to recognised qualifications

*shared ownership of the challenges

*breakdown of barriers that stop us joining up

*training needs analysis to deliver agreed priorities

*joint training opportunity blended and face to face (connections)
*Challenges of siloed training budget

*change the narrative system not organisational
*language (patient/ service user/citizen)
eleaders drive the training agenda

*training passport
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Drivin Integ ration_ °/ Improving lives together

th ro u g j OI nt Iea rn I n g / Norfolk and Waveney Integrated Care System
)

and Development

Opportunities

Paul Wardle, Strategic Human Resource Business Partner - Adults,
Norfolk County Council

Sharon Crowle, Head of Professional Education, Training and
Development, Norfolk and Waveney Integrated Care System (ICS)

For discussion at Norfolk & Waveney
Integrated Care Partnership, 6t" March 2024
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Next Steps & Recommendations

Next Steps

« The development of system wide joint training opportunities between
disparate partners is maturing.

* The Integrated Care System (ICS) Learning and Development /Education
Community will continue to explore joint initiatives wherever appropriate.

Discussion points
Our current focus as an ICS is on:

« Delegated healthcare training to upskill the care market - this is already part
of the ICS quality programme workstream.

« Oliver McGowan Mandatory Training - this has already started as a joint
project.

* The ICS upscaling HR programme “Improving Lives Together” which has a
key workstream focused on system leadership opportunities. 277



Next Steps and Recommendations

« There are potentially significant future opportunities to develop system
wide training programmes (including the care market and the voluntary
sector) but we recognise the significant challenges of joint funding
arrangements, incompatible training systems, data sharing agreements
and role related training requirements.

« We would ask the ICP to consider development and delivery of a specific
system training transformation programme to support a mature system
conversation around leadership and training opportunities for all partners,
Including the voluntary sector. This should look at initiatives such as a
digital “system skills” passport, joint approaches to system leadership and
the pooling of resources including finances to create a genuine culture of
system development.

* The exploration of procurement of a system wide Learning Management
System to support a systemwide approach to training is recommended.
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Item No: 10
Norfolk and Waveney Integrated Care Partnership

Report title: Norfolk & Waveney NHS System Capital Distribution for
2024/2025

Date of meeting: 06 March 2024

Sponsor
(ICP member): Tracey Bleakley, Chief Executive, NHS Norfolk & Waveney
Integrated Care Board (ICB)

Reason for the Report

The purpose of this report is to inform the Integrated Care Partnership (ICP) of the NHS Norfolk
and Waveney System Capital Departmental Expenditure Limit (CDEL) proposal to distribute the
system resource to the Norfolk and Waveney organisation for capital infrastructure investment.

Report summary
The report highlights the process and progress made by the NHS in distributing £77.9m of
available capital resource (CDEL) for 2024/25. Current proposals for the resource distributed to
Norfolk and Waveney NHS organisations based on existing agreements and business cases
(e.g. Diagnostic Assessment Centre (DAC), Hellesdon Redevelopment & RAAC remedial works).
The proposed distribution of the CDEL resource by organisation is:

e James Paget University Hospital - £14.7m
Norfolk and Norwich University Hospital - £14.8m
Queen Elizabeth Hospital - £33.1m
Norfolk and Suffolk Foundation Trust - £9.1m
Norfolk Community Health and Care - £4.2m
Norfolk and Waveney Integrated Care Board - £2.0m
Total draft distribution of resource - £77.9m

The system has also been provided £10.6m for IFRS 16 (lease accounting standard adoption).
This is still subject to discussion as to distribution between organisations.

In addition to system CDEL, system partners have a number of schemes and programmes
funded from central NHS programmes. These programmes are agreed at national level and are
for specific nationally support infrastructure developments. Once these programmes are
approved, N&W ICB has no discretion or ability to redistribute these resources as these are
managed at a national level. The “central programme” capital funds for the N&W ICB by
programme for 2024/25 are as follows:

¢ National Hospitals Programme - £13.9m
Diagnostic Assessment Centres - £35.4m
Community Diagnostic Centres - £6.8m
Diagnostic Imaging Capacity - £0.2m
Elective Recovery/Targeted Investment Fund (TIF) - £5.5m
Front Line Digitisation - £35.4m
Urgent & Emergency Care (UEC) Capacity - £0.4m
Total central programme costs - £99m

The total resource for the N&W ICB for 2024/25 is £187.5m (CDEL of £77.9m, IFRS16 CDEL of
£10.6m & Central Programmes of £99m).
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Recommendations
The ICP is asked to:

1.1

1.2

2.1

2.2

2.3

24

2.5

a) Receive and endorse the proposed NHS distribution of the NHS system Capital
Departmental Expenditure Limit resource to deliver organisational and system capital
plans.

b) Receive and note the sums assigned to the central NHS programmes for 2024/25.

Background

The National Health Service Act 2006, as amended by the Health and Care Act 2022 (the
amended 2006 Act) sets out that an Integrated Care Board (ICB) and its partner NHS trusts
and foundation trusts:
e Must before the start of each financial year, prepare a plan setting out their planned
capital resource use.
e Must publish that plan and give a copy to their Integrated Care Partnership, Health and
Wellbeing Board and NHS England.
e May revise the published plan — but if they consider the changes significant, they must
re-publish the whole plan; if the changes are not significant, they must publish a
document setting out the changes.

To support ICBs in meeting these requirements of the amended 2006 Act, ICB joint capital
resource use plan templates will be issued to systems via the Public Financial Management
System (PFMS) ICB portal inboxes.

The Norfolk and Waveney 2024/25 Distribution of Capital Resource for
Capital Infrastructure

As per the above, the NHS is required to present its 2024/25 capital plan to the ICP. With
regard to the identification, prioritisation and distribution process for investment, this report
will only consider the system CDEL allocation. This is because it is only these sums that are
for system discretion as to allocation. For central programme funded schemes, once
approved N&W ICB has no discretion or ability to redistribute these resources as these are
managed at a national level.

Norfolk and Waveney NHS Provider organisations are all members of the Norfolk and
Waveney Strategic Capital Board (SCB). This sub-committee of the NHS ICS Board is where
the prioritisation of capital proposals are considered, prioritisations are agreed and capital
resource is proposed for distribution to enable the organisational delivery of capital schemes.

The available capital resources for the Norfolk and Waveney NHS ICS system distribution, as
per the NHS planning financial settlements (draft) is £88.5m, £32.2m is specifically identified
for the RAAC remedial works at JPUH & QEH, £10.5m is for IFRS 16 and £2m is ringfenced
for the ICB re: Primary Care, this leaves £43.7m for SCB to consider for distribution.

Due to central programme funding constraints, N&W SCB has agreed to contribute system
CDEL to two central programmes, these are:

e Hellesdon redevelopment with £3.8m

e The Diagnostic Assessment Centre (DAC) programme with £10.8m.

The consequence of these agreements mean that only £29.1m of the £43.7m is available for
the remaining capital priorities across N&W organisations.
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2.6 For 2024/25 the SCB received the prioritised programmes from each NHS organisation. As
per the agreed process of the SCB, for the above requests each organisation prioritised their
proposals in the categories of:

Prior Commitment/already agreed and commenced.

Legal/statutory compliance requirements.

Care Quality Commission (CQC) compliance "Must Do", where not already identified
as a legal/statutory issue.

System wide strategic priority schemes.

Other “local” schemes.

2.7 Items specifically idented in 1, 2 and 3 are prioritised as first call on the CDEL resource. ltems
categorised in 4 or 5 are individually assessed and given a score of one to ten (ten high) on
three categories with a weighting as per the below:

2.8 Patient and public safety — 60% Weighting

Addressing current high risks relating to one or more of the following areas, which
cannot be mitigated through alternative routes at lower cost e.g.

Clinical safety (not clinical quality), i.e. where there is high risk of patient harm.
Health and safety of patients, staff and/or visitors.

Fire safety.

Cyber security.

Regulatory instruction in relation to safe patient care, e.g. CQC ‘must do’.

2.9 Maintaining an acceptable level of service quality — 30% Weighting

Addressing current high risks, for existing services, relating to one or more of the
following areas, which cannot be mitigated through alternative routes at lower cost.
Clinical quality which adversely impact patient experience but do not carry high risk of
patient harm.

Service continuity.

Regulatory instruction in relation to quality of patient care, e.g. CQC ‘should do’.

2.10 Business case (strategic and financial case) — 10% Weighting

A sound case for investment based on strategic fit and financial case.

2.11 Utilising this process all capital scheme proposals are able to be ranked, prioritised and
assessed for capital resource funding.

2.12 Due to the limitations of the resource availability a number of iterations were undertaken by
the SCB, reviewing and challenging the prioritisations. Also to enable the alignment of
CDEL to organisational cash balances that enable the purchase of capital assets and
infrastructure, the resource needs to be considered against the proportional %s of
organisational depreciation charges. The 2023/2024 proportions of depreciation charges for
each organisation are as follows: JPUH 18%, NNUH 30%, QEH 20%, NSFT 18% and
NCHC 14%.
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2.13 The proposed distribution for each organisation for 2024/25 is shown in the table:

Norfolk and Waveney Capital Plan | JPUH NNUH QEH NSFT | NCHC |ICB | Total
prioritisation Funds
System CDEL £5.2m £8.7m £5.7m £5.3m | £4.2m | £0.0 | £29.1m
Diagnostic Assessment Centre (DAC) | £2.3m £6.1m £2.4m £0.0 £0.0 £0.0 | £10.8m
Hellesdon £0.0 £0.0 £0.0 £3.8m | £0.0 £0.0 | £3.8m
System CDEL Sub total £7.5m £14.8m | £8.1m £9.1m | £4.2m | £0.0 | £43.7m
RAAC remedial works £7.2m £0.0 £25m £0.0 £0.0 £0.0 | £32.2m
ICB £0.0 £0.0 £0.0 £0.0 £0.0 £2m | £2.0
Total cost £14.7m | £14.8m |£33.1m |£9.1m | £4.2m | £2m | £77.9m

3. 2024/25 Central Programme Funding

3.1 In addition to system CDEL, system partners are able to bid and obtain funding for specific

infrastructure funding from “central programmes”. These programmes are agreed at national
level and are for specific nationally supported infrastructure developments. The table below
shows these central programme capital funds by organisation for 2024/25.

Central Programme Title JPUH | NNUH | QEH | NSFT | Total Funds
National Hospitals Programme £12.1 | £0.0 £1.8m | £0.0 [ £13.9m
Diagnostic Assessment Centres £3.5m | £28.4m | £3.5m | £0.0 £35.4m
Community Diagnostic Centres £6.8m | £0.0 £0.0 |£0.0 |£6.8m
Diagnostic Digital Capability Programme £0.1m | £0.0 £0.1m | £0.0 | £0.2m
Diagnostic Imaging Capacity £0.0 |£14m |£0.0 |£0.0 £1.4m
Elective Recovery/Targeted Investment Fund | £5.5m | £0.0 £0.0 | £0.0 [£55m

Front Line Digitalisation £7.2m | £18.5m | £9.0m | £0.7m | £35.4m
UEC Capacity £0.0 |£0.0 £0.0 | £0.4m | £0.4m
Central Programme Total £99m

3.2

3.3

3.4

3.5

Once agreed between organisations and the specific national programme team N&W ICB
supports the delivery but doesn’t have any ability to redistribute funding to other priorities.
The review and monitoring of these programmes at system level is undertaken at the SCB.

The highest profile of these central programmes is the New Hospitals Building Programme.
The James Paget Hospital & Queen Elizabeth Hospitals have been included in the
Government’s programme and the plan is for the new hospitals to be built by 2030.

The Diagnostic Assessment Centre (DAC) is also a significant development in N&W which
will increase diagnostic facilities across Norfolk & Waveney. The programme creates three
separate centres, adjacent to each of the acute hospital sites. JPUH also has funding to
create a Community Diagnostic Centre which is scheduled for completion in 2024/25 and is
co-located with the JPUH DAC.

The Front-Line Digitisation funding across the three acute hospitals is primarily associated
with the acute Electronic Programme Record (EPR), which has been developed across
acute organisations as an integrated patient records solution. EPR will enhance patient care
by empowering clinicians, providing them with the right information at the right time. It will
enable integration of acute services across the three trusts and improve the recruitment and
retention of skilled healthcare professionals. The scheme spans several years and is
expected to be majority funded via the digital national programme funding.
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Officer Contact

If you have any questions about matters contained in this paper please get in touch with:
Name: Russell Pearson Tel: Email: Russell.Pearson1@nhs.net
Name: Steven Course Tel: Email: S.Course@nhs.net

IN A If you need this report in large print, audio, Braille, alternative format
or in a different language please contact 0344 800 8020 or 0344 800

v TRAN 8011 (textphone) and we will do our best to help.

communication for all
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Item No: 11
Norfolk and Waveney Integrated Care Partnership

Report title: Norfolk and Waveney Integrated Care System Suicide
Prevention Strategy 2023-2028

Date of meeting: 06 March 2024

Sponsor
(ICP member): Stuart Lines, Director of Public Health, Norfolk County
Council

Reason for the Report

The suicide prevention strategy for the ICS is a partnership commitment to act collectively to
tackle suicides in the locality. The strategy incorporates action from a range of organisations
working in partnership, recognising that suicide is everybody’s business. Members are therefore
encouraged to review the proposed intentions of partners over the next five years so as to be
informed and ready to act.

Report summary

The Norfolk and Waveney ICS Suicide Prevention Strategy 2023-2028 is attached and submitted
for the ICP to review. Member representatives are asked to endorse the strategy and reassure
themselves that their organisations are actively participating in preventing suicide.

