
Perfection - not an 

option!   
If you don't take risks you can't innovate  

 

John Powell 

National and London ADASS EoLC Lead 
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Summary of the ASC London Workforce 
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Social workers have the qualifications, knowledge and skills: 

 Relational - effective relationships to work with individuals and their families 

 Communication and engagement - with uncomfortable emotions and 

conversations 

 Reflective practice and supervision 

 Integrating end-of-life issues within needs assessments 

 With people in social care i.e. home care support, care homes, nursing 

homes 

 With complexity, risk and conflict 

 Operate within a legal framework 

 Therapeutically and in the community 

 With capacity and mental health needs 

 To shape the social care market 

Vital role of social work 

‘Enabling people to 
live  their lives exactly 

as they want – it’s 
more than the 

medication, (Bereaved 
man in his sixties) 



How health and care have worked 

together over the last 10 years  
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“...the way in which services 

are tailored to meet the 

needs and preferences of 

citizens. The overall vision 

is that the State should 

empower citizens to shape 

their own lives and the 

services they receive” 

 
Prime Minister's Strategy Unit, 2007 

5 

Personalisation  Overarching vision 
Ambitions for Palliative and EoLC 

“I can make the last stage 

of my life as good as 

possible because everyone 

works together confidently, 

honestly and consistently to 

help me and the people 

who are important to me, 

including my carer(s)”  

 
Every Moment Counts’ National Voices, 

National Council for Palliative Care and 

NHS England 
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Achievements to date 

 Developed an ADASS EoLC policy network for regional leads 

 Developed a suite of short films that staff can use within training sessions 

 Developed and now benchmarking against the Charter for EoLC that sets out 

expectations of local authorities 

 Continued contribution to national agenda and formation of the Ambitions document 

 

Key areas of focus 

 Developing communication channels for professionals to share good practice and 

seek support with difficult issues and to promote new ways of working 

 Maximise opportunities for Health & Wellbeing Boards in each locality to pursue 

collaborative working 

 Championing the inclusion of EoLC priorities in STP plans  

 Enabling connections with national initiatives and provide a vehicle to contribute to 

the broader discussion 

Achievements and key areas of focus 



Local achievements - EoLC in Redbridge – ongoing work in  

partnership with commissioners and providers  
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Strategic Planning 
• End of Life priority in JSNA  

• BHR EOL steering group 

• Multi-agency Redbridge EOL Action 

planning & development group 

• Redbridge EOL plan 2016-19 

• EOL in Redbridge Dementia plan 

 

Community Awareness 
• EOL information/ on Mylife  

• Mourning Coffee drop in bereavement 

support 1 year old 

• Community engagement in specialist 

awareness weeks 

• Orangeline secured through fundraising by 

Hospice and high levels of volunteering   

• ACP pilot by Age UK locally with BHRUT  

 

Workforce 

Development 
• EOL social work practice 

manager post 

• EOL L&D plan for 

workforce  

• EOL training delivered by 

NELFT & ASS to staff in 

HASS and specific care 

settings 

• Annual multi professional 

EOL workshops   

 

  

Service Delivery 
• Implementation of ADASS 

EOL Charter practice 

recommendations 

• Faith Directory 

• ASS Care Act assessment 

tool includes EOL  

• Development of electronic 

record system for EOL care 

across BHR 

• GSF in GP practices, 

domiciliary care, care homes 

and hospital  

• Health Analytics - shared 

records system 

 

Commissioning 
• Implementation of ADASS EOL 

Charter commissioning 

recommendations  

• Approved providers for EOL 

home care and complex care  

• CCG to commission enhanced 

palliative care services 

including hospice at home  

 



How health and care will work 

together over the next 10 years  
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Devolution – Greater Manchester (health and care) 
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London’s devolution journey 
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Devolution – London’s challenges 
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Challenge  Implication 

A growing, more disparate and increasingly 

demanding population will require a different 

response from the health and care system 

London needs a tailored health and care 

delivery system that meets the population’s 

needs  

 

Risk factors of poor health will increase health 

and care demand in London 

Efforts to deliver effective prevention and health 

promotion need to be accelerated  

 

The London health and care system is also 

facing its own organisational challenges, 

including fragmentation in health and care and 

recruitment and retention challenges 

Health and care services need to be more 

patient centred including greater integration 

 

The health and care system in London faces a 

significant affordability gap 

London needs to innovate to meet the funding 

needs of the health and care system  



Financial challenges - ADASS budget  

survey 2016   
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 Funding doesn’t match increased needs for, and costs 

of, care for older and disabled people 

 More people’s lives are affected by reductions in social 

care funding 

 Directors are increasingly unclear where the funding 

needed will come from 

 The continuity of the care market is under threat 

 Investment in prevention is being further squeezed  

 Reduction in funding for social care has wider impact 



Personalisation – emerging IPC framework  
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Integrated Personal commissioning  

http://www.ipcprogramme.org.uk/ 



Workforce – addressing future challenges  
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 Align the workforce to work, not the other way round  

 The staff we will have, are the staff we already have 

 Develop teams, not just individual professional groups 

 Support the informal workforce 

 Support and engage citizens and patients 

 Reverse the ‘inverse training and investment’ law 

 Implement pay and reward strategies 

 Support nationally, act locally 

 Support local management 



Each person is seen as an individual 
The building blocks for achieving our ambition 

15 National Palliative and End of Life Care Partnership 

Everybody should have the opportunity 

for honest and well-informed 

conversations about dying, death and 

bereavement 

HONEST CONVERSATIONS 
SYSTEMS FOR PERSON CENTRED 

CARE 

Effective systems need to reach people 

who are approaching the end of life, 

and ensure effective assessment, care 

coordination, care planning and care 

delivery 

HELPING PEOPLE TAKE CONTROL 

Personal budgets and integrated 

personalised commissioning are some 

of the potentially powerful tools for 

delivering tailored and personal care for 

many more people   

People should know what they are 

entitled to expect as they reach the end 

of their lives 

CLEAR EXPECTATIONS  ACCESS TO SOCIAL CARE 

People must be supported with rapid 

access to needs-based social care 

INTEGRATED CARE 

End of life care is part of new models of 

integrated health and social care being 

promoted across the health and social 

care system  

GOOD END OF LIFE CARE 

INCLUDES BEREAVEMENT 

Caring for the individual includes 

understanding the need to support their 

unique set of relationships with family, 

friends, carers, other loved ones and 

their community including preparing for 

loss, grief and bereavement 
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My life, my way 
With your support  


