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	The Health and Wellbeing Board (HWB) agreed in March 2016 that the Director of Public Health be requested to submit the full report findings of the evaluation study and proposals for the next steps to a future Board.


	What are the key issues for the Board?

	· To consider the findings of the evaluation.
· Whether the project should continue and from where funding should be sought from partners.
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Report to Calderdale Health and Wellbeing Board
Subject: Staying Well in Calderdale project
1. Purpose of Report

1.1 To consider the findings of the independent evaluation by the University of Lincoln.

1.2 To consider the options around the project’s continuation and from where funding should be sought.
2. Recommendations 
2.1 Note the findings of the evaluation report.

2.2 To consider the options around the project’s continuation and from where funding should be sought.

3. Background Information

3.1 Social Isolation and loneliness are associated with a wide range of mental and physical ill-health including an increased risk of cardiovascular disease, reduced cognitive functioning, the impact on a person’s immune system, an increased risk of high blood pressure and an increased risk of depression. In addition, there is convincing evidence that loneliness and social isolation are significant risk factors for premature death – comparable to other well established risk factors such as smoking up to 15 cigarettes a day.
3.2 Identified risk factors for loneliness and social isolation include marital status, limited education, widowhood, social network size, living alone, depression, anxiety, societal stereotypes and personal expectations. A number of these risk factors are particularly relevant to older adults. However, loneliness not a universal aspect of old age and recent research has suggested that younger adults as well as older adults are more likely to be lonely compared to middle aged adults.
3.3 With an ageing population greater prevalence of longer term conditions and a squeeze on NHS and social care budgets, the search for preventive care, of better quality and lower costs, is more urgent than ever. Academic research is becoming clearer that preventing and alleviating loneliness is vital to enabling older people to remain as independent as possible. Lonely individuals are more likely to visit their GP, have higher use of medication, higher incidence of falls and increased risk factors for long term care and undergo early entry into residential or nursing care. There is also strong evidence that community-based approaches which ensure that people have real control over the resources allocated to meet their care and support needs can be cost-effective, deliver better outcomes and help to prevent health and social care needs arising. 
3.4 Current estimates suggest 18% of the population in Calderdale are aged 65 or over. By 2037 the Office for National Statistics estimate 25% of Calderdale’s population will be over 65. This will equate to an additional 21,000 people over 65. Such a large rise, in a little over 20 years, will undoubtedly increase demand on services and the prevalence of conditions relating to older people.
4. Staying Well in Calderdale
4.1 Launched in November 2014, this pilot project was a partnership between Calderdale Council, Calderdale Clinical Commissioning Group (CCG) and the voluntary sector.  It was funded by the CCG for almost £1m with the Council providing support from the Neighbourhood Schemes Team (NST) and other officers within Adult Health & Social Care, Communities and Public Health. It was due to finish after 12 months but through re-allocating the original funding, and additional support from Vanguard, it has been able to continue until March 2017.
4.2 The project’s objective was to combat loneliness and social isolation amongst older people through working with established community organisations and health and social care partners. Reaching those older people who may not yet have complex health needs who may be willing to engage and participate in preventative interventions was a key goal. The main aims were:
· Reduce loneliness and social isolation in Calderdale and positively impact on: 
· improving the health and wellbeing of individuals and communities, including reducing health inequalities 

· reducing demand on GP practices and unplanned admissions to hospital 

· Create more connected communities

· Improved inter-sectoral / systems working between health, social care,  neighbourhoods, communities and voluntary organisations

4.3 The project was set up to test a number of approaches, which it has done, and throughout the project partners have reflected on a range of issues, learnt from them and have continued to adapt the project accordingly. Although 779 people completed evaluation questionnaires, Staying Well has had a much broader reach. For example, the Staying Well database (which covers two hubs) currently has​ 1458 people registered from and North Halifax and Elland estimate that 553 for North Halifax and 754 for Elland have engaged positively by attending something.  
4.4 The complexity of the project with multiple partners was underestimated at the outset and it would have been more realistic to develop the project over a longer timeframe than a year. This resulted in a number of challenges over the first year around structures, roles, responsibilities and communication issues which meant the project had to adapt and develop. A key issue seemed to be the power relationship between the statutory and community organisations as each tried to accommodate the other. As the project progressed, through a greater understanding of the need for openness to sharing information and an appreciation of organisations strengths and weaknesses, trust between organisations improved. Consequently, it took some time for the project to gain momentum and become established.  

