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Part B 

Lot 1: Provision of Care and Support in Extra Care Housing Scheme


General Information and Specification


Please Note: This Part B document will only be issued once, but is relevant for all phases of the procurement process. 
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1 [bookmark: _Toc481741520][bookmark: _Toc503448057]Introduction and Background Information
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[bookmark: _Toc503448058]Procurement Procedure

The Authority is conducting this procurement process in accordance with the Public Contracts Regulations 2015. This opportunity falls within Schedule 3 of the Regulations (Social and Other Specific Services) and is therefore being run under the Light Touch Regime.

The Authority requires the information sought in this Selection Questionnaire from Applicants in response to the OJEU contract notice identification number 2018/S 007-011597 dated 11 January 2018. 

The Selection Questionnaire sets out the information required by the Authority in order to assess the Applicant’s suitability in terms of their technical knowledge, experience, capability/capacity, organisational and financial standing to meet the requirements. 

The Selection Questionnaire will be available to every Applicant responding to the OJEU notice, and will be used in the first step of selecting Applicants to Tender. Selected Applicants will be notified in writing that they have been invited to participate further in the procurement. Unsuccessful Applicants will also be notified of the outcome of their first-stage application in writing.

At the conclusion of this first stage, the intention is to arrive at a short list of five (5) Applicants to take forward to the next stage. Where there is more than one (1) Applicant in fifth (5th) place, then all such Applicants will be invited to Tender. However, in the event that the short list of five (5) Applicants includes two (2) or more Applicants with joint scores, the shortlist will not be increased to include any Applicants beyond fifth (5th) place.

The Authority reserves the right to down select the lowest scoring Applicant if their score differs from that of the next Applicant by more than thirty per cent (30%), so long as there is an appropriate number of Applicants to provide genuine competition during the second (2nd) stage.

In the event that five (5) or fewer than five (5) submissions are received, the Council will take into account the above and therefore, may result in less than five (5) Applicants being taken forward to the second (2nd) stage. 

To further illustrate this point please see refer to the following examples. In both Example 1 and 2 the intention is to arrive at a shortlist of five (5) Applicants. Examples 3 and 4 demonstrate where fewer than five (5) submissions were shortlisted.

Example 1

	Supplier
	Score
	Status

	One
	84%
	Invited to Tender

	Two
	83%
	Invited to Tender

	Three
	83%
	Invited to Tender

	Four
	72%
	Invited to Tender

	Five
	71%
	Invited to Tender

	Six
	65%
	Down Selected

	Seven
	60%
	Down Selected

	Eight
	52%
	Down Selected



Example 2

	Supplier
	Score
	Status

	One
	84%
	Invited to Tender

	Two
	83%
	Invited to Tender

	Three
	81%
	Invited to Tender

	Four
	72%
	Invited to Tender

	Five
	70%
	Invited to Tender

	Six
	70%
	Invited to Tender

	Seven
	64%
	Down Selected

	Eight
	52%
	Down Selected



Example 3

	Supplier
	Score
	Status

	One
	90%
	Invited to Tender

	Two
	81%
	Invited to Tender

	Three
	74%
	Invited to Tender

	Four
	69%
	Invited to Tender

	Five
	48%
	Down Selected

	Six
	45%
	Down Selected

	Seven
	41%
	Down Selected

	Eight
	33%
	Down Selected



Example 4

	Supplier
	Score
	Status

	One
	91%
	Invited to Tender

	Two
	87%
	Invited to Tender

	Three
	81%
	Invited to Tender

	Four
	56%
	Down Selected



Following the receipt and evaluation of those Tenders, it is anticipated that the Contract will be awarded to a maximum of one (1) Service Provider per Lot.








[bookmark: _Toc503448059][bookmark: _Toc481741522]Lots 

This procurement opportunity is divided into two (2) lots as specified below:

	Lot Number
	Area
	Title

	1
	Taunton, Somerset
	Care and Support in Extra Care Housing Scheme

	2
	Taunton, Somerset
	Care and Support in Learning Disability Supported Living Accommodation 



[bookmark: _Toc481741523][bookmark: _Toc503448060]Contract Period

The Contract being offered is due to commence on:

01 June 2018 to 31 May 2023 

with the option to extend for: two (2) further periods of up to twelve (12) months.

For avoidance of doubt, the maximum duration of this contract, including permitted extensions will be until 31 May 2025.

[bookmark: _Toc481741524][bookmark: _Toc503448061]Eligible Users of the Contract

Not Used

[bookmark: _Toc481741525][bookmark: _Toc503448062]Procurement Timetable

The key dates for this procurement process are currently anticipated to be as follows:


	Procurement Stage
	Dates

	Publication of advertisement
	11/01/18

	Selection Questionnaire distributed to Applicants
	12/01/18

	Clarification questions to be submitted by
	22/01/18

	Clarification responses to be issued by
	23/01/18

	SQ deadline
	12:00 on 29/01/18

	Evaluation
	29/01/18 – 06/02/18

	Applicants notified of SQ decision
	[bookmark: _GoBack]07/02/18

	Procurement documents distributed to Applicants
	12/02/18

	Clarification questions to be submitted by
	26/02/18

	Clarification responses to be issued by
	27/02/18

	Bid Deadline
	12:00 on 05/03/18

	Evaluation
	05/03/18 – 23/03/18

	Intention to award
	05/04/18

	Standstill period
	05/04/18 – 16/04/18

	Contract start
	01/05/18



Please note that the above timescales are indicative; the Authority reserves the right to change the above timetable at any time, taking in to account the complexity of the Contract and the time for drawing up Competition Documents, subject always to the minimum timescales in the Regulations. In particular SCC may in its absolute discretion extend the deadline for the receipt of Bids and in such circumstances SCC will notify all Applicants of any change.

[bookmark: _Toc481741526][bookmark: _Toc503448063]Authority Representatives

No person in the Authority’s employ or other agent, except as so authorised by the Authority Authorised Officer or Procurement Representative, has any authority to make any representation or explanation to Applicants as to the meaning of the Contract or any other document or as to anything to be done or not to be done by Applicants or the successful Applicant or as to these instructions or as to any other matter or thing so as to bind the Authority.

	Authority Authorised 
Representative contact details:
	Procurement Representative 
contact details:

	Name: Steve Veevers
Address: 
Somerset County Council
County Hall
Taunton
e-mail: sveevers@somerset.gov.uk
	Name: Leanne Le Moucheux
Address: 
Somerset County Council
County Hall
Taunton
e-mail: llemoucheux@somerset.gov.uk
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2 [bookmark: _Toc503448064]Specification
[bookmark: _Toc503448065]Tennyson Court Specification

Introduction

Tennyson Court is the collective name of the development of a 64 unit, purpose built Extra Care Housing scheme and a 10 unit, purpose built Learning Disability Supported Living accommodation scheme on the same site.