The strategy was developed over 2023 with local organisations attending a face-to-face
workshop in the summer, and an online consultation process in the winter, as well as being
brought to relevant partnership meetings as appropriate. Experts by experience have also been
involved in the development of the strategy both in consultation and as members of partnership
meetings.

The national suicide prevention strategy was updated in September 2023, which resulted in the
delay of the local strategy to ensure alignment. The strategy encompasses a broad range of
actions in many sectors, to increase the effectiveness of interventions and opportunity to prevent
suicide.

Recommendations
The ICP is asked to:
a) Endorse the Norfolk and Waveney ICS Suicide Prevention Strategy on behalf of their
organisations.
b) Support the commitment to joint actions on suicide prevention.

1. Background

1.1 This is the second Norfolk and Waveney Suicide Prevention Strategy. The partnership is led
by Norfolk County Council’s Public Health and organisations from across the statutory and
voluntary and community sector work together to implement change.

1.2 There is a Suicide Prevention Leadership Group, and a Partnership Group and Information

Network are in place, where learning is shared, and actions agreed. Further information is
detailed in the proposed strategy attached (see appendix 1).

2. Suicide Prevention in Norfolk and Waveney
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2.1

2.2

2.3

24
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Implementation of the previous strategy demonstrated the strength of good partnership
working and has built a strong foundation to continue to respond to the tragedy of suicide.

We have implemented evidence led approaches such as building the capacity of men’s
wellbeing services, and targetted bereavement support. In addition, processes have over
the years, been refined to mean a responsive, mature system is in place. This includes a
robust real time surveillance system for suspected suicides, and a comprehensive cluster
response protocol.

We were able to attract £1m of funding over three years from NHS England which ended
in 2021/2 which was used to develop services across sectors and importantly, building the
capacity of community level support. Since then, we have successfully worked with
partners to secure a number of commissioned services.

Following a favourable LGA peer review in 2022/3, we are confident that robust systems
and leadership are in place. Also, rates of suicide have slowed in Norfolk, (see diagram 1
below).

England

East of England region
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Time period (registration)
Source: Fingertips (ONS)

The chart above taken from ONS (Office of National Statistics) and OHID (Office for
Health Improvement and Disparities) data, shows that the rate of suicide in Norfolk has
reduced considerably in recent years to 10.6 per 100,000 people from 2020-2022, from a
high of 12.5 per 100,000 people in 2014-16, and is now nearer to the national average.

However, there is still more to do to reduce the number of suicides. Addressing health
inequalities in particular are a focus of attention in this next iteration. As is increased use
of safety planning tools across organisations. Working closely with our counterparts in
Suffolk, we have also begun regular monitoring of suspected suicides in the Waveney
area. We are also mindful of the need to strengthen links with partnerships in the county
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2.7

2.8

and ICS that will impact on our own strategy, such as the local Autism Strategy, and
Domestic Abuse partnership working.

Challenges for delivery of the strategy still remain. There are few opportunities for
prevention interventions to access funding at the scale required. Some statutory services
have reduced capacity to respond to need effectively. However, the partnership continues
to strive to reduce the number of local suicides with the resources available.

The ICP has representative organisations which take an active role in the prevention of
suicide, partners are asked to ensure that leadership is robust through affirming
commitment to action and endorsing the strategy.

Officer Contact
If you have any questions about matters contained in this paper please get in touch with:

Name: Nadia Jones Tel: 01603 638280 Email: nadia.jones@norfolk.gov.uk

IN A If you need this report in large print, audio, Braille, alternative format
or in a different language please contact 0344 800 8020 or 0344 800

v TRAN 8011 (textphone) and we will do our best to help.

communication for all
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/' Improving lives together

Norfolk and Waveney Integrated Care System

Item No: 11, Appendix 1

Norfolk and Waveney Suicide Prevention Strategy Draft 2023 — 2028

If you are struggling with the information in this report, you can get help.

Call Samaritans for free on 116 123, email them at jo@samaritans.org, or visit
www.samaritans.org

Or visit this page for more ideas of where you can get support www.norfolk.gov.uk/care-
support-and-health/health-and-wellbeing/adults-health/suicide

Introduction

Suicide is not inevitable, and everyone can have a role to play in helping someone else find
the breathing space to make a different decision, whether a friend, colleague, family member
or neighbour.

People who take their own lives may face several challenges. Offering easily accessed local
community support and activities, and the chance at hope, could help someone to pause
and reconsider.

The Norfolk and Waveney Integrated Care System Suicide Prevention Strategy 2023-2028
will build on the progress made so far in addressing the risk factors and increasing the
protective factors around suicide.

Having reviewed the intelligence and engaged with stakeholders, the key themes identified
locally are men’s wellbeing, bereavement, self-harm, primary care and autism. There will be
a greater emphasis on specific groups that are affected, such as autistic people or men from
diverse backgrounds, as well as continuing to build on the existing good practice in relation
to surveillance.

The strategy outlined below reviews progress and looks to the next five years. Many factors
influence an individual’s decision to take their own life. Suicide prevention is everybody’s
business, which means that actions should not be limited to what takes place in the suicide
prevention partnerships. Individuals, communities, workplaces and organisations that serve
communities all have a role to play in preventing suicide.

The strategy looks forward five years but is not limited to the actions outlined, these guide
partners based on evidence but there is a commitment to remain flexible and responsive to
emerging areas of concern and implementing innovation and good practice.

Key principles

o Listen to people in our communities.

o Coproduce plans with experts by experience and partners.

e Remove barriers to action.

e Understand that some challenges are outside our collective control, but that we all
have responsibility.

e People can be supported to stay safe in the community, with friends, family,
workplaces, and services all with a role to play.

National Picture

We welcome the updated government suicide prevention strategy and have considered it
alongside local intelligence, to inform refreshed priorities for the local partnership. The
national strategy, published 11" September 2023, will focus on evidence relating to the
following key concerns:

1
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Norfolk and Waveney Integrated Care System

Over the next 5 years, priorities for action include:

1. Improving data and evidence to ensure that effective, evidence-informed, and timely
interventions continue to be developed and adapted.

2. Tailored, targeted support to priority groups, including those at higher risk, to ensure
there is bespoke action and that interventions are effective and accessible for
everyone.

3. Addressing common risk factors linked to suicide at a population level to provide
early intervention and tailored support.

4. Promoting online safety and responsible media content to reduce harms, improve
support and signposting, and provide helpful messages about suicide and self-harm.

5. Providing effective crisis support across sectors for those who reach crisis point.

6. Reducing access to means and methods of suicide where this is appropriate and
necessary as an intervention to prevent suicides.

7. Providing effective bereavement support to those affected by suicide.

8. Making suicide everybody’s business so that we can maximise our collective impact
and support to prevent suicides.

Suicide prevention in England: 5-year cross-sector strateqy - GOV.UK (www.gov.uk)

The Norfolk and Waveney ICS (Integrated Care System) suicide prevention strategy will
align with the national strategy paying particular attention to where local evidence is
strongest.

Summary
Looking back 2016-2023

Since the last strategy was implemented, starting in 2017 there has been considerable
progress in working together to tackle suicide prevention in the Norfolk and Waveney
integrated care system.

More than £1m was drawn into the local area to tackle suicides, and the partnership was
able to build community capacity, develop the skills of frontline staff and raise awareness
of stigma as a result.

Significantly, Norfolk saw a slowdown and slight decrease in rates of suicide, with rates
now closer to the average in England, bearing in mind the number of deaths before 2016.

Milestones Achieved

Milestone: Deliver a campaign to raise Achieved: The ‘| am really not ok campaign’
awareness and reduce stigma across the was launched with the strategy alongside
county. resources for individuals, loved ones and

professionals so that people could get help
and stay safe.

Milestone: Publish guidance which Achieved: Norfolk Suicide Prevention
emphasises safety planning and making Guidance for Professionals Training
the environment safe and distribute it Document Interactive 2016 2021.pdf

online. Updated guidance in 2023
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Milestone: Make a website resource Achieved: Suicide prevention - Norfolk
available listing local and national County Council

support for people in crisis — putting it

all in one easily accessible place.

Milestone: Make sure that training on Achieved: almost 600 front line staff from a

suicide prevention is available for range of organisations trained in suicide

professionals in the county. prevention awareness and first aid since
2018.

Achieved: approximately 200 barbers
trained in mental health first aid
Achieved: nearly 300 people trained in
bereavement support in the workplace

What else was achieved

¢ A partnership between Norfolk County Council Public Health, Norfolk and Suffolk
Constabulary and the Coroner’s office, with input from Norfolk and Suffolk
Foundation Trust (NSFT) the local mental Health trust, set up a real time
surveillance system to monitor trends and identify potential clusters as early as
possible so as to take partnership action. This has been in place since 2019 and has
now moved to an automated software system.

o Agencies came together in 2017 and 2018 around world suicide prevention day to
share good practice, experiences and hear from people affected by suicide
highlighting the importance of working together.

¢ A self-harm data project has been set up, with hospital data analysis underway.

e A task and finish group to tackle concerns around specific locations, which
although not high frequency, give cause for concern, has led to cooperation between
Norwich City Council, the Constabulary, and Norfolk County Council to ‘design out’
safety concerns.

e A one-year partnership pilot project between NSFT and young people’s charity MAP
(The Mancroft Advice Project) to tackle self-harm funded by Norfolk County Council
Public Health ‘RUSH (Rapid Response Pathway)’ project. This project has since
been commissioned to continue by the Integrated Care Board (ICB).

What is happening for residents right now?

The most recent suicide prevention audit for Norfolk (2022) has demonstrated that similar
challenges to previous years remain.

At-a-glance key findings, for Norfolk:

Suicides in Norfolk are largely consistent with national data regarding rates, cohorts, and
personal risk factors.

Suicide rates are high in Norfolk, but not significantly higher than the England average in
the most recent time periods.

Norwich has consistently had the highest or second highest suicide rates among the
Norfolk local authority areas.

Around three in four individuals who die by suicide are men.

The risk of suicide is highest in middle-aged and very old men.

Deprivation is a key factor, as is being born in an EU (European Union) country

Most suicides occur at home and by hanging.

Risk Factors: Protective Factors:

3
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Access to work

o Unemployment o

o Living alone o Financial security

o Relationship breakdown o Good quality relationships

o Addiction o Good physical wellbeing

o Poor Physical Health o Pain management if experiencing
o Bereavement physical health challenges.

o Adverse Childhood Experiences o Support networks to manage life
o The most common predictor of challenges.

suicides is attempts made.

Proposed Key Milestones
National milestones are highlighted in bold:

e Rates of suicide continue to slow down and are further reduced:

o Reduce the suicide rate over the next 5 years — with initial reductions
observed within half this time or sooner.

e Residents are made aware of local support and are better connected to their
communities.

o Primary care staff, particularly general practice, have clear pathways to support
people diagnosed with depression and low mood who are prescribed anti-
depressants, towards wellbeing initiatives alongside medication.

¢ Frontline staff across sectors are aware of pathways into support, whether
community or primary care.

e The number of unexpected deaths reported by the local mental health trust goes
down.

e Improve support for people who have self-harmed.

e Improve support for people bereaved by suicide.

Governance

In January 2023, the LGA (Local Government Association) completed a review of the
Suicide Prevention Partnerships in place. Stakeholders were interviewed, and it was
concluded that the existing structures in place were robust and should remain as they are.
The governance structure can be accessed separately alongside this strategy.

o The Suicide Prevention Leadership group will monitor progress against the
milestones outlined.

o The Suicide Prevention Partnership group will be responsible for implementation
of the framework for action.

o The Suicide Prevention Information Network will share good practice, learning
and innovative solutions to ensure the partnership is well informed and our
approach robust.

Below is a framework for action — timescales and milestones will be agreed with partner
organisations involved in the delivery of the agreed actions in greater detail and with
assigned responsibilities with a programme management approach. It is intended that a ‘live’
programme plan will assign tasks, monitor progress and respond flexibly to challenges with
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oversight from the Suicide Prevention Partnership Group. What is outlined below is the
overarching ambition of the partnership.

A framework for action

Improving data and evidence to ensure that effective, evidence-informed, and timely

interventions continue to be developed and adapted.

Norfolk and Waveney have robust systems in place which provide timely data for
immediate action, as well as robust data for targeted local action. We commit to the
following:

Actions

» Continue with real time suicide surveillance (RTSS) using automated software, in
order to monitor risks and highlight concerns for partnership action, including
working with Suffolk County Council to ensure parity in Norfolk and Waveney data.

» Continue to produce suicide audits every two years to inform long term
activities and areas for partnership action.

* Continue the Self Harm Data Pilot Project with NSFT and local hospitals.

* Produce a Self-Harm data report informed by the above project.

» Evaluate the impact of services.

* Local organisations will liaise with regional and national colleagues on the roll out
of the National Suicide Surveillance System as outlined in the national strategy.

Tailored, targeted support to priority groups, including those at higher risk, to

ensure there is bespoke action and that interventions are effective and accessible

Locally the evidence available highlights the priority groups below should have additional
consideration as the highest risk groups:
e Children and young people who self-harm
e People who have made known previous suicide attempts.
e People who have had wellbeing contact with primary and secondary care
services.
e Autistic people
e People who are lonely
Men who have experienced relationship breakdown
e Older men with long-term limiting physical health conditions
Men from diverse backgrounds

This reflects most of those groups prioritised in the national strategy, highlighted above in
bold.

