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Issues facing our City

� Our 65 plus population projected to increase by 25% from 
2020 to 2030 (national projection = 24.4%.)

� Aged 65+ predicted to have dementia is expected to 
increase by 28.5% in the same period

� The number of cases of early onset dementia 30-64-year 
olds is expected to increase year on year for Brighton and 
Hove where the average for ASCOF comparators is 
reducing. 

� 22% of the city over the age of 20 is living with two or 
more long term conditions.
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Our         City Plan

Health and Wellbeing Strategy

Better Lives, Stronger Communities
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Our vision is for 
everyone in 
Brighton & Hove 
to have the best 
opportunity to live 
a healthy, happy 
and fulfilling life, 
by ensuring that 
they are starting 
well, living well, 
ageing well and 
dying well. 
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HASC Target operating model
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I can access help and advice when I 
need it to enable me to live well.

I can find solutions to support my wellbeing and 
maintain a good life

I can access person centred and 
specialist support to maximise my 

opportunities for independence

My social worker or occupational 
therapist understands my needs and 
enables me to achieve my outcomes.
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� Levels of contacts resolved at First Point of Contact to be improved

� Levels of Short Term Intervention.

� High proportion of contacts passed on to the district teams. 

� ‘Drop out’ between assessment and provision: Only 32% result in a 

service- suggests people are assessed unnecessarily. 

Current Operating Model 
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Better Lives, Stronger Communities

We will focus our efforts on:

� How people access the help they need (First 

Contact)

� How we support people to be as independent as 

possible(Short term enablement)

� How we work with people who have more 

specialist needs(Specialist Intervention)
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How we will work

� Working as one Council- shared priorities 

� Working across the City – Partners and Stakeholders

� Embed person centred approaches in all that we do
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The move-on team will work across mental health services and the 
community individualised and intensive  support  to enable  step-
down from residential and nursing care with the ultimate goal of 
moving into independent living.

Discharge to Assess Project - supporting people with early 
discharge from Millview Hospital.

‘Adam’ was referred following an admission to an acute setting; he 
felt lost and did not know what his next step would be. After four 
weeks in supported living, ’Adam’ is now getting ready to move to 
his new permanent home and actively planning for the future.

'I am fully satisfied in my accommodation and daily meetings 
with the team. My confidence has grown with their support and 
belief in me'.
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