It is a joint development between Knightstone Housing Association, Somerset County Council, Taunton Deane Borough Council, Homes and Communities Agency and NHS England. It is located in Parmin Close, just off Parmin Way in Taunton. It is very well located on the edge of the county town, with good links to transport, shopping, leisure and recreational activities. 

The Accommodation

The flats in both units are of good size (50-55m2), with wet rooms in all flats, open plan living-kitchen-dining spaces and bedrooms, flooring is provided and it is probable that white goods will be provided in the kitchens (TBC). 

10 of the ECH flats will be outside the scope of the contract and sold for shared ownership by the landlord. It is possible that the people living in these flats may choose to access the on-site care provider for private care arrangements, although this is not a condition of the sale. 

A full size flat is given over the staff accommodation (office and rest areas) in both scheme and will be offered at Nil Rent, although a service level agreement will be put into place with care providers.

Both schemes have ample communal facilities inside and out, with the ECH scheme having a fully equipped commercial kitchen/restaurant, therapy & treatment room, accessible bathroom and breakout areas throughout. 

Both schemes have a Tunstall Communicall assistive technology system built in, with call systems, door entry and hubs in each flat, ready for any specific sensors, alerts or add on’s that are needed. There is a small fund of money that might be used to support these assistive technology pieces, as well as the usual minor adaptation and Disability Facilities Grant process for any adaptions that might be needed. It is expected that assistive technology and adaptations should be used to promote good care delivery and to promote people’s independence.

Care and Support

The ethos and aim of both schemes is along the lines of the promotion of independence, progression within the areas that people are able to do so and the expectation that providers will be key partners in doing so. Somerset County Council is changing the way that it delivers services and can clearly see the strength of ECH and Supported Accommodation in being able to support people to make good choices about how they choose their care and it is delivered. Somerset County Council wishes to increase the range and breadth of options available to people and support them to stay well and healthy for as long as possible. 
Somerset County Council consider that a good, healthy life can stem from a good, healthy community and relationships and wish for providers to be instrumental in developing and fostering this community feeling within schemes, either directly or through the use of other organisations. 

The care and support for each scheme is broken down into three separate components; Core (or background staffing) which could also make up part of peoples complete package, Assessed (or individual hours) which make up the remainder of individual’s care packages and Night Support (which could be waking, sleep in or a combination of both). The core hours block will be for 105 hours of care and support, as well as night support to be confirmed once the final mix of needs is known. It is expected that final hours will be in the range of 300 to 450 hours in both schemes.

There is an expectation that the core provider will be responsible for picking up the bulk of the assessed care, although people will be given the opportunity to choose their provider or providers for their hours, to meet their specific outcomes. (Other schemes that have been commissioned in this way have seen a uptake of 95% of the assessed care buy the core provider)

Allocation

Allocation to both schemes will be via a joint allocation process; between landlord, commissioner and once appointed care and support provider. SCC would want the care provider to be part of the decision making at the earliest possible opportunity to have a say and some control over the balance and make up of the scheme. SCC expects that all people moving in will have care needs and ideally the final mix of people (in both schemes) will be a balance of low needs, medium and high comparatively. All resets of flats will be via a joint decision process. The process of moving in will be phased from the start of the contract for a period of up to 12 weeks (6-8 for the LD scheme) with people moving in flexibly over that time and providers recruiting and ramping up delivery over the same period.  The expectation that a jointly agreed mobilisation plan will be in place and worked to over the pre contract and phased opening period.

It is expected that the people that are moving into the schemes may be identified as those at risk of entering residential care, already in residential care, in other housing with care needs and looking at ECH / Supported Accommodation as a good long term option. Ideally people will have a local connection to Taunton Deane, but this can be extended to the whole of Somerset or in the case of people with a learning disability, people returning to the area after being placed outside of the county. 

Working Together

Over the duration of the contract, commissioners will seek to work with provider(s) to move from a time based commissioning model of hours and minutes to a personalised, outcomes based system in partnership and at a pace that works for all organisation. Some of this development may mean working in different ways and working with some trust between parties and people that receive care, possibly through new funding methods, i.e. pooled budgets, individual service funds or payments by outcomes. 
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 Introduction
1.1. The care and support service will enable people living in Tennyson Court Extra Care Housing (ECH) Scheme in Taunton, Somerset to maintain and often improve their independence and wellbeing whilst maintaining their tenancy, and preventing admission into more acute social care and health services.

1.2. This document sets out the service specification and standards which apply to the provision of the integrated care and support services in ECH in Somerset. Services include:

· Housing related support services
· Care and support for tenants living in ECH 
· A crisis and urgent response service
· Delivering packages of assessed care and night time support (waking night)
· Maintaining a 24/7 on-site presence

1.3. ECH is specialist housing for adults with health and social care needs. It is targeted mainly at older people, but is also used to meet the needs of younger adults with physical disabilities, learning disabilities or mental health problems.  ECH is strongly promoted by the Department of Health, the National Housing Federation and other influential policy making bodies as a cost effective alternative to residential care. It can offer choice and continuing independence to people who might otherwise need a higher level of care long term or be admitted to a care home.

[bookmark: _Toc503448068][bookmark: _Toc442183583]Service developments

2.1	The Service Provider will be expected to work with the Housing Provider to identify efficiencies through improved ways of joint working and making best use of staff time to deliver the outcomes of the service. This could include looking at ways that the night covering staff can carry out other tasks and activities whilst maintaining the outcomes of the service and responding in an emergency to deliver care to those that need it. The delivery of any additional activities/tasks outside of the service specification will need to be agreed with the Housing Provider e.g. any other service that could be provided by the landlord such as cleaning communal areas or delivery of a meal service.

2.2	Outcome based commissioning will design the delivery of care and support in a way that will assist a Service User to maximise their potential for independence. The intention is that all services will become outcomes based recognising that this will need to be introduced throughout the duration of the contract.




2.3	The Service Purchaser and Service Provider will work collaboratively to jointly design and develop the outcomes based service model across all services. This will be informed by the evidence from actual service delivery which will show how reablement influences outcomes. This may require changes to the delivery model throughout the period of the contract.

2.4	The Service Provider will work with the Service Purchaser and the Housing Provider to continuously improve delivery and respond to service efficiencies. 

1. [bookmark: _Toc503448069]Working in partnership
3.1	It is acknowledged that many people who may be eligible to receive support from the Service will have complex needs and in many cases other significant care needs. It is the responsibility of the Service Provider to proactively develop and maintain robust working arrangements with other services and organisations that may be involved in providing care and support to the Service User and / or could be of future benefit to the Service User and their carers and families. These include, but are not limited to:

· Adult Social Care Teams
· Community Mental Health Teams
· CAMHS
· Drug and Alcohol Services
· Safeguarding
· Court of Protection
· CTALD
· District nursing service
· Health Care Assistants
· Health rehabilitation service
· GPs

3.2	The primary aims of a partnership working approach are to ensure that Service Users do not fall between services and that they receive the maximum level of support to which they are entitled. It ensures joined up working and “one support plan” for the tenant. The Service Provider will take a proactive role in helping with the development of joint protocols, pathways and assessment.