Actions
Children and Young People
e Support Norfolk’s Higher Education and Further Education settings to promote
wellbeing and where appropriate join the University Mental Health Charter and
become Suicide Safer Universities.
e Enable schools to address bullying and support mental health.

Self-Harm and previous suicide attempts
e Self-harm training and policy for schools and community
o Targeted approaches for those groups identified in the local Self-Harm data report.
o Pathways into appropriate support for those discharged from hospital
o Review of existing support services for most vulnerable groups

People who have had contact with primary and secondary care services

291



/ Improving lives together

Norfolk and Waveney Integrated Care System

* NSFT strategy and action plan

* NSFT will deliver a carers pack for families and carers supporting loved ones.

* Ensure primary care pathways for people with common mental health disorders
adheres to NICE guidance and monitor processes for those people who are
prescribed anti-depressants.

* Review how pain management pathways consider mental wellbeing i.e.,
depression/anxiety screening/responses for patients with long term physical
conditions.

Relationship breakdown
+ Strengthen pathways into relationship support via community and voluntary sector
services.
» Tailored relationship advice services to underserved groups.

Men and Social Isolation
» Target loneliness initiatives at men and younger cohorts
» Continue to strengthen community interventions which target men such
as Menscraft, or 12th Man.

Autistic People

The Norfolk All Age Autism Strategy will factor in suicide reduction and endeavor to
address the key concerns identified both in the national Suicide Prevention
Strategy, and in local feedback as:

* Undiagnosed or late diagnosed Autism may be preventable risk factors for
suicides.

* Following national guidance on accessible mental health services for autistic
people.

* Learning from the Learning from lives and deaths — People with a learning
disability and autistic people (LeDeR) programme to identify areas for
improvement to prevent suicides.

Nationally the following population risk factors have been identified:
e physical iliness
financial difficulty and economic adversity
harmful gambling
substance misuse
domestic abuse
¢ social isolation and loneliness
These are almost identical to the local risk factors identified.
Actions
» Partner agencies continue to provide physical activity initiatives to improve mental
wellbeing.
+ Partners work together to ensure that there are addiction service pathways into
wellbeing services.
» Partners continue to provide Information, Advice and Guidance support to address
challenges such as debt and housing.

Domestic Abuse
The following are local Domestic Homicide Review recommendations agreed by partners
in the Domestic Abuse and Sexual Violence Board:
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R3: The ICS’ Suicide Prevention Partnership, led by Public Health, works together to
support primary care to improve recognising and managing risk including safety planning
for suicidal patients.

R4: Ensure that alcohol misuse is considered/addressed as a risk factor for all patients
who self-harm or express suicidal thoughts and ensure patients treated/signposted
accordingly.

R5: To seek to raise awareness and the ability to recognise and respond to the risk of
suicide associated with the menopause.

R6: Work in Partnership to ensure that people who self-harm are in receipt of appropriate
care and support.

R9a: The learning from the recent Domestic Homicide Review is shared across the
partnership to raise awareness of domestic abuse, links to suicide and all the learning
opportunities raised, that for primary care includes.

-using consistent terminology regarding risk assessment.

-opportunities to close the feedback loop with patients by asking how referrals had
progressed.

-recognising the potential benefits of seeing the same GP (general practitioners)
Promoting online safety and responsible media content to reduce harms, improve
support and signposting, and provide helpful messages about suicide and self-

harm.

The national commitment to action will be supported by local efforts in how we
utilise social media and signpost people to appropriate resources, as well as how
we engage with local media.

Actions

* Continue with local umbrella campaign materials ‘l am really not Ok’ and ‘Take 5’
for wellbeing — particularly in line with national campaign dates.

» Continue targeted messaging such as grief awareness week and World Suicide
Prevention Day — including pointing people towards relevant resources.

+ Communications targeting men to reduce stigma and encourage access to
support.

* Encourage local media to adopt Samaritans media guidelines.

* Ensure that information and guidance around support is accessible, and available
in different formats.

* Enable parents to recognise and address online bullying.

Providing effective crisis support across sectors for those who reach crisis point.
Although local safety planning tools are available, there has not been enough emphasis
placed on this as a way of keeping people safe. It is our intention to ensure consistent,
robust standards are in place around Safety Planning and we welcome national efforts to
provide guidance and training.

Safety Planning
+ Safety Planning training for professionals
* Increase engagement in safety planning among health care professionals.
+ Promote currently available safety planning tools.
o The Stay Alive app
o Explore the Orange Button scheme.
o Norfolk SHOUT Text message service
o | am not ok campaign.
* Promote safety planning guidance and ensure updated national guidance is rolled

Reducing access to means and methods of suicide where this is appropriate and
as an intervention to prevent suicides.
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Norfolk and Waveney does not have any high frequency locations. However, monitoring of
high-risk locations takes place, and interventions are managed between partners including
Norfolk County Council Public Health, Highways, Fire Service, Norfolk and Suffolk
Constabulary, and Samaritans. These organisations will continue to work together to
monitor and address any concerns identified. Regional partners monitor emerging means
of suicide and alerts are reviewed for local impact.

o Working as part of the wider Compassionate Norfolk agenda to ensure that there is

an accessible, one stop interface for bereavement services in Norfolk.

o Work across the system to increase capacity to support those impacted by

‘complex’ grief.

o Consider the timeliness and reach of services so that friends and affected others

are enabled to access the right support at the right time.

e Joint communications campaigning during grief awareness week

Clear pathways to bereavement services at appropriate access points
o Encourage organisations which provide bereavement services to use Support after
Suicide Partnership resources and adhere to their core standards.

e Ensure collaboration across services and work with community teams to increase
knowledge and signposting to services.
Making suicide everybody’s business so that we can maximise our collective
impact and support to prevent suicides.

* ldentify opportunities to promote wellbeing for menopausal women.

» Ensure clear pathways of support for women and young people who have had
adverse childhood experiences.

+ Liaise with health and wellbeing partnerships in place.

* Frontline staff training on MHFA and ASIST (Applied Suicide Intervention Skills
Training) and other appropriate training

» Consider how workplaces can increase wellbeing and promote good mental
health.

+ Commitment to continuously integrate best practice in suicide prevention
(particularly for higher risk groups) via partnerships, information networks and
ongoing research.

We have produced the following alongside the strategy to help inform and support
organisations across Norfolk and Waveney:

Safety Planning aid

Guidance for Professionals

Self-Harm Data report

Anti-Depressant prescription report

Updated webpages with relevant information for professionals, individuals and
family or friends.
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Item No: 12— TO NOTE
Norfolk and Waveney Integrated Care Partnership

Report title: Driving Integration Through Digital, Data and Technology
Date of meeting: 06 March 2024

Sponsor

(ICP member): Tracey Bleakley, Chief Executive, Norfolk and Waveney
Integrated Care Board (ICB)
Debbie Bartlett, Interim Executive Director, Adult Social
Services, Norfolk County Council

Reason for the Report

At the last Norfolk and Waveney Integrated Care Partnership (ICP) meeting (November 2023) an
item was brought to the attention of the partnership which described how we work collaboratively
as a system to enable data sharing and what we are doing to drive integration through our digital,
data and technology systems (DDaT). At that meeting the chair requested that a series of updates
on driving integration through our digital, data and technology systems came to future meetings to
update the partnership on this area of work. Since the last meeting the ICP has had its annual
development session, in which drive integration through our digital, data and technology systems
was discussed in more detail to review the progress of data sharing across the ICS, and to explore
the challenges, opportunities and benefits of further collaboration and integration. This report
provides a summary of the key topics and outcomes arising from the Norfolk & Waveney
Integrated Care Partnership (ICP) development session that took place on 31 January 2024.

Report summary

This report and appendix provides an overview of the key topics and outcomes arising from the
Norfolk & Waveney ICP development session on “Driving Integration Through Digital, Data and
Technology “that took place on 31 January 2024 (see appendix 1). The session covered the
current state of data sharing arrangements across the ICS and explored the challenges,
opportunities and benefits of further collaboration and integration. The session benefitted from high
levels of attendance and active participation from representatives of many health and social care
organisations, as well as Districts Councils, voluntary and community sector partners.

The session demonstrated the commitment and enthusiasm of the ICP partners for data sharing,
and the potential value it can bring for improving the health and wellbeing of the population of
Norfolk and Waveney.

Recommendations
The ICP is asked to:
a) Note outputs from the workshop and immediate next steps to roll out benefits of existing data
sharing and systems integrations platforms.
b) Receive a further update on progress and plans at next ICP meeting.

1. Background

1.1 This report and the associated workshop builds upon information shared at the last ICP
meeting on the 8th November 2023 and the item titled “Driving Integration Through Digital,
Data and Technology”.

2. ICP Development session: Data Sharing & Systems Integration

2.1 The session was facilitated by ICS digital leaders and information governance leaders.
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2.2

2.3

24

2.5

2.6

The audience was briefed on current data sharing arrangements across the ICS and
explored the challenges, opportunities and benefits of further collaboration and integration.

Various case study examples showed how current systems are benefitting practitioners and
what information governance arrangements are in place to support the safe and ethical
sharing of information.

Discussions on tables covered current successes, concerns and opportunities to do more.

Outputs from discussions highlighted the balance that is needed between data exploitation
to improve direct care provision and population health management along with our duty to
protect data and be transparent about how it is used.

Immediate next steps include workshops with district and voluntary organisations to
understand how they can engage in data sharing and system integration work in order to
improve their effectiveness and ultimately improve the health and wellbeing of the
population of Norfolk and Waveney.

Officer Contact
If you have any questions about matters contained in this paper please get in touch with:

Name: Geoff Connell Tel: 01603 307779 Email: Geoff.connell@norfolk.gov.uk

IN A If you need this report in large print, audio, Braille, alternative format

VTRAN or in a different language please contact 0344 800 8020 or 0344 800

8011 (textphone) and we will do our best to help.

communication for all
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Item No: 12, Appendix 1

Report on Norfolk & Waveney HWB/ICP Development Session:

Driving Integration Through Digital, Data and Technology
Report Prepared by Geoff Connell, Director of Digital Services, NCC, 01/02/2024.

Introduction

This report provides an overview of the key topics and outcomes of the Norfolk &
Waveney Integrated Care Partnership (ICP) development session that took place on
31/01/2024.

The session aimed to review the progress of data sharing across the ICS, and to
explore the challenges, opportunities and benefits of further collaboration and
integration. The session was very well attended by representatives from various
health and social care organisations, as well as districts, voluntary and community
sector partners.

The session was presented by Sarah Rank and Geoff Connell of Norfolk County
Council along with lan Riley from the ICB. The session also benefitted from table
facilitators Anne Heath (ICB) and Nigel Gollop (NCC) and Richard Green (NSFT) all
providing Digital and Information Governance expertise.

Session Summary
The session consisted of four main parts:

1. An update from Geoff and lan on the background and context where we are
currently at with data sharing and systems integration capabilities.

2. Facilitated table sessions led by colleagues form the ICB and NCC, where
participants were asked to work through existing case studies that
demonstrate the benefits of data sharing and to identify the key enablers and
challenges for delivering the desired outcomes.

3. Afeedback session, where each table shared their main findings and insights
from the case studies and discussed the common themes and issues that
emerged.

4. A closing session, where Sarah summarised the main points and actions from
the session. Geoff and lan and thanked the participants for their valuable
contributions and engagement.

Findings and Outcomes Generated from Table Discussions

Main areas covered: Some of the key themes and challenges that emerged from the
workshop were: the need to mainstream data-led prevention activities, the security
and privacy of data, the role-based access to data, the patient's view of the data, the
inclusion of district councils and voluntary sector, and the dispelling of myths and
fears around data sharing.

e The need for business transformation capacity to ensure successful pilots
were scaled up and out into mainstream new ways of working.

e |CS systems efficiency and effectiveness was recognised as the key driver,
but the ability for residents to “tell their story once” was also very important.

¢ We should also consider how we gain intelligence regarding residents who do
not currently engage with health and care services, but who would benefit
from early intervention to reduce future needs.
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Data Hub, NODA and Shared Care Record

e The workshop also discussed the benefits and use cases of the Data Hub,
NODA and Shared Care Records. These are the primary platforms that
enable data sharing and analysis across the system for improved direct care
provision and analytic purposes such as population health management.

e The workshop participants expressed interest in knowing more about the data
sources, the access rights, and the roadmap for these platforms.

Recommendations and actions Arising

e The workshop generated some recommendations and actions for improving
data sharing and integration, such as: creating plain English FAQs and
privacy notices, engaging the data experts and the public, starting small and
building up, exploiting the aggregated and anonymised data, standardising
the privacy notices and the lawful basis, and identifying the cross-system
actions and priorities.

e These outputs from the workshop will be reviewed in the context of the N&W
ICS Digital Strategy and Roadmap. Actions arising, priorities and progress
will be reported to future ICP & HWB meetings.

e District authorities and voluntary sector organisations were highlighted as the
ICP stakeholders most likely to benefit from the next phase of systems
integration and data sharing arrangements. Next steps are most likely to
leverage the Shared Care Record system but may also utilise other data
sharing mechanisms such as direct system access, the Data Hub or NODA
(the Norfolk Office of Data Analytics).

Conclusion

The workshop was a successful and productive event that provided an opportunity
for the ICP leadership to share their views and experiences of data sharing, and to
identify the key enablers and challenges for further collaboration and integration.

The discussion helped improve system wide understanding of current and planned
capabilities for data sharing and integration and also resulted in some clear actions
and commitments for the next steps, which will require ongoing monitoring and
support from the ICP leadership community.