4.5 A range of approaches were tested. Funding for four community hubs across Calderdale enabled local community organisations to ‘micro-commission’ activities tailored to local needs. This model and method of commissioning is new, innovative and very much ensures that local provision is informed and managed by local people, meeting the diverse need across Calderdale. All hubs have developed their Staying Well approach in their own way and examples include supporting existing groups, setting up new groups such as singing groups, making buildings more accessible and befriending initiatives which put people in touch with volunteer befrienders who connect them to activities and groups they can participate in.
4.6 A key feature of Staying Well is the role of the four Staying Well workers, each based within a community hub. Complemented by the work of NST these workers are able to support individuals and support the development of community provision for older people. The support is very much personalised and co-produced with individuals who are consulted about their interests, skills and needs then supported into relevant activities and groups where appropriate. This includes being accompanied to initial visits which assists in increasing or renewing confidence which may have been lost for a number of reasons, e.g. through bereavement or illness. Where it is identified that an individual may need other services or support, the worker will signpost on or provide further information. There is one referral process via Gateway to Care which is clear for referrers and those who want to refer themselves. 
4.7 It was anticipated that the project would aim to reach at least 50% of those people who are not already known to services and that individuals receiving social services, under active case management and those in residential/nursing homes would be excluded in the first instance. However, the need to get started meant that referrals were accepted from a range of sources with only those with very complex needs being excluded. Several discussions focused around whether the project was reaching the right people.   As the project progressed, partners took the view that the project needed to support both those who were not known to services as well as those already in the system, whilst acknowledging the need for trying to reach the former group. 
4.8 Another element of the project was to involve GPs in five practices to systematically profile and risk stratify the top 100 patients at risk of becoming socially isolated or lonely. This was to be supported by having social prescribing volunteers in the five GP surgeries so that GPs could refer a patient to a volunteer social prescriber attached to the practice who could help them find activities, company and to get out and about. Due to a range of issues around identifying patients and the recruitment of volunteers, this element did not have sufficient time to be embedded into the practices and the volunteers were unable to continue after November 2015. 
4.9 Nevertheless, financial support has been provided latterly to these five practices to identify and contact a group of patients who may benefit from Staying Well. Through the use of a tool - the Electronic Frailty Index - these practices have been able to identify patients who are mildly or moderately frail. This tool has been specifically developed for primary care and is based on the idea that the more things that are ‘wrong’ with a person at one time, the more likely the person is to face frailty. A GP practice population can be quickly classified in fit, mild, moderate and severe frailty with this tool. By using this, combined with a group of patients who are identified as lonely or socially isolated in the over 75s health check done by the GP, practices worked with local Staying Well workers to inform these patients of the benefits and availability of preventative services available through the Staying Well project.
4.10 Engaging primary care beyond the five pilot GP practices has been mixed. In the first year few referrals were made by GP practices but as Staying Well workers have built relationships with their local practices this situation has improved. The involvement of the CCG has also developed with the Staying Well model, and the role of the workers as community navigators, now forming an important part basis of the Integrated Community Model which is part of Care Closer to Home and Vanguard. However, the project acknowledges that primary car engagement is an aspect of the project that requires further development going forward.    

4.11 Within Staying Well there was an intention to develop marketing, social media and digital solutions that supported the wider initiatives around addressing loneliness and social isolation. In practice, the hubs worked well together to develop their own marketing and media responses, with some support from the Council’s Communications team. In relation to digital solutions, there were discussions with FutureGov and colleagues in Adult Health & Social care about the possibility of some kind of digital challenge competition but the timescales were too lengthy to fit with the project’s.  
5. Evaluation results

5.1  What Staying Well did:

· A total of 779 users were referred to the programme between November 2014 and April 2016 and completed evaluation questionnaires. 38% were referred from statutory services, 42% self-referred or were referred by family members with a 20% referred through voluntary organisations.