3.3	The Service Provider will identify and report innovations and new ideas with the Service Purchaser that can bring added value through enhancements in service delivery, information technology, individuals’ experience of the Service and cost efficiencies.

3.4	The Service Purchaser and Service Provider will work together to maximise opportunities for joint training including training on the use of equipment through the Equipment Assessment Centre.

3.5	The Service Provider will work with the Service Purchaser to develop and test new ideas and services in addition to the strategic development work required to achieve the overarching vision during the term of the contract. 

3.6	The Service Provider will undertake a financial open book process with the Service Purchaser that ensures transparency in all financial transactions and funding issues. 

3.7	The Service Provider will be proactive in joint problem solving with the Service Purchaser with regard to any challenges, whether in relation to service delivery, finance or service development and with a shared focus on benefit to the Service User. 

3.8	The Service Provider will work with other organisations both within this service and with others delivering services in Somerset. 

3.9	The Service Provider will be expected to work in partnership with the Housing Provider to ensure that the ECH tenants receive a seamless service. It is expected that the Service Provider will meet regularly with the Housing Provider to ensure that local partnership arrangements set out within a Service Level Agreement are in place and working effectively. 

3.10	The Service Provider will regularly consult with the on-site staff teams through regular meetings and other methods to monitor the on-site arrangements to ensure that individual’s needs are being met and are in line with the service specification.

3.11	The Service Provider will have a Service Level Agreement with the Housing Provider to ensure that the ECH schemes have an on-site care and support presence 24/7.  

3.12	The Service Provider will work flexibly with the Housing Provider so that in periods of “down time” they can support the delivery of other activities that deliver direct outcomes for the tenants. This will include working with the Housing Provider to deliver tasks on scheme but will not include tasks and activities where staff do not have suitable training or the necessary skills/qualifications.

3.13	As part of its own continuous improvement and development, the Service Provider will establish mechanisms to ensure on-going feedback and insight are gathered from tenants. This could be through an established group or regular engagement sessions. The Service Purchaser will have access to such user groups and the intelligence gathered as a result of their engagement. All associated costs will be borne by the Service Provider.

3.14	The Service Purchaser and the Service Provider will work together to find constructive ways of accommodating difficult cases where Somerset County Council is endeavouring to meet its statutory obligations.


3.15	The Service Provider will agree to take on all orders for packages of assessed care on the scheme. Where the Service Provider is unable to resource a package, the Service Provider will either sub-contract to another organisation or recruit Agency staff.

3.16	The Service Provider will work with the Service Purchaser to provide advice and support as and when needed to assist where other services or providers are struggling or failing.  Whilst recognising that this is a responsive service, Somerset County Council undertakes to give as much advance notice as possible where it is anticipated that help is needed.  

1. 
2. 
2.1. 
2.2. 
2.3. 
2.4. 
2.5. 
2.6. 
2.7. 
2.8. 
2.9. 
2.10. 

[bookmark: _Toc441563086][bookmark: _Toc503448070]Delivering Services in Somerset

The County Plan for Somerset 2016 – 2020: Councils Vision and Priorities

1.4. Somerset County Council is working towards a general ground breaking joint integrated arrangement between health and social services delivering better results for residents to become more efficient and making public funding go further. 

1.5. Somerset County Council is working towards closer working partnerships across the public, voluntary and private sectors. 

1.6. The County Plan is available through this link:

http://somersetcountyplan.org.uk/wp-content/uploads/2016/01/County-Plan-high-res-12.01.16.pdf 


Adults Social Care Services in Somerset: Our Vision





4.4	Service Users in Somerset will remain independent for as long as possible with access to the right information and advice when needed to help families and communities by giving them the support they need to reduce the risk of them losing their independence. 

4.5	When Service Users do need care or support this will be through high quality, joined up health and social care services. These will, where possible, enhance rather than replace existing informal support networks. Service Users will be in control of the care and support services they need. They can arrange them so that they are delivered where, when, and by the Service Providers they want, to achieve the things that are important for them.




Care and support at Home Services for Adults in Somerset: Our Vision

4.6	In Somerset we want a vibrant care market where Service Users can access care and support that is local, reliable, responsive, high quality, personal and practical, and delivered with dignity.

4.7	We want to:

· help Service Users to become more independent and maintain independence (delaying the need for further care and support / healthcare) and achieve their optimum wellbeing and full potential. 
· allow Service Users to live well in the community where they have choice and control about how their needs are met.
· help to prevent inappropriate hospital admissions. 
· be responsive and flexible to changing need.
· help Service Users with care and support needs to be involved in their local community.
· work in partnership with Service Users and Service Providers to promote the highest sustainable quality of life and reduce duplication.
· meet important outcomes in the care and support plan.
· have services that are based upon the social model of disability, social inclusion and enablement.

4.8	In addition, the services outlined within this specification will comply with, and support delivery of the following local policies, procedures and strategies (and any modifications and / or replacements):

Health & Wellbeing Strategy for Somerset





Better Care Fund Strategy and Plan 





Positive Mental Health: A joint strategy for Somerset 2014 – 2019





Crisis Concordat – Somerset declaration statement and action plan

http://www.crisiscareconcordat.org.uk/wp-content/uploads/2015/02/Crisis-Concordat-Draft-Somerset-Declaration-v9-30-1-15-TG-signed.pdf




Somerset Dementia Strategy – 2013 – 2016





Somerset Autism Strategy




[bookmark: _Toc441563087]
[bookmark: _Toc503448071]Legislation

5.1	All services set out in this specification and associated appendices must be delivered in line with all legislation relevant to the delivery of the services. This includes all Acts and Regulations, and associated Codes of Practice and Statutory Guidance that cover the provision of care and support services and includes but is not limited to:

· The Mental Health Act 1983 (amended 2007) 
· The Mental Capacity Act 2005 
· Public Interest Disclosure Act 1998
· Equality Act 2010
· Autism Act (2009)
· Data Protection Act 1998
· Care Act 2014
· Public Services (Social Value Act)  2012
[bookmark: _Toc503448072]Vision for Care and Support in Extra Care Housing Schemes
[bookmark: _Toc411247913]
6.1	People in Somerset will have a range of options that offer a specialist housing provision for adults who need on-going daily and night time support in addition to their assessed care needs. The service enables people to remain independent in their own home for as long as possible, with access to the right type of support and information when they need it. 

[bookmark: _Toc503448073]Scope

7.1	A list of the ECH schemes is shown in Appendix 1.

7.2	There is an expectation that there will be a designated on-site team that will deliver integrated care and support services to people living in Tennyson Court and the following services are included: 

7.2.1	Housing Related Support Service

Housing related support services will be provided to assist people to develop or maintain their independence within the community, thus preventing loss of their home or tenancy, and/or the otherwise unnecessary use of more acute health and social care services. The housing related support element of the integrated service will be available for all ECH tenants.