The session demonstrated the commitment and enthusiasm of the ICP partners for
data sharing, and the potential value it can bring for improving the health and
wellbeing of the population of Norfolk and Waveney.

Materials used: The materials that were used in the session can be found in
Appendix 2.

Within the materials, slides 4-6 show examples of how the Shared Care record
system is being used across ICS organisations. Slide 7 highlights how multiple
organisations data contributes to a combined view of a person that can better inform
proactive intervention opportunities. Slide 8 shows direct care support uses of the
Norfolk Vulnerability Hub. Slides 9-13 illustrate information security and information
governance requirements for existing solutions as well as new systems and
participating organisations.
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Norfolk & Waveney Integrated
Care Partnership Development
Session 31/01/2024
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What we will cover today

« How we have got to where we are now — Geoff and lan (10 mins)

* Facilitated table sessions to consider what we are currently doing
and where we can go next — Sarah (30 mins)

 Feedback to the whole group from the tables — Sarah (5 mins)

* Follow on actions and commitments — Geoff and lan (5 mins)
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Facilitated session on tables

Work through the existing case studies which show the benefits of data
sharing.

How we ensure all the appropriate controls are in place to deliver the
outcome required.

What are the benefits and opportunities for us as a system to roll out joint
work even further?
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What do our practitioners say ?

| used it on a case where the 87 year old person
with dementia was discharged from hospital into
a residential placement due to concerns raised by
family and neighbours that they were wandering
at night and in the early hours of the morning.
Having used the shared care record | could see
that they were prescribed anti-biotics meaning
the confusion could have been down to an
infection. Having this information allowed me to
speak to family members in more details about
the concerns and it was evident this was not a
usual occurrence for the person. | was able to
organise for them to return home with a package
of care which was what the person and family

wanted.

This quote is from an
Assistant Practitioner in
our Western Hospital
Discharge team —

August 20\%)?02




What do our practitioners say ? Duty Worker % \

“Finally we can gain information on prescribed medications/ allergies which can again be a good
tool when we are with a service user that we have little information for.”

Quotes from
practitioners
who triage

referrals into
social care —
August 2023.
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What do our practitioners say ? ASSessors % \

For the purposes of Mental Capacity Assessments (or even assessment visits), it also allows you to
check on the day of a visit whether the person is presently suffering from a resolvable illness or
infection which may temporarily affect capacity and saves time of not visiting to discover this when
you get there and having to reschedule, again all of which uses valuable time up.

Quotes from
practitioners
who conduct
social care or
reablement
assessments —
August 2023.
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~ Norfolk

"% County Council

® Meet Sarah, and what different
organisations know about her

District data Healthidatd ~County data

County View District View Joined up View
Sarah is 78 and lives in Winfarthing in South Sarah is 78 and lives in Winfarthing in South
Norfolk. Her husband passed away Norfolk. Her husband passed away
last month and she now lives alone, however, last month and she now lives alone, however,

her daughter lives locally and pops around
daily to see her.

She lives in social housing and struggles to She lives in social housing and struggles to
keep the house warm in winter. She is also keep the house warm in winter, he is also
beginning to struggle to pay her council tax beginning to struggle to pay her council tax
and rent. and rent.
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Norfolk Vulnerability Hub

2020 - 2021 Pandemic response: Shielding, self-isolating and hardship

q. Successfully supported Clinically Extremely Vulnerable people (approx. 42,000 people in Norfolk rising to 63,000 by Feb 2021).
* Provided 13,000+ Prescription collections, delivery of 7500+ food & Shopping, 6000+ loneliness and isolation support, 30,000+
advice and information calls

¢ Facilitated the linking of COVID Response resources at District and County to provide proactive contacting of residents required to
Self isolate.

Mar 2022 - Supporting Homes for Ukraine

e Putting in place a framework to enable the sponsorship checks to be carried out for checking residents sponsoring Ukrainian guests
under the H4U scheme and providing welfare checks for arrived guested in cooperation with Childrens services where the guest are
under 18.

¢ The Coordinating of the resources and work across county and local councils.

2023 - Discharge Pathway Zero: Health Connect

e Connects patients to community support on discharge from hospital (Pathway 0).
e Facilitated over 250 referrals within the first 6 months.

2023 - Digital Inclusion: West Norfolk Tech Skills for Life

« Pilot to provide wraparound support to digitally excluded residents of West Norfolk.

e The pilot works in partnership with other NCC departments, VCSE, healthcare, and community organisations to target activity and
make the best use of resources.

e The NVH holds referral data and activity information. 306
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Data Hub Information Governance.

What Agreements are needed?

Security Sharing Receiving
Data Hub Use Cases DARS DSPT &
Agreements Subliciencing
Confirmation that the Agreeing the specific Allows the ICB Allows the sharing of
environment is secure purpose of use of shared  permission to link health national data assets
and that you're happy for data. & care data assets with without suppression.

the ICB to process your the National Data sets to
data on your behalf. create a complete
pathway.

l & Data Hub

Each of these steps has a distinct function. Completing them all allows us to collabaorzite.



Data Hub Information Governance.
A bit more detall

Data Hub Data
Controller Info
Sharing
Framework
qgreement
Sets out the conditions
that providers are
committing to when
sending, receiving,

sharing and utilising data
with the ‘Data Hub’

Data Hub Data
processing
agreement

This agreement
describes the behaviours
expected from the data
processor to ensure that
they are processing the
data safely,
appropriately and

legally.
Security

Sharing

NHSE Data Sharin
Agreement (DARS

Organisations wanting to
use nationally processed
data need to show they
meet data governance
standards by completing
a Data Access Request
Service (DARS)
application, supported
by a ‘Data Sharing
framework contract’ and
a ‘Data Sharing
Agreement’ (DSA). The
ICB completes this on
behalf of the ICS
organisations. Where
new providers or linkages
are identified,
appropriate ‘use cases’
must be provided to
explain how and why
linked data will be used.

Receiving

l & Data Hub

Rece\%ié\g
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Data Sharing Between

TR R0 )
STRNTRANS: VS oy
AR B ' i
S 2 ey Data sharing responsibility rests with data
QATRAR v ¢ .
T o) controllers.
d e W
e, Data can only be used for the purpose it has
A been collected for.
L\
Ak . . . .
N Organisations may have statutory obligations
e T to fulfil and will need a clear lawful basis.
5 Caldicott principles should be followed.

Cybersecurity is crucial, especially when
sharing sensitive information.




Data Sharing Best
Practices

* Be clear about the problem being solved, as
this will drive the data required.

e Establish if a contract or sharing agreement is
in place to cover the data involved.

* Privacy Notices must be updated for any
changes in use of data.

* Limit data sharing to only what data is
necessary.

* Anonymous / aggregated data should be
considered before sharing personal data.

* Ensure data is transferred, stored and
accessed appropriately (legitimate
relationships).

* Establish a data breach response plan.

e Conduct regular audits to ensure data privacy
and security. 310



Foundations to sharing

* Signatory to overarching data sharing
agreements (My Care Record / Norfolk
Overarching Protocol / DataHub Framework).

* Complete DSP Toolkit which includes;
* Register with ICO,
* Caldicott Guardian role,

SIRO role,

* Secure email system,

* Privacy Notices,

* Cybersecurity.

* Data Protection Impact Assessments and
associated Use Case(s).

» Useful to engage with IG peer group.




Feedback from tables and Q and A
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Item No: 13— TO NOTE

Norfolk and Waveney Integrated Care Partnership

Report title: University of East Anglia (UEA) Health Data interpretation
reports on impact of Covid-19 on healthcare services and
health outcomes in Norfolk

Date of meeting: 06 March 2024

Sponsor
(ICP member): Stuart Lines, Director of Public Health, Norfolk County
Council

Reason for the Report

To share the reports produced by the UEA health data interpretation group (HDIG) with system
partners. These reports investigate the impact of COVID-19 on healthcare services and health
outcomes, seek to understand the factors influencing healthy life expectancy and other key
health indicators, and identify opportunities for preventing poor health. By sharing this analysis
and insight partners can use it to enhance the quality of healthcare and reduce harms from the
big risks to health including smoking, unhealthy diets and obesity, physical inactivity, alcohol and
drug use.

Report summary
The primary objective of the UEA HDIG reports was to answer the following questions:
e What is happening with healthy life expectancy and other top level health measures,
analysed overall and by location and socioeconomic status and what are the drivers?
¢ Where are the opportunities for prevention of poor health?
e What is the impact of Covid on health services activity and health outcomes?

The reports offer insights for the system in terms of future planning, capacity building, data capture
and identifying areas for improvement in healthy life expectancy.

Recommendations
The ICP is asked to:
a) To note the UEA HDIG reports are available on Norfolk’s Joint Strategic Needs Assessment
website.

1. Background

1.1 The COVID pandemic presented challenges and opportunities for the health and care
sector in Norfolk, including the increased demand on services (particularly urgent and
emergency care), increased waiting lists, and catch-up programmes and workforce issues.
In Norfolk there is falling life expectancy after several years of stagnation, and continuing
inequalities in health and variations in quality and access to healthcare.

1.2 Norfolk County Council commissioned the University of East Anglia (UEA) to analyse
various sources of information in relation to the health and healthcare of Norfolk residents.
The analysis focussed on the impact of Covid on health services activity and health
outcomes. It also explored healthy life expectancy and looked at where the opportunities are
for preventing of poor health. The main objective was to offer valuable insights that could
contribute to improving the overall healthcare system in the region.
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2. UEA Health Data Improvement Group Reports

2.1

2.2

2.2.1

222

223

224

2.2.5

2.2.6

227

2.2.8

The UEA HDIG led by Professor Nick Steel have produced the following reports:

1. Overall summary of the HDIG reports
(go to norfolkinsight.org.uk to read a summary of all UEA reports)

2. HDIG report - Healthy life expectancy and prevention opportunities
(go to norfolkinsight.org.uk to read the healthy life expectancy report)

3. HDIG report - Why is A&E so busy? Analysis using public data
(qo to norfolkinsight.org.uk to read the analysis of public data on why A&E is so
busy report)

4. HDIG report - Why is A&E so busy? Analysis using individual patient data
(go to norfolkinsight.org.uk to read the analysis of individual patient data on why
A&E is so busy report)

Below represents some of the key findings from these reports:

The reports offer information to assist the system in its future planning, capacity building,
data capture and identifying areas for improvement in healthy life expectancy.

UEA have developed an approach to understand Healthy Life Expectancy at small areas
(MSOA) this methodology will be shared with Public Health analysts and with OHID
Regional colleagues. Note that smoking data is not available at a granular level for inclusion
in the methodology.

Healthy life expectancy varies from one place to another. There is a variation of 21 years for
men and 18 years for women across the 128 small areas within Norfolk and Waveney. This
gap is as wide as the difference between the most deprived and least deprived areas in
England.

How long people live for, what people die from and what makes people ill throughout life is
dependent on many different things including weekly income, physical activity, air pollution
and alcohol consumption.

Looking at what the numbers tell us about these smaller geographic areas can help us to
prioritise which actions to take to improve the populations health.

There are opportunities for the system to work together to improve healthcare services and
health outcomes.

Future strategies aimed at reducing waiting times in A&E should involve the whole health
and care system, which includes improving discharge from hospitals.

To analyse patient flow across the system there are some opportunities for improvements in
patient level recording.

Officer Contact
If you have any questions about matters contained in this paper please get in touch with:

Name: Suzanne Meredith Tel: 01603 638456 Email: suzanne.meredith@norfolk.gov.uk

IN A If you need this report in large print, audio, Braille, alternative format

VTRAN or in a different language please contact 0344 800 8020 or 0344 800

8011 (textphone) and we will do our best to help.

communication for all
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https://www.norfolkinsight.org.uk/resource-uea-hdig-summary/
https://www.norfolkinsight.org.uk/resource-uea-hdig-healthy-life-expectancy-and-prevention-opportunities/
https://www.norfolkinsight.org.uk/resource-uea-hdig-healthy-life-expectancy-and-prevention-opportunities/
https://www.norfolkinsight.org.uk/resource-uea-hdig-why-is-accident-and-emergency-so-busy-public-data/
https://www.norfolkinsight.org.uk/resource-uea-hdig-why-is-accident-and-emergency-so-busy-public-data/
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https://www.norfolkinsight.org.uk/resource-uea-hdig-why-is-accident-and-emergency-so-busy-patient-data/
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	I am delighted to introduce the Director of Public Health’s Annual Report. This year the report focuses on smoking and vaping in Norfolk.  
	I am delighted to introduce the Director of Public Health’s Annual Report. This year the report focuses on smoking and vaping in Norfolk.  
	Smoking remains one of the biggest contributors to preventable ill health and health inequalities. It kills an estimated 1,240 people in Norfolk every year and accounts for nearly 6,000 years of life lost annually. 
	Three in four smokers wish they had never started, and more than half would like to quit. Quitting smoking is quite simply one of the best and simplest things anyone can do to improve their health. The benefits start almost immediately and last a lifetime. We know just how hard it can be to quit, which is why we offer as much support as possible. 
	1

	E-cigarettes can be a useful tool for those trying to quit smoking – experts advise that vaping is less harmful than smoking. However, it’s important to stress that vaping is not recommended for people who don’t already smoke and should not be promoted to children and young people. 
	2

	This report highlights many positive examples of local initiatives, and I would like to thank everyone who is working hard to help reduce the harm caused by tobacco and nicotine in Norfolk.