· The mean age of those individuals referred or self-referred to the programme was 69.

· 48% were recorded to have one long-term condition with 38% reporting two or more long-term conditions.

· 37% were identified as living with some form of cognitive impairment or learning disability.
· The number of home visits with older people impacted on the likely service take-up. If no home visit was undertaken, just over a fifth of individuals accessed a particular activity or intervention. In comparison almost half of those users that received one home visit took up some form of activity.
· Younger individuals were less likely to attend group social activities or day opportunities and far more likely to be referred onto other services, take up volunteering opportunities or receive mental health support.
· The main facilitator in driving the programme forward was the close working relationships in and between the ‘hubs’.
5.2 Staying Well also achieved a range of improved outcomes for older people including:

· The programme was effective in ensuring appropriate inclusion; 55% of users were drawn from the most deprived areas.

· Those who live in areas of higher deprivation reported a lower quality of life, health-related quality of life, a greater number of long-term conditions and higher levels of loneliness and social isolation when compared with their less deprived peers.

· 85% of the sample that completed the user questionnaire before and after the programme reported at least one long-term condition; 57% reporting two or more long-term conditions with 29% reporting three or more long-term conditions.

· 27% of users reported that they were living with mental health problems 

· At base-line 64% identified themselves as lonely or very lonely.

· Overall, the mean ‘score’ of loneliness fell; users reported feeling less lonely than before the start of the programme.

· Three of the four hubs were successful in reducing loneliness. 

· Users aged under 55 reported an improvement in their health related quality of life by 18%.

· Users aged 59 and under reported an improvement in their health-related quality of life of 70%.

· Users that accessed the Elland and District ‘Staying Well’ programme reported a (statistically significant) 10% improvement in their health state.

· Loneliness did not seem to be a factor in seeing a GP. Those with a higher number of long-term conditions were 1.4 times as likely to attend two or more appointments. Those with better health were, not surprisingly, 84% less likely to attend two or more GP appointments.

5.3 In terms of improved inter-sectoral working, relationships and partnerships across the health, social and third sector environment were perceived as improving or improved. It was felt that the ‘Staying Well’ steering group was perceived as having made appropriate and strong links and relationships between the hubs and wider health and community provision had improved.
5.4 The ‘Staying Well’ programme also found to be effective in developing and strengthening cohesive and connected communities. This was done through micro-commissioning existing and developing community-led projects, identifying and supporting existing community projects so enabling each to know of the other and work together through involving community organisers and organisations on each hub ‘Steering Group’.
6. Cost Effectiveness

6.1 The evaluation found that the ‘Staying Well’ programme has yet to achieve full cost effectiveness owing to the short-time frame that the programme has been in operation. In particular, the changes in outcomes (health-related quality of life) were measured across only four months. The cost effectiveness analysis was carried out over the initial 18 months of the project and considered the budget to be £736,614 which included a number of start-up costs. As the project is now established future recurrent budget costs would be lower than this amount so it would seem likely the project could become cost effective if continued with a smaller annual spend.
6.2 Further, the evaluation concludes that improvements of the necessary magnitude to ensure cost-effectiveness are possible as such positive changes in health-related quality of life were seen for the younger age groups (those aged under 59). It also suggests that the ‘Staying Well’ programme would easily have cleared any thresholds for cost-effectiveness if the findings for the younger users had been replicated for those older participants. Therefore a focus on younger and healthier cohorts (in line with the project’s original preventative aims) and a lower annual budget would allow the project to become cost effective when assessed against NICE standards. 