A key objective of ECH is to provide security and a sense of permanency to tenants, by responding to changes in the level and nature of their needs, without requiring that they move to alternative accommodation.  Whilst it is recognised that this will not be achievable in all cases, the expectation is that it will serve as a general principle.

It is important that individual tenants are enabled to maintain and develop links with the broader community in which the scheme is located and beyond.  These activities will be part of the broader package of housing related support aimed at maintaining and/or developing independence through prevention and enablement.

The Service Provider will:

· ensure as a minimum that all tenants have access to a daily welfare check to ensure the wellbeing of a tenant.
· help the tenant to understand and keep to the terms of their tenancy.
· attend promptly to any call via the community alarm equipment to give assistance to the tenant.
· ensure that all tenants have access to a suitably trained member of the designated team of staff to work with them in a flexible and holistic way to meet their goals and aspirations. These must be clearly written within an individual outcome focussed Housing Related Support Plan which will be available for each tenant and reviewed at least annually, or when a tenants circumstances change. 
· promote independence and choice including accommodation and move on options.
· offer all tenants advice on maintaining their independence within their accommodation, with respect to money management, catering and managing the home.
· assist tenants with correspondence; reading and writing of letters and support tenants making telephone calls that are necessary to the wellbeing of the tenant. 
· act as an Advocate for the tenant where gaining access to other key services is necessary to the wellbeing of the tenant.
· provide advice to tenants in relation to ensuring privacy within their accommodation.



· ensure the safety and security of all tenants particularly where there is a change of circumstances / health / falls / bereavement / hospital discharge or other critical events to maximise independence and reduce the need for move-on to more acute care services. e.g. Hospitals and Residential Care.
· be prepared to ensure for short periods, as the need arises, that a tenant who is temporarily unwell receives adequate support and has access to the crisis and urgent response service, or other medical services.
· arrange aids and adaptations to the property as required to support them in their personal safety, home security and living independently.
· provide advice and support where needed on reporting any defects or faults within the tenants property to the maintenance section or the Housing Provider.
· promote and facilitate the provision of suitable social and health and wellbeing activities on site in line with tenant’s expressed wishes
· help tenants to access opportunities locally such as leisure, cultural, faith, volunteering, education, training and employment. This will include facilitating and assisting residents in social activities on scheme as well as in the community.
· help tenants to access healthcare and receive advice in relation to promoting healthy living (such as district nursing teams, physiotherapists and community mental health teams).
· help tenants to access other specialist services when appropriate including a referral via Adult Social Care or health professionals.
· encourage tenants to build or sustain effective social and familial relationships, thereby reducing social isolation.
· record significant events/information regarding tenants and the scheme in general in a journal/log that is accessible by all scheme cover staff delivering housing related support.
· immediately inform Somerset County Council’s Adult Social Care Teams when a property becomes vacant.

If sickness or other events prevent the usual support worker from carrying out these tasks, it is the responsibility of the Service Provider to make appropriate alternative arrangements and to notify tenants of the cover arrangements.

7.2.2	The Crisis and urgent response service 

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
The crisis and urgent responsive service will be available 24/7, 365/366 days per year. The Service Provider will respond to the needs of an individual in an emergency within 30 minutes. The Service Provider will ensure that tenants ‘in need’ will receive care and/or support in an emergency/random situation any time of the week day or night. The care provider can flex or add a maximum of five hours of care per week for each scheme as part of the crisis and urgent response service, any further increase will require authorisation from the Service Purchaser.
 

7.2.3	Assistance to dine where lunch is provided
	
Where a lunch time service is available in a the dining area the Service Provider will assist tenants to and from the dining room if needed and will support the tenants to take a meal service in a social environment if possible. This service will be provided for two hours on each day that a communal lunch service is available and where tenants require assistance to dine. This, two hours will be reviewed as part of the service development and amended if the demand is apparent and needs of the tenants increases e.g. large numbers of people taking a meal need more lunch time assistance.

7.2.4	Delivering assessed packages of care & night time care and support
[bookmark: _Toc440874808][bookmark: _Toc442183586]
The Service Provider will deliver personal care and support for tenants who meet the eligibility criteria for Somerset County Council funded support. The service will be commissioned in units of time initially but this may change towards an outcome based delivery model during the contract period. The Service provider will be required to respond to care for tenants who have additional needs during the night. 

Following an Assessment of need, tenants will receive a Financial and Benefits check to determine their contribution to this service. All tenants will be expected to sign a charging agreement for the care and support services (Appendix 15). The Service Provider will be required to collect any tenant contribution for this service. All tenants eligible for assessed care will receive a Personal Budget which will enable them to choose how they would like their care to be managed. This can be paid via a Direct Payment or a managed budget. The provider will be required to work to the key service principles and operational requirements for assessed care which are set out in Schedule 1 of this service specification. 

The schedule covers the following areas;

1) Assessment and referral
2) Care and support planning and delivery
3) Arranging care
4) Review and monitoring of Service User needs
5) Temporary Suspension, Re-Start and ceasing of care packages
6) Record keeping
7) Using the local community for facilities and services 
8) Keeping safe: data protection
9) Keeping safe: management of medicines and mental capacity
10) Keeping safe: safeguarding, 
11) Property
12) Disaster Recovery Plan
13) Risk assessment,
14) Communication and culture,
15) Meeting the needs of Service Users with specific conditions
16) Workforce: recruitment, training and supervision of staff, workforce planning

7.2.5	Scheme cover 

	The Service provider is required to ensure that scheme cover is maintained 24 hours per day, 7 days per week, 365/366 per year.

[bookmark: _Toc503448074]Eligibility criteria

8.1	The ECH service is available to any adult with a need for on-going and regular 24-hour support.  The applicant does not have to have an assessed care need. The aim of ECH in Somerset is to offer a home for life with care and support available when needed.  All ECH tenants should have access to these integrated care and support services. 

8.2	To receive a package of care, the tenants must have assessed eligible needs that meet the Care Act eligibility criteria for care and support.

8.3	Tenants who arrange their own assessed care using a Direct Payment will do so as private citizens independently of this service specification and associated schedules

8.5	The criteria for eligibility for assessed care is based on identifying how a tenant’s needs affect their wellbeing. A tenant will be eligible for social care and support if their care needs are due to a physical impairment or mental impairment or illness and as a result of their care needs they are unable to achieve two or more of the things in the list below and as a result of not being able to achieve these things it has a significant impact on the adult’s wellbeing:
· managing and maintaining nutrition
· maintaining personal hygiene
· managing toilet needs
· being appropriately clothed
· being able to make use of your home safely
· maintaining a habitable environment
· developing and maintaining family or other personal relationships
· accessing and engaging in work, training, education or volunteering
· making use of necessary facilities or services in the local community including public transport and recreational facilities or services
· carrying out any caring responsibilities an adult has for a child. 