	1   
	1   
	1   
	Public Health England Better Health – Stoptober 2021: Opinium online survey summary
	Public Health England Better Health – Stoptober 2021: Opinium online survey summary

	 

	2  
	2  
	Nicotine vaping in England: 2022 evidence update summary – 
	GOV.UK (www.gov.uk)
	GOV.UK (www.gov.uk)
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	Stuart Lines
	Stuart Lines
	Director of Public Health

	I am very pleased to present my first independent annual report as the Director of Public Health for Norfolk. This year’s report is focussed on smoking, vaping and tobacco control. Smoking remains the single largest cause of preventable deaths and one of the largest contributors to health inequalities. 
	I am very pleased to present my first independent annual report as the Director of Public Health for Norfolk. This year’s report is focussed on smoking, vaping and tobacco control. Smoking remains the single largest cause of preventable deaths and one of the largest contributors to health inequalities. 
	Smoking impacts on many facets of an individual’s life. As well as dying earlier than non-smokers, smokers also suffer from poorer health. Many of the conditions caused by smoking are long term illnesses such as heart disease, stroke, lung cancer and respiratory disease. Breathing in second-hand smoke also has harmful impacts on health for babies, children and adults. 
	In Norfolk around 44,900 children live in households with adults who smoke. As well as affecting the child's health, this increases their chances of becoming smokers themselves – two thirds of adult smokers will have started smoking before they have reached the age of 18. The costs associated with smoking are substantial and estimated in Norfolk to be in the region of £872 million each year, including costs of health care, social care, lost productivity, and house fires.
	It can take 30 or more attempts before a smoker successfully quits, although getting support can help significantly. This indicates the addictive nature of smoking and the grip that tobacco has on people. 
	For all these reasons, tobacco remains a key public health priority, and some excellent case studies from across Norfolk highlight some of the ways we’re working together on this issue. These include not only helping people to quit smoking, but also what’s called ‘tobacco control’ – protecting people from harm such as clamping down on underage or illegal sales to help prevent take up in the first place.
	Over the past decades a great deal has already been done to reduce the rates and acceptability of smoking. In 1974, nearly half the country’s population were smokers – this is down to less than 1 in 7 people today. 
	So why focus on smoking when so much has already been achieved?
	Smoking rates are still too high in Norfolk if we are to achieve a smokefree generation by 2030. In addition, smoking rates vary within our local population. Some communities and groups which are already more deprived or marginalised have higher smoking levels. This increases inequalities in health and leads to poorer health for some.
	 
	 
	 

	This report therefore aims to refocus our efforts on reducing the number of people smoking in Norfolk and on our ambition for a smokefree county where our residents and communities are no longer affected by the harm caused by tobacco. It also serves as a reminder on the use of e-cigarettes: these can be a useful tool for quitting smoking but are not recommended for anyone who doesn’t already smoke, including children. In this report, we look at the data on vaping and some of the key messages on the use of e
	Finally, if you’d like to delve further into the detail, you can find more information in our tobacco needs assessment – you’ll find the link at the end of the report.

	Some definitions
	Some definitions

	Story
	The NHS explains e-cigarettes and vaping as follows:
	 
	3

	An e-cigarette is a device that allows you to inhale nicotine in a vapour rather than smoke. E-cigarettes do not burn tobacco and do not produce tar or carbon monoxide, two of the most damaging elements in tobacco smoke.
	They work by heating a liquid (called an e-liquid) that typically contains nicotine, propylene glycol, vegetable glycerine, and flavourings.
	Using an e-cigarette is known as vaping.
	E-cigarettes can also be referred to as vapes. Smoking refers to using tobacco cigarettes, pipes, cigars etc.
	Prevalence means the proportion of a group or population that has a particular condition or engages in a specific behaviour – for example, the number of people who smoke or vape at a particular time.
	 

	Deprivation is where people don't have the conditions that are usually considered necessary for a pleasant life, for example sufficient income, employment, education, health, living environments, and low levels of crime and few barriers to housing and services.
	 

	The black line with a bar at each end in some of the charts in this report shows what’s called a 95% confidence interval. It often looks like a shorter or longer I or H. This is a statistical measure that shows how ‘confident’ we are that the figure used is accurate, for example when a survey of a certain number of people is used to estimate figures for the whole population. The confidence interval shows the range in which the real value is likely to lie.

	3  
	3  
	3  
	Using e-cigarettes to stop smoking – 
	NHS (www.nhs.uk)
	NHS (www.nhs.uk)



	Section 1 Key figures and trends 
	Section 1 Key figures and trends 
	 


	Norfolk has higher life expectancy than the national average for both males and females, and Norfolk has lower death rates than the national average. However, there are some ways in which health and wellbeing in Norfolk could be improved, such as reducing smoking rates.
	Norfolk has higher life expectancy than the national average for both males and females, and Norfolk has lower death rates than the national average. However, there are some ways in which health and wellbeing in Norfolk could be improved, such as reducing smoking rates.
	This section shows some of the key figures and trends related to smoking and vaping in Norfolk.
	Key messages
	• Smoking poses the single greatest risk for early deaths in Norfolk
	• Smoking in pregnancy can have significant effects on the baby – and the rates   of smoking in pregnancy in Norfolk are above average
	• Tobacco is the third biggest risk factor for ill health
	• Around 13% of adults in Norfolk smoke – around 99,300 people
	• Stop smoking services and Ready to Change can help people to quit
	• Some groups smoke more than others and there are strong links with    socioeconomic status
	• Quitting smoking can reduce negative health impacts – sometimes  quite quickly
	 

	• Around 44,900 children in Norfolk live in smoking households
	• Vaping is much less harmful than smoking and can help people quit
	•  E-cigarette use is increasing, especially in the 16-24 year olds. It is also increasing in children and young people.
	How does smoking affect health?
	Deaths
	Smoking poses the single greatest risk for early deaths in Norfolk – more than other issues like high blood pressure, obesity, alcohol or air pollution. Tobacco contributes to early deaths from diseases like cancer, cardiovascular disease, and respiratory disease.

	Figure
	Figure 1: 
	Figure 1: 
	Figure 1: 
	Attribution of risk factors to causes of death in Norfolk, 2019. Source: Institute 
	for Health Metrics and Evaluation. Used with permission. All rights reserved. For more 
	information visit: 
	Health Data
	Health Data



	Fortunately, deaths due to smoking in Norfolk have decreased over recent years and are below the England average.
	Fortunately, deaths due to smoking in Norfolk have decreased over recent years and are below the England average.

	Figure
	Figure 2: 
	Figure 2: 
	Figure 2: 
	Smoking attributable mortality over time. Source: Office of Health Improvement and 
	Disparities using mortality data from the Office of National Statistics mortality data; Office 
	for National Statistics (ONS) – mid-year population estimates; Smoking prevalence data from 
	Annual Population Survey; and relative risks from the Royal College of Physician's Report 
	'Hiding in Plain Sight'.


	Lung cancer
	Lung cancer
	Smoking is a leading cause or contributor of many cancers, including lung cancer. Lung cancer is one of the most common cancers and has a low survival rate compared to other types of cancer like colon, breast, and prostate cancers. The number of lung cancer cases in Norfolk has remained consistent and has been lower than the England average over the last decade. 
	4
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	Office for Health Improvement & Disparities. Public Health Profiles: Lung cancer registrations 
	 
	2017-19 directly standardised rate – per 100,000. [Accessed 05/02/2024] 
	f
	f
	ingertips.phe.org.uk

	 
	 
	© Crown copyright 2024.


	Figure
	Figure 3: 
	Figure 3: 
	Figure 3: 
	Lung cancer registrations for East of England counties, 2017 to 2019. Source: Office for 
	Health Improvement and Disparities.


	Impact of smoking in pregnancy – on both the mother and the child
	Impact of smoking in pregnancy – on both the mother and the child
	Smoking during pregnancy can have an impact on both mothers and their babies. It can increase the risk of problems in pregnancy, stillbirth, premature birth, and low birth weight. In 2021, 492 babies in Norfolk were born at a low birth weight.It has been estimated that between 10% and 27% of cases of low birth weight are due to mothers smoking, suggesting that between 50 and 130 babies in Norfolk were born with low birth weight due to smoking. 
	5
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	Norfolk has consistently had higher rates of smoking during pregnancy than the England average. In 2022/23, there were around 850 mothers in Norfolk who were recorded as smoking at the time of delivery, around 1 in 9. Fortunately, that figure has been declining, following the overall national trend – but Norfolk’s rates are still higher than both the England and regional averages. 
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	 Stop smoking in pregnancy – 
	NHS (www.nhs.uk)
	NHS (www.nhs.uk)
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	Public Health Wales technical report, 2014: Low Birth Weight – technical paper v1.pdf

	 (wales.nhs.uk)


	Figure
	Figure 4: 
	Figure 4: 
	Figure 4: 
	Smoking Status at Time of Delivery (SATOD) over time. Source: Office for Health 
	Improvement and Disparities using NHS digital data.
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	Figure 5: 
	Figure 5: 
	Figure 5: 
	Smoking Status at Time of Delivery (SATOD) across the East of England counties, 
	2022/23. Source: Office for Health Improvement and Disparities using NHS digital data.


	Figure
	Case Study 
	Case Study 
	Incentives to stop smoking during pregnancy
	In an effort to tackle the relatively high rates of smoking in pregnant women in Norfolk, a 12-month incentive programme was launched in May 2023. This involves collaboration between the Local Maternity and Neonatal System, the James Paget University Hospital and Smokefree Norfolk (the stop smoking service that Norfolk County Council funds). 
	As part of the programme, verified pregnant smokers who actively participate receive ‘Love2Shop’ vouchers worth a total of £250. The vouchers are given to the women when they set a quit date and at various points during their pregnancy, through to two weeks after they have given birth. Members of the programme can also nominate a support buddy who is given a £50 voucher for helping the pregnant woman to quit. 
	The National Institute for Health and Care Excellence (NICE) recommends supporting pregnant women to quit smoking by offering incentives at different stages of pregnancy. There is strong evidence to support this, as women who receive incentives are more than twice as likely to quit successfully. Early results from the programme have shown an increase in the number of quit dates set and a higher level of engagement with Smokefree Norfolk.
	The insights gained from this initial scheme will inform the implementation of a countywide programme in summer 2024.

	Long term conditions
	Long term conditions
	Tobacco use is the third largest risk factor for illness. It can be a contributing cause of diabetes, kidney disease, chronic respiratory conditions, cardiovascular conditions such as heart disease and stroke, and musculoskeletal conditions. It is also a risk factor for dementia.
	7
	 


	Figure
	Figure 6: 
	Figure 6: 
	Figure 6: 
	Attribution of risk factors to causes of years lived with disability in Norfolk, 2019. 
	Source: Institute for Health Metrics and Evaluation. Used with permission. All rights reserved. 
	For more information visit: 
	Health Data
	Health Data



	Long term conditions are illnesses that can be controlled and managed but not cured. People who smoke are at greater risk of developing a long term condition and spending more years in later life in poorer health.
	Long term conditions are illnesses that can be controlled and managed but not cured. People who smoke are at greater risk of developing a long term condition and spending more years in later life in poorer health.
	For example, smoking is the biggest preventable risk factor of Chronic Obstructive Pulmonary Disease (COPD). In 2019/20, Norfolk had 2,240 emergency hospital admissions for COPD, many of which could have been avoided if smoking rates had been lower over recent decades. While Norfolk has had lower than average rates of emergency admissions for COPD, this has been increasing over the last decade in contrast to the national trend. 
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	  Institute for Health Metrics and Evaluation. Used with permission. All rights reserved. For more 
	information visit: 
	Health Data
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	Office for Health Improvement & Disparities. Local Tobacco Control Profiles: Emergency hospital 
	admissions for COPD (35+) 2019/20 directly standardised rate - per 100,000. [Accessed 05/02/2024] 
	fingertips.phe.org.uk
	fingertips.phe.org.uk
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	Figure
	Figure 7: 
	Figure 7: 
	Figure 7: 
	Emergency hospital admissions for Chronic Obstructive Pulmonary Disease (COPD) 
	in people aged 35 and over. Source: Office for Health Improvement and Disparities, using 
	Hospital Episode Statistics.
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	Case Study
	Case Study
	Cessation of Smoking Trial in the Emergency Department (COSTED) UEA
	 

	Researchers from the University of East Anglia (UEA) conducted the Cessation of Smoking Trial in the Emergency Department (COSTED) at six UK hospitals, including the Norfolk and Norwich University Hospital. Participants were randomly assigned to receive either brief advice, an e-cigarette starter kit, and stop-smoking service referral, or no intervention (control group). Participants were generally from deprived neighbourhoods, with a higher than average number unemployed or unable to work due to sickness o
	Out of 972 participants, 1 in 4 in the intervention group reported quitting smoking at 6 months, compared to 1 in 8 in the control group. Carbon monoxide tests confirmed that those in the intervention group were twice as likely to quit. They were also more likely to reduce how many cigarettes they smoked and to make more attempts to quit than the control group.
	The trial demonstrated the potential of emergency departments to reach smokers opportunistically, especially in disadvantaged communities. Economic evaluation suggested the intervention is cost-effective and implementing it across the three Accident and Emergency departments in Norfolk could lead to 1,636 additional quits annually at a lower cost than traditional methods.

	Smoking patterns and inequalities
	Smoking patterns and inequalities
	Norfolk position
	Around 13% of adults in Norfolk smoke – around 99,300 people. This is similar to the national average. This is similar to the national average and is in line with other parts of the region.