6.3 It should be noted that the calculation of cost effectiveness was based on the health improvements of individuals who took part in the programme. Other important benefits of the programme – such as increased community capacity, resilience and improved community assets – should also be taken into account as benefits of the project.
6.4 As a comparison, similar more established schemes when assessed over longer time periods show considerable returns on investment for health and social care. In Gloucestershire, a community based programme resulted in savings to Health and Social Care services totalling over £1.29 million over three years and for every £1 that the programme cost, the return on investment (ROI) was calculated to result in a £1.90 saving. A very similar hub-based programme in Bristol was evaluated and found that for every £1 invested a social ROI of £1.20 was found. On a crude calculation, taking an average of these two savings (ROI £1.55) and assuming a spend of £500,000 a year for Staying Well, we could expect an annual cost saving to health and social care of £275,000.
7. The future
7.1 The project can continue until March 2017 on the basis of re-allocating existing funds, such as the digital challenge, and support of £95,000 non-recurrent funding from the CCG’s Vanguard programme. This means the project continues to employ the four Staying Well workers and some infrastructure support to the hubs. There is currently no funding available for micro-commissioning nor for a project manager (who returned to their substantive post at the end of June 2016). Admin support is currently being provided by Public Health and senior colleagues in Adult Health & Social Care, Communities and Public Health are supporting the project more widely. The hubs are also taking a greater role in supervising the Staying Well workers. 

7.2 The role of Staying Well is also beginning to widen. The project is moving towards bringing together the Staying Well workers and NST into a single integrated Staying Well team that can signpost and support individuals and groups across Calderdale as part of a wider multi-disciplinary model. This will also assist in working more closely with primary care. There is also a small amount of funding from Vanguard for the Staying Well workers to work more closely around affordable warmth issues, falls and supported self-management by working with other agencies and groups to help develop this work. 
7.3 The increased use of volunteers to support the project is also being explored. The positive health benefits of volunteering are well documented and in many of the activities funded, for example, befriending schemes, volunteers have been recruited and trained to support the programme. By encouraging volunteers to support the Staying Well workers this will allow the workers to focus their support to those who need their more specialist skills.  
7.4 The costs for continuing the project are dependent on whether the current provision is maintained – broadly based in four geographical areas – or whether there is a commitment to expand the model across Calderdale which would include additional hubs, for example, in Brighouse, Sowerby Bridge and Todmorden. Funding would also be dependent on whether the micro-commissioning element is included. An indication of costs would be £242,000 to maintain the current level of provision or £388,500 to expand across Calderdale. In addition, there is matched funding from the Council in terms of salaries of the NST staff and time given by staff to support the project. 
	MAINTAIN CURRENT PROVISION  
	 
	 

	 
	
	 

	CMBC managed
	
	 

	Staying Well workers (FTE x 4)
	£112,000
	 

	Running costs
	£20,000
	£132,000

	 
	
	 

	Community managed
	
	 

	Community Hub costs (x4)
	£100,000
	 

	Micro-commissioning budget (x4)
	£200,000
	 

	Marketing and publicity (x4)
	£10,000
	£110,000

	 
	
	£242,000

	 
	
	 

	Matched funding from CMBC
	
	 

	NST workers (x4)
	£135,000
	 

	Admin support from PH
	£4,000
	 

	Senior Officer support
	£7,500
	£146,500


	EXPAND PROVISION TO BRIGHOUSE, SOWERBY BRIDGE & TODMORDEN

	
	
	

	CMBC managed
	
	

	Staying Well workers (FTE x 7)
	£196,000
	£196,000

	
	
	

	Community managed
	
	

	Community Hub costs (x7)
	£175,000
	

	Micro-commissioning budget (x7)
	£350,000
	

	Marketing and publicity (x7)
	£17,500
	£192,500

	
	
	£388,500

	
	
	

	Matched funding from CMBC
	
	

	NST workers (x4)
	£135,000
	

	Admin support from PH
	£4,000
	

	Senior Officer support
	£7,500
	£146,500


8. Recommendation
8.1 Should the HWB decide that the project can reduce health inequalities, improve the lives of older people in Calderdale and can be a cost-effective intervention, the proposal to expand across Calderdale should be supported. How this is prioritised and supported by partners requires further discussion. 
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