8.6	A major element in the Care Act 2014 is a requirement to promote a tenant’s wellbeing in relation to their disability or impairment.  “Wellbeing” is a broad concept and relates to a person’s:

· personal dignity (including being treated with respect)
· physical and mental health and emotional wellbeing
· protection from abuse and neglect
· control over day-to-day life (including how care and support is provided)
· participation in work, education, training or recreation
· social and economic wellbeing
· domestic, family and personal life
· suitability of living accommodation
· contribution to society.

[bookmark: _Toc503448075]Independent Advocacy in Somerset

9.1	The Service Purchaser must involve tenants in decisions made about them and their care and support. No matter how complex a tenant’s needs, the Service Purchaser is required to help tenants express their wishes and feelings, support them in weighing up their options and assist them in making their own decisions.

When does the advocacy duty apply?

9.2	The advocacy duty will apply from the point of first contact with the  Service Purchaser and at any subsequent stage of the Assessment, planning, care review, safeguarding enquiry or safeguarding adult review. 

9.3	If it appears to the Service Purchaser that a tenant has care and support needs, then a judgement must be made as to whether that tenant has substantial difficulty in being involved and if there is an appropriate individual to support them. An independent Advocate must be appointed to support and represent the tenant for the purpose of assisting their involvement if these two conditions are met and if the individual is required to take part in one or more of the following processes described in the Care Act 2014:

· a needs assessment 
· a carer’s assessment 
· the preparation of a care and support or support plan 
· a review of a care and support or support plan
· a safeguarding enquiry
· a safeguarding adult review
· an appeal against a local authority decision under Part 1 of the Care Act (subject to further consultation).

9.4	In Somerset the independent advocacy service is currently provided by Swan Advocacy.
Swan Advocacy 
Somerset office 
Hi-point, Thomas Street, Taunton, TA2 6HB
Phone 03333 44 7928
Email Somerset@swanadvocacy.org.uk 
Website www.somerset-ias.org.uk
[bookmark: _Toc441563092]

[bookmark: _Toc503448076]Social and Added Value

10.1	The Public Services (Social Value) Act 2012 requires that all contracts should deliver some further benefit back into the community above and beyond the goods or services being paid for under the contract.

10.2	The Service Purchaser recognises that social value is about maximising the impact of public expenditure.  Social value is defined as ‘the additional benefit to the community from a commissioning / procurement process over and above the direct purchasing of goods, services and outcomes’ (Social Enterprise UK: the Social Value Guide 2012).

10.3	The Service Provider is required to introduce innovative ideas to promote social value over the lifetime of the contract which may be based on social, environmental or economic sustainability.

10.4	The priority areas for Somerset as set out in the Somerset County Council Social Value Policy Statement are:

· Developing employment, skills and training opportunities
· Improving the health and wellbeing of local residents, employees and reducing health inequalities. 
· Helping build community capacity and playing an active role in the local community.
· Creating opportunities for micro-Service Providers / small and medium enterprises to be part of supply chains. 



10.5	The Service Provider is also expected to introduce ideas for added value through improvements or additional services.

[bookmark: _Toc442183589][bookmark: _Toc503448077]Service aims, standards and outcomes
Tenants with assessed care needs

11.1	Tenants with assessed care needs can expect the Service Provider to:

· meet the assessed eligible outcomes agreed within the What Matters To Me care and support plan (92)
· focus on the care and support needs of a tenant in every aspect of their life and give the right level of support wherever possible.
· plan support that enables tenants to take more responsibility for increasing their independence and reducing dependency on care and support over time.
· focus support on what tenants can or would like to do to regain and or maintain their independence and not only on what they cannot do.
· 
· 
· 
· 
· 
· deliver continuity of care by staff the tenant knows.
· ensure that tenants who need an Advocate have one.
· develop a daily care and support plan that empowers the person as much as possible by recognising what they want to do. 
· undertake an on-going review of the agreed outcomes, and make small changes that may increase or decrease the support a tenants needs following an agreed process.
· provide tenants with information about their care and support and tell them how they can give feedback.
· promote confidence in the provision of high quality care and support at home.
· apply a personalised approach to how and when care and support is arranged in agreement with the tenant.
· promote choice, control and inclusion with access to services which enable the tenant to remain living independently in their own home to meet their individual requirements.
· work in a joined up way with other care and support, health, voluntary and community sectors.
· take a proactive approach to positive risk taking.

For the Service Provider

11.2	The Service Provider will be responsible for assessing the needs of all tenants and monitoring any risks associated with this Assessment, which will be reviewed at least annually or more frequently as required and whenever there are any significant changes. There will be an expectation that the designated on-site team will respond to changing needs flexibly, and where necessary, arrange for Adult Social Care staff to review a tenants assessed needs. This is essential to meet the needs of any ECH tenant

11.3	The Housing Provider and Service Provider will comply with the governance arrangements set out in Appendix 3, ECH governance arrangements.

· attend allocation meetings with Adult Social Care staff and Housing Provider staff
· arrange for on-site staff to have monthly or bi-monthly team meetings
· managers must meet weekly to discuss care/support and on-site arrangements
· arrange monthly or bi monthly meetings of senior managers to ensure local partnership arrangements for the scheme are being met.

11.4	Tennyson Court ECH scheme will have a designated on-site team that will respond to assessed care needs. In addition the team will provide a housing related support and a crisis and urgent response service that can respond in an emergency at any time of the day or night. The CQC registered provider of the integrated care and support service will be required to have a formal agreement with the Housing Provider to ensure that a 24/7 presence is maintained. 

11.5	The Service Provider will be required to have appropriate registration with the Care Quality Commission (CQC) for the delivery of care including incidental care. 

11.6	The Service Provider will ensure that appropriate numbers of staff with the correct training, skills, ability, knowledge or experience are available to deliver the service 24/7 that meets the assessed needs of all tenants. 

11.7	The Service Provider will be responsible for ensuring that all staff working on the scheme will be trained to the standards set by the Housing Provider for the delivery of housing related support services and scheme cover. The Housing Provider of the ECH scheme(s) will be responsible for ensuring that the covering staff have access to emergency/contingency planning arrangements in the event of, for example, a fire or lack of electricity, and appropriate cover arrangements are in place in the event of sickness or other absence.  All staff who are employed to deliver the service will complete a scheme induction and tour of the building which will include the following as a minimum standard:

· security of the building
· fire and evacuation procedures
· use of fire equipment
· on call alarm system
· accident reporting
· safeguarding 

Standards for all tenants of Extra Care Housing

11.8	The following standards are for the Service Provider and they set out what tenants can expect.

Care and support workers will:

· introduce themselves when they arrive
· understand what the tenants want to achieve
· know the tenant and their integrated Care and Support plan
· be trained to deliver the complete support needed
· always deliver care and support to a high standard with a focus on supporting independence and choice.