	Figure
	Figure 8: 
	Figure 8: 
	Figure 8: 
	Smoking prevalence in adults by county in the East of England region, 2022. Source: 
	Office for Health Improvement and Disparities using Annual Population Survey data.


	However, there is variation within Norfolk: Great Yarmouth has the highest adult smoking rate (around 18%), which equates to around 14,200 smokers and Broadland has the lowest rate (8%) or around 8,900 smokers. 
	However, there is variation within Norfolk: Great Yarmouth has the highest adult smoking rate (around 18%), which equates to around 14,200 smokers and Broadland has the lowest rate (8%) or around 8,900 smokers. 

	Figure
	Figure 9: 
	Figure 9: 
	Figure 9: 
	Smoking prevalence in adults by Norfolk districts, 2022. Source: Office for Health 
	Improvement and Disparities using Annual Population Survey data. 


	District
	District
	District
	District
	District
	District
	District

	Smoking rate (%)
	Smoking rate (%)

	Estimated number of adult smokers
	Estimated number of adult smokers

	How many fewer needed to reach 5%
	How many fewer needed to reach 5%



	Breckland
	Breckland
	Breckland
	Breckland

	12
	12

	14,200
	14,200

	8,400
	8,400


	Broadland
	Broadland
	Broadland

	8
	8

	8,900
	8,900

	3,500
	3,500


	Great Yarmouth
	Great Yarmouth
	Great Yarmouth

	18
	18

	14,200
	14,200

	10,200
	10,200


	King's Lynn and West Norfolk
	King's Lynn and West Norfolk
	King's Lynn and West Norfolk

	17
	17

	21,300
	21,300

	14,900
	14,900


	North Norfolk
	North Norfolk
	North Norfolk

	15
	15

	13,500
	13,500

	9,100
	9,100


	Norwich
	Norwich
	Norwich

	14
	14

	16,100
	16,100

	10,100
	10,100


	South Norfolk
	South Norfolk
	South Norfolk

	9
	9

	10,800
	10,800

	5,000
	5,000


	Norfolk
	Norfolk
	Norfolk

	13
	13

	99,300
	99,300

	61,800
	61,800






	Table 1: 
	Table 1: 
	Table 1: 
	Estimated adult smokers in Norfolk in 2022, based on Annual Population Survey prevalence 
	rates and 2021 Census population estimates. Numbers rounded to nearest 100, district totals may not 
	sum to make Norfolk total.


	A national ambition aims for every area in England to be smokefree by the year 2030. ‘Smokefree’ is defined as having no more than 5% of adults smoking. For Norfolk to reach that ambition, we would need to have fewer than 37,500 smokers in the county – that is 61,800 fewer smokers than currently. Taking into account our growing population, we would need at least 6,500 people to quit smoking each year until 2030 to reach the national ambition – and more if people continue to take up smoking in the meantime. 
	A national ambition aims for every area in England to be smokefree by the year 2030. ‘Smokefree’ is defined as having no more than 5% of adults smoking. For Norfolk to reach that ambition, we would need to have fewer than 37,500 smokers in the county – that is 61,800 fewer smokers than currently. Taking into account our growing population, we would need at least 6,500 people to quit smoking each year until 2030 to reach the national ambition – and more if people continue to take up smoking in the meantime. 
	9

	People can and do attempt to quit smoking by themselves. Some people find it harder to quit than others, and Norfolk County Council funds services to help them. The stop smoking services reach around 8,600 smokers per year and offer support to help quit. Of those, 1,850 per year go on to successfully quit. This has significant impacts in helping improve the health of the people of Norfolk. However, not everyone takes advantage of stop smoking services. That’s why the County Council developed its Ready to Ch
	 
	Help to quit smoking – Norfolk County Council
	Help to quit smoking – Norfolk County Council
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	Figure
	Figure
	Case Study 
	Case Study 
	Ready to Change
	Quitting smoking can be one of the best lifestyle changes anyone can make, even though this can be challenging due to tobacco’s addictive nature. Ready to Change is a free online tool to help Norfolk residents in adopting healthier habits, including giving up cigarettes. 
	Developed by Norfolk County Council in collaboration with health psychologists and experts at the University of East Anglia, Ready to Change utilises behaviour change science to help individuals modify their habits for a healthier life. It includes quizzes, tips, and guidance for quitting smoking. A explaining the behavioural science approach has been produced, along with campaign materials for print and social media. 
	 
	video


	Since its launch in 2022, over 8,000 people have used  to help in their quitting journey – e.g. taking quizzes, reading about the benefits of stopping smoking or setting goals.
	Ready to Change
	Ready to Change



	Smoking by gender
	Smoking by gender
	In Norfolk, more men smoke than women (14% compared to 12%) – this is a long running trend. Recently, Norfolk rates of female smokers has risen above the national average.
	 


	Figure
	Figure 10: 
	Figure 10: 
	Figure 10: 
	Smoking prevalence by gender over time. Source: Office for Health Improvement 
	and Disparities based on Annual Population Survey data.


	Smoking by age
	Smoking by age
	Data on smoking rates for different age groups in Norfolk is not available. National data, however, shows the highest rates in those aged 25-29 (16%), with the numbers decreasing for older age groups. Nationally, those aged 65 and over smoke less than the England average. 

	Figure
	Figure 11: 
	Figure 11: 
	Figure 11: 
	Smoking prevalence by age group in England, 2022. Source: Office for Health 
	Improvement and Disparities based on Annual Population Survey data.


	Since 2011, smoking rates have declined most rapidly amongst the 18-24 year olds, however a recent study suggests this trend may have changed with rates in this age group increasing since 2020. The 25-29 year olds have consistently had the highest rates of smoking. 
	Since 2011, smoking rates have declined most rapidly amongst the 18-24 year olds, however a recent study suggests this trend may have changed with rates in this age group increasing since 2020. The 25-29 year olds have consistently had the highest rates of smoking. 
	10
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	  Have there been sustained impacts of the COVID-19 pandemic on trends in smoking prevalence, 
	uptake, quitting, use of treatment, and relapse? A monthly population study in England, 2017–2022 | 
	BMC Medicine | Full Text 
	biomedcentral.com
	biomedcentral.com



	Figure
	Figure 12: 
	Figure 12: 
	Figure 12: 
	Smoking prevalence by age group over time showing the age group with the 
	highest rates of smoking, the age group with the fastest rate of decrease in smoking, and the 
	all age average smoking rate. Source: Office for Health Improvement and Disparities based on 
	Annual Population Survey data.


	Figure
	Figure 13: 
	Figure 13: 
	Figure 13: 
	Heat map of smoking prevalence by age group over time. Darker colours show 
	higher rates of smoking compared to other age groups and time periods. Source: Office for 
	Health Improvement and Disparities based on Annual Population Survey data.


	Smoking and deprivation
	Smoking and deprivation
	Smoking rates are higher in more deprived areas. Nationally, in the most deprived areas, around 16% of people smoke, compared to 10% in the least deprived areas. Around 1 in 3 of all smokers live in the fifth of the country that is most deprived. 
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	Figure
	Figure 14: 
	Figure 14: 
	Figure 14: 
	Smoking prevalence by deprivation group (Index of Multiple Deprivation 2019) of 
	residential areas in England, 2022. Source: Office for Health Improvement and Disparities 
	based on Annual Population Survey data.
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	In Norfolk, around 136,000 people live in areas that are some of the most deprived in the country – and health on average is poorer in deprived areas. Around 4 in 10 people in Great Yarmouth and Norwich live in these more deprived areas, compared to 1-2 in 10 people in Norfolk as a whole. None of the most deprived neighbourhoods are in Broadland and South Norfolk.
	In Norfolk, around 136,000 people live in areas that are some of the most deprived in the country – and health on average is poorer in deprived areas. Around 4 in 10 people in Great Yarmouth and Norwich live in these more deprived areas, compared to 1-2 in 10 people in Norfolk as a whole. None of the most deprived neighbourhoods are in Broadland and South Norfolk.
	12

	Smoking and socioeconomic status
	‘Socioeconomic status’ is a way of looking at the resources groups of people can draw upon. It often reflects education, income, work conditions, employment relations and job roles. The Office of National Statistics uses a set of groups linked to occupations to show socioeconomic status.
	In Norfolk:
	 

	• around 1 in 4 people in routine and manual occupations smoke 
	• around 1 in 5 of those in ‘intermediate’ occupations (e.g. sales, administration,    services and some technical jobs) smoke
	• around 1 in 12 people in ‘management and professional occupations’ smoke. 
	This continues a long-running trend of smoking rates varying by socioeconomic status.
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	  Based on 2019 Index of Multiple Deprivation: 
	 
	www.gov.uk/government/statistics/english-indices-of-deprivation-2019 
	www.gov.uk/government/statistics/english-indices-of-deprivation-2019 
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	Figure 15: 
	Figure 15: 
	Figure 15: 
	Smoking prevalence by socio-economic category in working age adults, 2022. 
	Source: Office for Health Improvement and Disparities based on Annual Population 
	 
	Survey data.
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	Case Study 
	Case Study 
	Community Voices smoking conversations
	In summer 2023, as part of the Integrated Care System's Community Voices Programme, Community Champions engaged in conversations with people in communities facing health inequality to discuss factors that either supported or hindered their efforts to quit smoking. The insights from these discussions were collected in an online 'insight bank,' which now contains over 200 recorded conversations. 
	 

	These insights were organised according to factors that aid individuals in making positive health changes, namely capability, opportunity, and motivation. Some key themes emerged from these conversations:
	•  the role of social influences on smoking behaviour and the importance of having strong social support when attempting to quit smoking
	• the short term versus long term economic costs of stopping smoking
	• the need to maintain motivation and to have action plans and rewards
	•  the importance for stop smoking providers to tailor services to meet smokers’ needs.
	 

	The insights tallied with research on this topic. Importantly, these real life Norfolk insights will inform the future design of local stop smoking services and the establishment of NHS pathways.

	Smoking and housing tenure
	Smoking and housing tenure
	Around 1 in 3 people living in social housing smoke. This is much higher than those 
	Around 1 in 3 people living in social housing smoke. This is much higher than those 
	who own their homes where around 1 in 11 smokes. Smoking rates for those who rent 
	privately fall between the two.

	What underlies these different smoking rates is complex. For example, people in social housing may face greater financial difficulties (see deprivation and socioeconomic status above). People who have paid off their mortgages may tend to be older – and smoking rates decrease with age, particularly for the over 65s.

	Figure
	Figure 16: 
	Figure 16: 
	Figure 16: 
	Smoking prevalence by housing type in Norfolk adults, 2022. Source: Office for 
	Health Improvement and Disparities based on Annual Population Survey data.


	Smoking and ethnicity
	Smoking and ethnicity
	Nationally, smoking rates are highest among the white (13%) and mixed (17%) ethnic groups. Smoking rates are below the England average for the black (8%), Asian (7%) and Chinese (5%) ethnic groups. We do not have this breakdown for Norfolk, so rely on national figures.

	Figure
	Figure 17: 
	Figure 17: 
	Figure 17: 
	Smoking prevalence by Ethnicity, 2022. Source: Office for Health Improvement and 
	Disparities based on Annual Population Survey data.


	Smoking and country of birth
	Smoking and country of birth
	Smoking rates by country of birth have remained largely consistent over time. People living in the UK but born in India have had the lowest smoking rates since 2014 – around 5%. People born in Poland have consistently had the highest smoking rate, though this has decreased from 32% in 2014 to 21% in 2022. 
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	Figure 18: 
	Figure 18: 
	Figure 18: 
	Smoking prevalence by country of birth, 2022. Source: Office for Health 
	Improvement and Disparities based on Annual Population Survey data.


	Smoking and overall health
	Smoking and overall health
	People who report the poorest health consistently have the highest smoking rates. One in four people who rate their health as ‘very bad’ are smokers. Those that report being in good health have the lowest smoking rates. 

	Figure
	Figure 19: 
	Figure 19: 
	Figure 19: 
	Smoking prevalence over time in England by health status. Source: Office for Health 
	Improvement and Disparities based on Annual Population Survey data.
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	Figure 20: 
	Figure 20: 
	Smoking prevalence in England by health status in 2022. Source: Office for Health 
	Improvement and Disparities based on Annual Population Survey data.


	Smoking and mental health
	Smoking and mental health
	Smoking rates are higher in those who have mental health issues, representing a significant health inequality. A survey conducted among general practice patients found that in Norfolk, nearly one in four people with a long term mental health condition smoked. This is similar to the national average for those with long term mental health conditions, but much higher than for the general population.

	Figure
	Figure 21: 
	Figure 21: 
	Figure 21: 
	Smoking prevalence in those with a long term mental health condition. Source: 
	Office for Health Improvement and Disparities based on the General Practice Patient Survey.
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	Case Study 
	Case Study 
	Community serious mental illness service
	NHS England committed to offering a new universal smoking cessation programme within specialist mental health services for long term smokers by 2023/24. People with serious mental illness (SMI) face greater challenges quitting smoking due to higher dependency and heavier smoking. 
	NHS England is testing a pathway and service model before a national rollout, selecting four primary care network areas in Gorleston, Great Yarmouth and Norwich for the trial. These areas were chosen based on data indicating they serve over 30% of the SMI population in Norfolk and Waveney. 
	Smokefree Norfolk and Together for Mental Wellbeing are collaborating on the pilot service, with promising early results, including an 88% engagement rate, 81% setting a quit date, and 58% quitting within the first nine months. A research team from the UEA is evaluating the pilot, with findings informing the future service.

	The benefits of quitting
	The benefits of quitting
	The National Institute for Health and Care Excellence (NICE) report that:
	 

	• On average, stopping smoking at age 60 can add 3 extra years to life. Stopping at   30 can add 10 extra years
	13 

	•  A study of over one million UK women showed that stopping smoking before the age of 40 avoids the vast majority (90%) of the increased risk of dying caused by continuing to smoke
	14 

	•  For people who stop smoking before the age of 50 years, the risk of dying of smoking-related disease is cut in half. 
	15


	The sooner you quit, the sooner you'll notice changes to your body and health. Look at what happens when you quit for good.
	The sooner you quit, the sooner you'll notice changes to your body and health. Look at what happens when you quit for good.

	After 20 minutes
	After 20 minutes
	After 20 minutes

	Check your pulse rate, it will 
	Check your pulse rate, it will 
	already be starting to return 
	 
	to normal.


	After 8 hours
	After 8 hours
	After 8 hours

	Your oxygen levels are 
	Your oxygen levels are 
	recovering, and the harmful 
	carbon monoxide level in your 
	blood will have reduced by half.


	After 48 hours
	After 48 hours
	After 48 hours

	All carbon monoxide is flushed 
	All carbon monoxide is flushed 
	out. Your lungs are clearing 
	out mucus and your senses of 
	taste and smell are improving.


	After 72 hours
	After 72 hours
	After 72 hours

	If you notice that breathing 
	If you notice that breathing 
	feels easier, it's because your 
	bronchial tubes have started 
	to relax. Also your energy will 
	be increasing.


	After 2 to 12 weeks
	After 2 to 12 weeks
	After 2 to 12 weeks

	Blood will be pumping through 
	Blood will be pumping through 
	to your heart and muscles 
	much better because your 
	circulation will have improved.


	After 3 to 9 months
	After 3 to 9 months
	After 3 to 9 months

	Any coughs, wheezing or 
	Any coughs, wheezing or 
	breathing problems will be 
	improving as your lung function 
	increases by up to 10%.


	After 1 year
	After 1 year
	After 1 year

	Great news! Your risk of heart 
	Great news! Your risk of heart 
	attack will have halved 
	compared with a smoker's.


	After 10 years
	After 10 years
	After 10 years

	More great news! Your risk 
	More great news! Your risk 
	 
	of death from lung cancer will 
	have halved compared with 
	 
	a smoker's.


	Above taken from 
	Above taken from 
	Above taken from 
	www.nhs.uk/better-health/quit-smoking
	www.nhs.uk/better-health/quit-smoking
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	Quitting smoking can also save individuals and their families money – on average around £3,100 per smoker per year.
	Quitting smoking can also save individuals and their families money – on average around £3,100 per smoker per year.
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	Doll, 2004
	Doll, 2004
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	Figure
	Case Study 
	Case Study 
	What quitting smoking felt like for Dan
	*

	Dan started smoking as a teenager and had attempted to quit smoking multiple times, but without success. On his social media feed, he spotted adverts for Ready to Change, the Council website offering help to stop smoking. Intrigued by the promise of free assistance, Dan decided to click on the link and explore further.
	Dan started with the Ready to Change quiz about his smoking habits. He then discovered the many benefits of quitting smoking. As someone facing financial difficulties, he realised that his cigarette expenses were a significant contributing factor. Furthermore, with his partner expecting their first child, Dan was motivated to eliminate the risk of second hand smoke for his family's wellbeing.
	Dan recognised that swapping from smoking to vaping could serve as a good first step to quitting smoking because it would address the hand-to-mouth habit and provide a controlled level of nicotine. It would also be significantly less harmful than smoking. Determined to make a change, Dan contacted the local stop smoking service, which offered free vape kits for 12 weeks and the support of a specialist advisor.
	Setting a quit date, Dan used the goal-setting and ‘if-then’ planning tools from Ready to Change to boost his motivation and maintain his progress. Six months later, Dan is still not smoking and only vapes a couple of times per day. He keeps a diary to track when he vapes so he can eventually quit vaping altogether.

	* 
	* 
	* 
	This is a fictional case study taking the reader through an example 
	journey a quitter might follow when giving up smoking


	Protect others from secondhand smoke
	Protect others from secondhand smoke
	Second hand smoke (passive smoking) refers to the smoke that smokers exhale or that is given off from the end of a lit cigarette while it is burning – which people nearby can then inhale. Harmful chemicals such as tar, nicotine, and carbon monoxide are contained within second hand smoke making it harmful to those that inhale it. 
	In the short term, being exposed to second hand smoke can result in headaches, sore eyes, and coughing. In the longer term, people exposed to second hand smoke are at higher risk of heart disease, some types of cancer, and poor lung function. Children and young people are at particular risk due to their more delicate lungs. 
	16

	An estimated 44,900 children in Norfolk live in smoking households and are therefore likely to be exposed to second hand smoke. Children from smoking households are four times more likely to take up smoking themselves later in life. 
	17

	As smoking rates decrease, second hand smoke exposure can also decrease, reducing related harms. 
	Vaping (e-cigarettes)
	Vaping is an effective tool to help people quit smoking. Tobacco cigarette smoke contains thousands of chemicals – many of them poisonous – and dozens of them can cause cancer. Cigarettes also contain nicotine, which is an addictive substance. Once addicted, it can be difficult to quit smoking.
	18
	19

	The latest evidence review from the Office for Health Improvement and Disparities (OHID) shows that in the short and medium term, vaping poses only a small fraction of the risks of smoking. 
	20

	E-cigarettes with nicotine are still addictive, however, and the long-term effects of vaping are not yet known. Vaping is not risk free, particularly for people who have never smoked. The Chief Medical Officer Professor Sir Chris Whitty wrote succinctly for The Times in May 2023: 
	21
	 

	‘The key points about vaping (e-cigarettes) can be easily summarised. If you smoke, vaping is much safer; if you don’t smoke, don’t vape; marketing vapes to children is utterly unacceptable.’
	 
	22

	Key messages on vaping
	 

	• Vaping is much less harmful than smoking
	• Vapes are an effective tool to help smokers quit smoking
	• Swapping from smoking to vaping is a positive health move
	• If you don’t smoke, don’t vape
	• Vapes should not be marketed to children
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	Secondhand Smoke – ASH
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	ash.org.uk/resources/view/economic-and-health-inequalities-dashboard
	ash.org.uk/resources/view/economic-and-health-inequalities-dashboard
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	  What chemicals are in a cigarette? | What does smoking do to your body? 
	cancerresearchuk.org
	cancerresearchuk.org
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	 Nicotine vaping in England: 2022 evidence update summary
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	Nicotine vaping in England: 2022 evidence update main findings
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	Vaping in adults (aged 16 and over)
	Vaping in adults (aged 16 and over)
	Local data on vaping in Norfolk is not available, so we rely on national surveys. Nationally, around 5% of people aged 16 and over use e-cigarettes daily. This would equate to around 40,000 adults in Norfolk. Around 3.5%, or 27,000 people, occasionally use e-cigarettes. 
	23

	Evidence is mounting that while tobacco cigarette smoking is decreasing, e-cigarette use is increasing.
	Current smokers (27%) and ex-smokers (17%) vape more than non-smokers. While at lower levels, e-cigarette use is increasing among those who have never smoked before – currently a little under 2%. This would mean around 13,800 people in Norfolk who have never smoked cigarettes, use e-cigarettes.
	24

	Among adults aged 16 and over, occasional or daily vaping is increasing most quickly in the 16-24 year olds – from around 11% in 2021 to over 15% in 2022. At the same time, smoking tobacco cigarettes is decreasing most quickly in the 18-24 year olds. 

	Figure
	Figure 22: 
	Figure 22: 
	Figure 22: 
	Vaping prevalence by age group in Great Britain. Source: Office for National 
	Statistics based on the Opinions and Lifestyle Survey data.
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	Adult smoking habits in the UK 
	Adult smoking habits in the UK 

	– Office for National Statistics (ons.gov.uk) Office for National 
	Statistics report referencing Opinions and Lifestyle Survey
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	E-cigarette use in Great Britain
	E-cigarette use in Great Britain

	 – Office for National Statistics (ons.gov.uk) 
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	Case Study
	Case Study
	E-cigarette pilot and vouchers
	In 2020 and early 2021, Norfolk County Council (NCC) Public Health, Smokefree Norfolk and the University of East Anglia conducted a pilot programme offering vouchers for vape starter kits or refills to specific groups in Great Yarmouth, where smoking rates are highest in Norfolk. These groups included individuals who had unsuccessfully tried to quit smoking, those with multiple health conditions, and people with mental health conditions.
	During the trial, over 340 participants used their vouchers, and many provided positive feedback. Encouragingly, 42% of those who switched to vaping quit smoking at 4 weeks, with vapes proving effective where other methods had failed. The trial also helped dispel the myth that vaping is as harmful as, or more harmful, than smoking.
	Given the success of the vape voucher trial, the service was expanded countywide in 2022, offering free 12-week vape vouchers to everyone in Norfolk as part of the stop smoking service. Recent figures show a 52% smoking quit rate at 4 weeks, surpassing the initial target.

	Vaping in children and young people
	Vaping in children and young people
	Vaping is becoming more common among children and young people across England. Based on national data, around 13,600 children aged 11-17 in Norfolk are estimated to have tried vaping. An estimated 5,000 children aged 11-17 (8%) are current users. Nationally, use increased slightly in 2023, after having doubled from 2021 to 2022. 
	Only one in three children believe that e-cigarettes are less harmful than cigarettes. More than half believe they are as harmful as, or more harmful than, smoking.  
	25

	The use of single-use e-cigarettes among children has increased substantially from fewer than one in ten young vapers preferring disposable vapes in 2021 to seven in ten in 2023. 
	26


	Figure
	Figure 23: 
	Figure 23: 
	Figure 23: 
	Vaping prevalence by age group in Great Britain. Source: Action on 
	 
	Smoking and Health.
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	Use of e-cigarettes among young people in Great Britain
	Use of e-cigarettes among young people in Great Britain
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	Case Study
	Case Study
	Schools vaping toolkit
	In October 2023, Norfolk County Council’s Children's Services developed a vaping toolkit for schools. The goal is to assist schools in tackling increased vaping by offering high quality guidance and resources for a comprehensive approach. The toolkit features an audit tool for schools to assess their current approaches and areas for improvement, along with an action plan to support further development. It emphasises preventative measures and strategies to address vaping concerns:
	•  Supporting staff to feel confident in their knowledge of vaping and how it compares to smoking
	 

	•  Creating an inclusive ethos and values around health, wellbeing and sustainability
	•  Teaching about vaping as part of Personal, Social, Health and Economic Education and within the wider curriculum
	•  Ensuring all staff, children, young people and families are aware of how to get support. 
	 

	The toolkit provides a detailed step by step checklist for what to do if a student is found vaping, with a focus on supporting them to stay in school.

	Section 2 National and local policy on smoking and vaping
	Section 2 National and local policy on smoking and vaping
	 
	 


	Key messages
	Key messages
	 

	• Smoking rates have decreased over the past 60 years
	•  Knowledge, policies and attitudes towards smoking have also changed over time
	 

	•  Reducing rates of smoking, effective tobacco control and controlling long term vaping use and take up are priorities for many organisations across Norfolk.

	The changing national picture
	The changing national picture
	Knowledge, policies and attitudes towards smoking have changed greatly over the past 60 years and smoking rates have declined as it has become more socially unacceptable.
	 


	Figure
	Smoking prevalence timeline for Great Britain, ages 16 and over by gender for 1974 to 2022
	Smoking prevalence timeline for Great Britain, ages 16 and over by gender for 1974 to 2022
	 


	Figure
	Figure 24: 
	Figure 24: 
	Figure 24: 
	Timeline of the proportion of current smokers, for all persons aged 16 years and 
	 
	over, Great Britain, 1974 to 2022. Source: Office for National Statistics based on Opinions and 
	Lifestyle Survey.


	1965
	1965
	Ban of cigarette sales advertising on television

	1969
	1969
	Launch of first anti-smoking campaign

	1971Health warnings appear on all cigarette packets
	1971Health warnings appear on all cigarette packets
	 


	1976
	1976
	Study reveals one third of smokers die from smoking

	1962
	1962
	Smoking link to lung cancer and heart disease

	1983
	1983
	Risks of passive smoking revealed

	1986
	1986
	Sale of tobacco products to under-16s made illegal

	1991
	1991
	Ban on tobacco advertising on television

	1992
	1992
	First nicotine patch commercially available

	2001
	2001
	Nicotine replacement therapy patches available on the NHS
	 


	2001
	2001
	Bigger bolder health warnings on packages

	2003
	2003
	Tobacco adverts banned in newspapers, magazines and internet 
	 


	2005E-cigarettes first introduced to the UK market
	2005E-cigarettes first introduced to the UK market
	 


	2007
	2007
	Smoking banned in all workplaces 
	& enclosed public spaces

	2007
	2007
	Legal age for purchase of tobacco raised to 18
	 


	2014
	2014
	Smoking in cars with children banned 

	2016
	2016
	E-cigarettes confirmed as less harmful  than smoking

	2017
	2017
	Tobacco Control Plan for England launched aiming for Smokefree country by 2030

	2022 
	2022 
	Vaping kits start being used to help people stop smoking

	2023
	2023
	Government proposing raising the age of sale every year and banning disposable vapes

	Local plans and strategies
	Local plans and strategies
	Ambitions around reducing rates of smoking, effective tobacco control and controlling long term vaping use and take-up are not just the priorities for the County Council’s public health team – many organisations across Norfolk highlight their work on these aims:
	 

	•  The Integrated Care System (ICS)  commits to addressing inequalities and prioritising prevention, to reduce years spent in poor health and differences in life expectancy due to deaths from circulatory, cancer and respiratory diseases, for which smoking is a chief contributor
	Integrated Care Strategy and Joint Health 
	Integrated Care Strategy and Joint Health 
	and Wellbeing Strategy


	•  The ICS  commits to acting early to improve health by predicting, detecting and acting early to prevent poor health by helping people make healthy choices, which includes stopping smoking
	Clinical Strategy
	Clinical Strategy


	•  The ICS  commits to developing and providing a maternity led stop smoking service for pregnant women and partners
	Joint Forward Plan
	Joint Forward Plan


	•  The ICS Health Improvement Transformation Group has agreed smoking as one of two priority areas for action across the Integrated Care System
	•  Norfolk County Council’s Strategy  commits to supporting people to make healthy choices such as providing free stop smoking services
	Better together for Norfolk
	Better together for Norfolk


	•  Norfolk County Council’s  commits to delivering a new programme of tobacco control and stop smoking initiatives to help people to stop smoking and create smokefree environments
	Public Health Strategic Plan
	Public Health Strategic Plan


	•  The Norfolk Tobacco and Vaping Control Alliance agreed a system-wide programme of work to help Norfolk to become smokefree by 2030 (defined as smoking rates of 5% or less), and developed a vaping delivery plan.