When care and support workers visit they will:

· focus their attention on the tenant
· remember and be respectful that they are in the tenant’s home
· check the daily integrated Care and Support plan and medicines administration records
· be pleasant and treat tenants with dignity and respect
· aim to arrive on time and will always call to say if they are going to be late or early
· always knock/ring doorbell waiting for a response to gain entry, as with any individual’s home in the community, unless by prior written agreement for those who cannot easily answer the door
· report any changes needed to a supervisor
· say when they are leaving
· make sure at the start of each visit that they will agree what support they are assisting with and record it in the care and support plan
· make sure tenants are comfortable at all times
· talk to the tenant in an appropriate and respectful manner
· check that the tenant is happy with the support given and share anything that needs to improve
· be aware of and respect other household members, family and carers
· ensure that appliances that have been used are turned off after use and prior to leaving.
· be aware and respect a tenant’s property for example: covering footware to avoid leaving mud on the carpet

The following checklist is for the Service Provider to complete with tenants

1. 
2. 
2.1. 
2.2. 
2.3. 
· 
3. 
4. 
· I have agreed a clear plan that tells me how and when I will be supported with clear outcomes for the period of support.
· I know the name of the Service Provider supporting me and I know how to contact them when I need to.
· I know what to expect from the Service Provider supporting me and they have given me clear standards that tell me what I can expect.
· I review my integrated Care and Support Plan regularly with the Service Provider who supports me.
· I am clear that this support will help me do more myself.

11.9	The following outcomes apply to all services covered by this specification. It is expected that the Service Provider will incorporate these outcomes into their approach to quality assurance and monitoring as part of the service development approach:

1. 
2. 
3. 
4. 
· I am able to choose what care and support I need. It is delivered consistently by someone who I know and understands me. 
· All the people involved in my integrated care talk to each other: I know what to expect and that I will only have to tell my story once. 
· I know who to talk to when I am unhappy with my integrated care and I know that I will be heard when I do. 
· I can change my integrated Care and Support Plan arrangements when they are not working for me and I know what I am paying for. 
· I feel safe. I know that my care is high quality and that it meets my needs. 
· My wider support network is well integrated with care and community support. 
· I am treated with dignity, respect and compassion and those that are close to me are effectively supported. 
· I know that I won’t be admitted to hospital or kept in hospital unless it is absolutely necessary. 
· My Service Provider helps me regain, improve and maintain my independence and control. 
· My emotional, intellectual, social, mental and physical wellbeing are treated as equally important. 
· I can do most things for myself and I am able to take risks. 
· [bookmark: _Toc442183591]My carer can continue to care for and support me whilst the care worker is also supporting me, and my integrated care arrangements will complement my carer and my existing support arrangements.

[bookmark: _Toc503448078]Allocation 

12.1	Placements into ECH will be determined by a Countywide Allocation Panel which will consist of the Housing Provider, the Service Provider and a Team Manager or named Advanced Practitioner from Adult Social Care. Panel meetings will be monthly or as and when required. Please refer to Appendix 2 ECH pathway.

12.2	The Housing Provider will assess the individual’s needs for this type of supported accommodation. Adult Social Care will assess an individual’s needs for social care services. This may be a joint visit or one provider following up the first contact made by the other. The Assessment will involve Somerset Partnership where appropriate. Documentation will be shared between panel members.

12.3	The Service Provider at the request of the Service Purchaser can carry out initial needs assessment for the scheme under a Trusted Assessor role. These assessments will be requested by the Service Purchaser and will support the What Matters To Me assessment (Appendix 10).

12.4	Waiting lists will be monitored by the countywide ECH Allocations Panel through Homefinder Somerset. 

12.5	Applicants should be encouraged to visit the scheme before committing themselves to an application or being considered for a tenancy. 

12.6	ECH should be a housing option based on the needs assessment of an individual and should include home owners.  

12.7	Housing providers must notify Adult Social Care when a void occurs or notice of a vacancy is received and put this onto Homefinder Somerset.

12.8	The allocation of the tenancy in ECH should be agreed by the countywide ECH Allocations Panel prior to the offer of a tenancy being made.

12.9	If the Allocation Panel members are unable to allocate to a void property within four weeks the Housing Provider can source a suitable tenant to enable the rental of the property to avoid the loss of income.


12.10	The Housing Provider will inform prospective tenants of panel decisions. If a prospective tenant is refused a property, they have the right to request information on the reasons why. The Housing Provider will be responsible for responding to this request. 

13. Contract management and performance

13.1	The Service Purchaser will monitor overall performance of the Service Provider against the contract and specification and implementation plan. This will involve a focus on performance and quality as well as operational issues.

13.2	The Service Provider shall manage financial and operational arrangements to optimum capacity, best value and development to ensure that Service Users receive the best service possible. The Service Provider is encouraged to be innovative and develop services to meet local demand in a way that keeps them sustainable. The Service Provider shall pro-actively seek to add value and expand services by seeking external funding opportunities to develop new service approaches based on identified Service User needs. 

13.3	The Service Provider must comply with the Contract, risk management and quality policy, Appendix 4, and its associated processes, in addition to the requirements stated within this specification. 

13.4	Any organisation legally able to review service quality, including those commissioned to do so on the Purchaser’s behalf (for example, Healthwatch), must be given every support to talk to Service Users individually about the services they receive as well as staff and any sub-contractors.

13.5	Information will be made available by the Service Provider, including quality ratings, inspection reports, action plans and other documents produced by CQC in the operation of their regulatory function, together with the Service Provider’s own quality assurance procedures and measures, which will be provided to the Service Purchaser on request. 

13.6	The Service Provider will have the necessary administrative systems in place to ensure good support services are provided.

13.7	The Service Provider will be required to provide specific monitoring information as requested through the self-assessment form to demonstrate the following:

General

· The number of tenants on the scheme
· The age and sex of tenants on the scheme
· The number of tenants that moved in
· The number of tenant that have moved on
· The number of tenants receiving support
· The number of tenants receiving assessed care
· The number of tenants privately purchasing care
· The number of tenants who have used the crisis and 
	emergency response service
· Evidence of social value and added value
· Service satisfaction data e.g. tenant surveys and actions 
	
Assessed care 

	The requirements are set out in Appendix 4, Contract, risk management and quality policy.

6. 
7. 
a. 
b. 

13.8	Periodically the Service Purchaser will require examples through case studies that demonstrate how the service is meeting tenant’s needs.




















[bookmark: _Toc503448079][bookmark: _Toc441563098]SCHEDULE 1 - KEY SERVICE PRINCIPLES AND OPERATIONAL REQUIREMENTS FOR THE PROVISION OF CARE AND SUPPORT
[bookmark: _Toc441563099]
1. [bookmark: _Toc503448080]Assessment and referrals

Key Principle 1: The needs of Service Users (and their carers where appropriate) are individually assessed by the Service Provider to help their planning and delivery of care

Operational Requirements:

1.1  	The Service Provider will carry out their own Assessment with the
Service User to aid their planning of the delivery of care and/or support, proportionate to the type of service being considered to agree details with the Service User of how to achieve outcomes, and, where applicable, in context with any other services that the Service User may already be in receipt of and/or proposed.