	Section 3 
	Section 3 
	The wider impacts of smoking on Norfolk residents and opportunities for improvement 

	Smoking has any number of negative impacts – some of these are described below.
	Smoking has any number of negative impacts – some of these are described below.
	Key messages
	• Around 1,240 people in Norfolk die as a result of smoking every year
	• On average, smokers spend around £3,100 each year on smoking
	• Smoking costs Norfolk as a whole around £872 million per year
	• Benefits from reducing or eliminating smoking could include: 
	  • Saving around 1,200 lives each year
	  • Having around 1,130 fewer hospital admissions per year
	  • Preventing 1,100 cases of cancer each year
	  • Having around 480 more smokefree pregnancies
	  •  16,500 less well-off households could be better off financially which could help them move out of poverty.
	 

	Cost of smoking to individuals, communities and services
	Around 1,240 people in Norfolk die each year as a result of smoking. While the Norfolk rate overall is lower than the national average, deaths from smoking are largely preventable and rates will vary by place.
	 


	Figure
	Figure 25: 
	Figure 25: 
	Figure 25: 
	Smoking attributable mortality, 2017 to 2019. Source: Office of Health Improvement 
	and Disparities using mortality data from the Office of National Statistics mortality data; 
	Office for National Statistics (ONS) – mid-year population estimates; Smoking prevalence 
	data from Annual Population Survey; and relative risks from the Royal College of Physician's 
	Report 'Hiding in Plain Sight'.


	Smoking has a financial cost – to individuals and their families, to the economy, and to local services – as well as the personal impact of illness and death on individuals and loved ones.
	Smoking has a financial cost – to individuals and their families, to the economy, and to local services – as well as the personal impact of illness and death on individuals and loved ones.
	27

	Norfolk residents spend around £308 million on tobacco products each year, which is based on the average spend of about £3,100 per smoker each year. This generates around £198 million in tax revenue – however, it is estimated that smoking costs Norfolk far more, at around £872 million per year:
	• £7 million as a result of house fires
	• £239 million for social care due to smoking related conditions
	• £30 million on hospital admissions and primary care services 
	• £596 million per year in productivity loss from the economy including:
	28

	  • £136 million in lost earnings
	  • £189 million due to smoking-related unemployment
	  •  £239 million loss to the local economy if people had switched their spending from tobacco to other products 
	29

	  • £31 million due to smoking related early deaths.
	In Norfolk we have higher rates of hospital admissions related to smoking than England, indicating a potentially greater impact on health services in Norfolk when compared to the England average. 

	27
	27
	27
	 
	ash.org.uk/resources/view/ash-ready-reckoner
	ash.org.uk/resources/view/ash-ready-reckoner

	 

	28
	28
	 Figures don’t add up to £596 million due to rounding
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	Figure
	Figure 26: 
	Figure 26: 
	Figure 26: 
	Smoking attributable hospital admissions over time. Source: Office of Health 
	Improvement and Disparities using admissions data from Hospital Episode Statistics (HES); 
	Office for National Statistics (ONS) – mid-year population estimates; Smoking prevalence 
	data from Annual Population Survey; and relative risks from the Royal College of Physician's 
	Report 'Hiding in Plain Sight'.
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	Help for inpatients to stop smoking at the James Paget University Hospital
	 

	NHS England has committed that by 2023/24 all people admitted to hospital will be offered free tobacco treatment services. In Norfolk and Waveney, this started in May 2022, with stop smoking support being offered directly in hospitals for inpatients. The James Paget University Hospital in Great Yarmouth was chosen early because many people in the area smoke, and there are greater health inequalities in that area than in other parts of Norfolk. 
	When hospital patients are identified as smokers, they are referred to a specialist team to help them quit. The team provides nicotine replacement therapy (NRT) and other support to increase the patients’ chances of quitting. When leaving hospital, patients receive extra NRT and are referred to Smokefree Norfolk for further support at home. 
	Since the project started, 87% of smokers have been referred to the team, with 79% receiving support and 24% successfully quitting smoking. These results are encouraging, especially as people may not have been planning to quit before they went into hospital.

	Opportunities and benefits of reducing smoking in Norfolk
	Opportunities and benefits of reducing smoking in Norfolk
	 

	Over the longer term, rates of smoking have been decreasing, but there is still more we can all do to achieve a smokefree county. Below are examples of some of the opportunities and benefits that could be realised if we continue our joint working and focus: 
	 
	 

	If smoking were eliminated, we could eventually save future Norfolk generations around 1,240 lives per year.
	30

	Smoking costs the average smoker around £3,100 a year. If smoking were eliminated then around 16,500 less well-off households would be better off financially which could help them move out of poverty. 
	31
	32

	Smoking results in over 10,000 hospital admissions each year in Norfolk. If Norfolk had the same rate of admissions as the national average, that would result in around 1,130 fewer hospital admissions per year.
	33

	Eliminating smoking entirely would reduce cancer cases by around 15%. This would mean that Norfolk and Waveney would see a reduction of over 1,100 cancer diagnoses per year. Achieving the 2030 smokefree ambition of having fewer than 5% of the population smoke would prevent around 680 cancers per year across the system. 
	34
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	Norfolk has a higher than average rate of mothers who smoke during pregnancy. If Norfolk had the same rate of mothers who smoke during pregnancy as the national average, then 205 more babies would have been born smokefree in 2022/23. If Norfolk rates reduced to 5%, then around 480 more deliveries would have been smokefree, significantly improving the health of babies and children in Norfolk, as well as the health of their mothers.
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	Office for Health Improvement & Disparities: Local Tobacco Control Profiles: Smoking attributable 
	mortality (new method) 2017-19 directly standardised rate – per 100,000. [Accessed 05/02/2024] 
	fingertips.phe.org.uk
	fingertips.phe.org.uk
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	ash.org.uk/resources/view/economic-and-health-inequalities-dashboard 
	ash.org.uk/resources/view/economic-and-health-inequalities-dashboard 
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	  Office for Health Improvement & Disparities: Local Tobacco Control Profiles: Smoking attributable 
	hospital admissions (new method) 2019/20 directly standardised rate - per 100,000 [Accessed 
	05/02/2024]
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	Figure
	Figure 27: 
	Figure 27: 
	Figure 27: 
	Number of deliveries that are recorded as smoking at time of delivery, and the 
	number that there would be if only 5% of mothers were recorded as smokers, with the gap 
	between the current and ambition over time. Source: Office for Health Improvement and 
	Disparities based on the NHS digital Smoking at Time of Delivery data return.
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	In 2024, organisations in Norfolk will intensify their efforts to tackle smoking and vaping – both dependency and take-up. 
	In 2024, organisations in Norfolk will intensify their efforts to tackle smoking and vaping – both dependency and take-up. 
	NCC Public Health plans to enhance free local stop smoking services by investing additional government funding in line with the goal of creating a smokefree generation. This will include supporting local organisations to train frontline staff to have effective conversations with people about their health and equipping them with techniques to help people to stop smoking. 
	The Norfolk Tobacco Control and Vaping Alliance will work together to implement the Norfolk Tobacco Control Strategy and vaping delivery plan. 
	NCC Public Health will promote swapping from smoking to vaping to help quit as a positive health move through prominent media campaigns and will continue to fund the provision of e-cigarettes in the main stop smoking service. 
	In hospitals, the NHS aims to expand smoking cessation options for patients, offering NHS funded tobacco treatment services to those admitted as acute, maternity or mental health inpatients.
	NCC Public Health will continue to work with Children’s Services, head teachers and other representative organisations to promote responsible messages on smoking and vaping and to work with young people to counter the rising trend of vaping among those who have never smoked. 
	NCC Trading Standards and Public Health will highlight the risks of illegal vapes, continue enforcement efforts and work with reputable retailers through information dissemination and exploring a trusted trader scheme.
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	Case Study 
	Case Study 
	Trading Standards action on illegal tobacco and vapes
	Norfolk County Council's Trading Standards team collaborates with Norfolk Police and district councils to enforce tobacco control laws. They conduct frequent operations, such as test purchases and inspections, prompted by intelligence indicating concerns about the sale of illegal products. Inspections during 2023 led to the removal of over 16,500 illegal disposable vapes from the market. 
	 

	Tobacco search dogs are often employed to find hidden illegal cigarettes and hand-rolling tobacco. In a November 2023 operation, two premises in the county had 847 illegal vapes, 760 illegal cigarettes, and 950g of illegal hand-rolling tobacco seized. Both traders used concealment spaces to hide the products, which is a common practice.
	 

	Working in partnership with the Borough Council of King's Lynn & West Norfolk and Norfolk Constabulary, one of the businesses had a closure order issued against them through the Courts.

	What we can all do
	What we can all do

	Helping achieve a smokefree generation and continuing to help eliminate smoking from society is something we can all contribute to.
	Helping achieve a smokefree generation and continuing to help eliminate smoking from society is something we can all contribute to.

	Whether you…
	Whether you…
	• Are a smoker
	• Are a professional who encounters people who smoke
	• Are an employer
	• Are a Norfolk resident
	•  Know someone who smokes

	…there are things you can do to help Norfolk to become smokefree:
	…there are things you can do to help Norfolk to become smokefree:

	•  Remember it’s never too late to take action on smoking
	•  Remember it’s never too late to take action on smoking
	 

	•  Remember that most people don’t smoke
	 

	•  Promote  to family and friends, and share the  with people you know who are looking to quit smoking
	Ready to Change
	Ready to Change

	 
	 
	explainer video
	explainer video


	•  Remember that free specialist stop-smoking support is available from , as well as some GP practices and pharmacies, for people who have found quitting by themselves difficult
	 
	Smokefree Norfolk
	Smokefree Norfolk


	•  Remember that quitting smoking during and after pregnancy can help mothers and babies – and help is available from 
	Smokefree Norfolk
	Smokefree Norfolk


	•  Remember that if you smoke, vaping is much less harmful, and swapping from smoking to vaping is a positive health move
	 
	 
	 

	•  If you don't smoke, don't vape
	•  If you work with or know young people who might be smoking or vaping, have a look at the information from 
	Just One Norfolk
	Just One Norfolk


	•  If you are part of an organisation working to improve the lives of your clients or patients, consider the free  for your staff offered by Public Health 
	Make Every Contact Count and 
	Make Every Contact Count and 
	Behaviour Change Training


	•  If you are an employer, consider smokefree workplace policies and signpost staff to  and 
	Ready to Change
	Ready to Change

	Smokefree Norfolk
	Smokefree Norfolk


	•  Be aware that the illicit trade of tobacco and vapes causes harm to individuals and society. If you are aware of traders selling illicit products, or selling tobacco or vapes to under 18s, please report them to Trading Standards via the 
	Citizens Advice 
	Citizens Advice 
	Online Portal


	•  Take action to reduce children and young people’s exposure to smoking – whether at home, in cars, at school gates or anywhere else where children and young people congregate.

	Section 5Summary
	Section 5Summary
	 


	 Smoking, while decreasing over time, still causes too much harm and is a key cause of health inequalities in Norfolk. The good news is that there are steps we can all take to reduce the harm that smoking causes. 
	 Smoking, while decreasing over time, still causes too much harm and is a key cause of health inequalities in Norfolk. The good news is that there are steps we can all take to reduce the harm that smoking causes. 
	Smoking is addictive and it can be difficult to stop, but quitting smoking is one of the best things smokers can do to improve their health. Quitting is easier and more effective with support – free help to quit is available and increasing.
	Vaping is much less harmful than smoking and can be a useful tool to help smokers to quit. However, the advice is: if you don’t smoke, don’t vape. There is a particular focus on children and young people to prevent them taking up vaping.
	 Organisations across Norfolk have prioritised smoking reduction and tobacco control and are working together to reduce smoking related harm to local residents. There are great opportunities for further action and achievement.
	We all have a role to play in helping to achieve a smokefree county.
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	If you would like further facts and figures, you can find them here:  
	www.norfolkinsight.org.uk/resource-norfolk-tobacco-health-needs-assessment
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	Weblink for this report is 
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	For help quitting smoking, visit Ready to Change 
	www.readytochange.co.uk
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