1.2  	Details of the assessment and referral process are specified within the
associated service specification and the Service Provider will have a prompt and efficient system for responding to referrals including emergency referrals.

1.3	The Service Provider will ensure that any previous support by another 
Service Provider or service will comply with any agreed transition plans.

1.4	The Service Provider will set out standards and overall outcomes, use 
checklists to ensure Service Users are clear what to expect. These standards, outcomes and the checklist will meet or exceed those in section 11 of this specification.

1.5	
1. 
2. 
3. 
4. 
5. 
6. 
Before a referral is made to the service provider by the referrer, the needs of each individual adult along with their potential outcomes will be identified by a social care professional and documented as clearly achievable outcomes within the What Matters To Me. (Appendix 10)

1.6	Referrals to the Service Provider will be in accordance with the pathway detailed in Appendix 2, ECH pathway.

1.7	The Service Provider will work in partnership with Adult Social Care.

[bookmark: _Toc411247917]1.8	The Service Purchaser, or an organisation authorised to act on its behalf (‘the Referrer’) will make the initial referral to the Service Provider.
.
[bookmark: _Toc411247918]1.9	The start date for each individual will be agreed with the Service User and/or their representative(s) and the Referrer based on the individual needs and the urgency of the service.

1.10	The Service Provider will develop the agreed outcomes within the Care and Support Plan into a programme of support with clear tasks to support the Service User, based on a reablement approach where appropriate. There should be clear timescales within the plan that evidence the achievement of outcomes over the duration of the service.

1.11	The Service Provider will arrange an introductory assessment visit for each Service User. What Matters to Me (Appendix 10) will underpin the provider programme. This will be agreed by the Service User or with their consent, their carer and/or their representative(s).

1.12	The individual Care and Support plan will be focused on maintaining care and support and where possible, supporting self- management and the developing potential for independent living.

1.13	The provision of assessed care will deliver the outcomes agreed by Adult Social Care staff with the Service User (and their representative if appropriate) in their care and support plan. 

1.14	If the Service User has been in hospital and has a pre-existing care package and this continues to meet their longer-term needs it should continue with the existing provider and any assessed charge must continue to be paid. 

1.15	Where the Service User has completed an intense reablement service, through Re Able Somerset and a long term care and support service is required, the two providers will work together to ensure a smooth handover. What Matters To Me (Appendix 10) will be developed by the Re Able Somerset provider and agreed by Adult Social Care.

[bookmark: _Toc441563100][bookmark: _Toc503448081]Care and support planning and delivery 

Key principle 2: Service Users have the information they need to remain independent

Operational requirements:

2.1	
1. 
2.1.1 Where Service Users have chosen to manage their Personal Budget either through a Direct Payment or Individual Service Fund (ISF), they have the information they need that supports them to make informed choices about their care and support arrangements.

2.2	Service Users know what to expect from the care and support service and have a clear plan that they have developed with the Service Provider built on the outcomes set out in the Care and Support plan. 

2.3	Service Users have the time they need to understand the information they are given. Sometimes Service Users may need an Advocate to help them.
2.4	All information is accessible and understandable:

· Easy to read and in plain English and in a suitable format
· Available in the Service Users language
· Available in different formats (paper, electronic, telephone)

2.5	
1.4. 
1.4. 
1.4. 
1.1. The Service User has clear information about how their care and support is delivered (Welcome Pack).

2.6	Service Users have the time to understand the information within the Welcome Packs and this will also hold key information and guidance including:

· the registered manager or Service Provider
· Somerset Direct and emergency duty details
· Healthwatch Somerset
· the core service values, including expected standards and the overarching Service User outcomes.as outlined in the What Matters To Me (Appendix 10)

2.7	Service Users know what they should do if they would like to give feedback, including making formal complaints, compliments and comments and how it will be followed up.

2.8	

1.2. Service Users know how to request a review of their care and support.

2.9	Information is updated and reviewed regularly and any changes are clearly documented.

2.10	The Service Provider will consider the need for an independent Advocate, if a Service User lives alone or lacks capacity or has difficulty in expressing their views and aspirations and has no one else to support them.

Key principle 3: Service Users have choice and control about how their 
needs are met with a well-planned and positive experience when they 
start with their Service Purchaser

Operational requirements:

2.11	
1. 
2. 
The Service Provider will ensure prompt contact is made with the Service User and or their carer or representative to introduce a named member of staff and arrange an initial meeting.

2.12	Service Users and their family/carers are treated with empathy, courtesy and respect and in a dignified way by:

· agreeing their expectations about their care and support
· always respecting confidentiality and privacy
· providing a reliable service that Service Users and their carers can trust
· regularly seeking feedback about quality and suitability of care and delivering improvements/changes as a result.
· prioritising continuity of care
· using a core team of workers that the Service User knows.

2.13	Service Users are able to talk about their aspirations, needs and priorities as well as what gives them peace of mind and makes them feel safe and unsafe.

2.14	Service Users are able to choose how care and support is provided in line with their personal preferences and lifestyle including areas of their life such as faith, culture, sexuality etc.

2.15	Service Users are supported to maintain or increase their independence wherever possible. Where possible, tasks will be carried out with the person and not for them.

2.16	The Service User will be supported to take agreed risks as set out in their Care and Support plan.

Key principle 4: Service Users will know what they can expect from their chosen Service Provider and will agree a daily care plan with their Service Provider that is designed to meet their aspirations, needs and goals and reflects the outcomes set out in the What Matters To Me document.

Operational requirements:

2.17	


1. 
1.1. 
1. 
2. 
3. 
4. 
The Service Provider will plan with the Service User and their family/carer / chosen representative how care and support at home may be used flexibly for a variety of tasks according to what is needed and will set this out in the daily care plan.

2.18	Service Users will receive a copy of their daily care plan in a format that meets their needs.

2.19	The daily care plan will set out how the Service Provider will meet the assessed outcomes stated in What Matters To Me.

2.20	The daily care plan will be updated regularly to reflect the current needs of the Service User receiving the service.

2.21	The daily care plan will state any medical requirements that may be part of the provision of care and support arrangements.

2.22	The daily diary log will be completed after each visit to provide an up to date overview of the Service User’s wellbeing.

2.23	The Service Provider will work in partnership with other agencies if they are supporting the Service User to make sure that care and support is delivered in a joined up way ideally in one clear plan.

2.24	The Service Provider will continuously review the care and support arrangements to promote independence and where appropriate, in accordance with the Service Provider review criteria to reduce or increase the package of care. 

2.25	The Service Provider will involve the Service User and their family/carers or anyone else they would like in all aspects of the service. The Service Provider will arrange visits in a way that allows staff to arrive at the agreed times and enables them to undertake what has been agreed during each visit.

2.26	Where there is an assessed need for two carers to support particular activity, this second carer may be the Service User’s main carer, and not a second carer from the Service Provider.

2.27	The Service Provider is focused on achieving outcomes, prevention and wellbeing.

2.28	Where the Care and Support plan identifies one care worker, or a need for a reduction of support from two carer workers to one care worker, either supported by training and the use of equipment or by the support of the Service Users unpaid care, the Care and Support plan will provide the appropriate professional risk assessment to support the change.

Key principle 5: Service Users receive a high quality, flexible, consistent and reliable care and support at home service:

Operational Requirements:

2.29	
1. 
2. 
3. 
4. 
4.1. The Service Provider will ensure staff read and understand the daily care and support plan and daily log before providing any services.

2.30	The Service User using the service and their family/carers (if the Service User has involved them in their care) can direct the way their care and support is delivered. 

2.31	Staff will arrive at the time and place agreed with the Service User (on-time refers to a flexibility of 30 minutes either side of the scheduled visit).

2.32	The Service Provider will inform the Service User using the service if the visit time changes by more than 30 minutes from that agreed.

2.33	The daily care plan will be developed in advance of the agreed regular visits.

2.34	Service Users are given at least 24 hours’ notice of a change of service unless circumstances are exceptional.
2.35	Service Users will receive up to date information about times of visits and names of visiting staff in a timely manner.

2.36	The Service Provider will prioritise continuity of care so that the Service User knows the staff who will be visiting them and the staff are familiar to them. This will include:

· introducing Service Users to new staff.
· matching staff to the individual’s needs, preferences and wishes where appropriate
· building teams of workers around the Service User and their family/carer.
· informing Service Users in advance if staff will be changed and why.
· working with Service Users to negotiate changes to their daily care plan if needed.
· recognising that changes in staff can make Service Users feel unsettled and therefore be detrimental to their wellbeing.

2.37	
1. 
2. 
3. 
4. 
4.1. 
4.2. 
4.3. 
4.4. 
4.5. 
4.6. 
4.7. 
4.8. 
4.9. The Service Provider will use the agreed review process if the care package needs to change. These may be triggered by:

· changes in need or family circumstances
· repeated cancellation of service
· hospital admission

2.38	
1. 
2. 
3. 
4. 
4.1. 
4.2. 
4.3. 
4.4. 
4.5. 
4.6. 
4.7. 
4.8. 
4.9. 
4.10. The Service Provider will ensure that services that include the provision  
of personal care are appropriately registered with the Care Quality Commission (CQC).  Personal care is defined in the Health and Social Care Act 2008 and Health and Social Care Act 2008 (Regulated Activities) Regulations 2014. 

2.39	Where a service is regulated by the Care Quality Commission (CQC) the Service Provider will comply with the current standards applicable to the service at all times.  For the avoidance of doubt should the definition of personal care, regulated activities, regulations or guidance change the Service Provider will ensure compliance with all CQC requirements prevailing at the time the service is delivered.

Key principle 6: The Service Provider is able to meet Service Users’ needs as stated in their What Matters To Me: 

Operational Requirements:

2.40	
1. 
2. 
3. 
4. 
5. 
5.1. Sufficient staff are available at key times during the day and minimum reliance is placed on agency cover to maintain staffing levels.

2.41	Visits are arranged with the Service User so that staff are able to arrive at the agreed time and spend the agreed time that is sufficient to meet the agreed outcomes set in the daily care plan.

2.42	The Service Provider will ask Service Users which elements of their service are a priority for them and whether some of the time may be used flexibly for a variety of tasks according to what is needed to help achieve their outcomes.

2.43	The Service Provider empowers the Service User as much as possible by recognising what they can and want to do.

2.44	The Service Provider is informed by the experience, skills and insight of the carers providing the service as appropriate.

2.45	The Service Provider describes how success and outcomes will be measured in the daily care and support plan.

2.46	The Service Provider sets realistic expectations about what is achievable and when.

2.47	The Service Provider encourages Service Users to access on site activities and services including those within the local community.

1. [bookmark: _Toc441476755][bookmark: _Toc503448082]Arranging care
3.1	This service will be provided by the contracted care provider for the ECH scheme where the person lives. The provider will follow the pathway for assessed care in Appendix 2, ECH pathway.

 3.2    The Service Provider and the Referrer have responsibility for ensuring the Service User and or their representative, has all the relevant information they require to safely start the initial care provision.

3.3	Care and support will be planned and delivered by dedicated care staff under the leadership and supervision of the Service Provider. The daily care plan must be developed with the Service User and achieve the outcomes agreed in the What Matter To Me Care and Support Plan. The provider will be responsible for overseeing the delivery of care towards these outcomes, and for reviewing and informing the appropriate Adult Social Care team about the person’s progress.

3.4	The Service Provider will regularly liaise with Adult Social Care staff or the care manager.  The Service Provider and Adult Social Care staff will be available to each other to discuss new and on-going cases (or will have a deputy arrangement in their absence).
[bookmark: _Toc441563101][bookmark: _Toc503448083]Review and monitoring of Service User needs 

Key Principle 7: The Service Provider will continuously monitor the needs of the Service User


Operational Requirements:

4.1	Adult Social Care Service will annually (as a minimum) undertake a full review of the Service User’s needs. The review is of the entirety of the individual’s care plan and therefore may address issues beyond the remit of the Service Provider. The purpose of the review is to ensure that the services being delivered continue to address the presenting needs and risks in the view of Service User and where appropriate their carer, the care workers and the Service Provider delivering services and other key stakeholders. 

4.2	The Service Provider will monitor the achievement of, and progress towards, individual outcomes within the agreed timescales identified in the care plan.

4.3	The Service Provider will work with the Housing Provider to reduce the size of care packages by looking at a range of innovative solutions i.e. provision of scheme activities and local community support options.

4.4	The Service Provider will alert the Service Purchaser as soon as practicable when outcomes have been met, particularly where this could result in a reduction in the care and support required. 

4.5	The Service Provider must signal the need for review of the Care Plan to the Service Purchaser as soon as practicable where there is any significant change beyond that which can be changed as set out in the Service Provider reviews process.

4.6	The Service Purchaser may, if appropriate, invite the Service User to have present any Carer/family/advocate and any other significant professional working with the Service User. A suitable staff member from the Service Provider must also attend the review meeting.

4.7	The following information will be made available to the Service Purchaser for review meetings on request:

· the information pack – dated, reviewed annually and updated as necessary.
· the diary log - the Service Provider will record evidence of contact and when information is provided to Service Users on a diary log, these will involve outcomes focused summary / review. 
· the daily care plan.
· Service User Assessment - evidence of user involvement in planning.
· evidence of Service Provider monitoring of individual services and recording outcomes and actions.
· feedback from Service Users who use the service.
· invoice / delivery notes 
· ISF 3 way agreements (where used)
· spot visits.
· latest CQC inspection report.

[bookmark: _Toc441563102][bookmark: _Toc503448084]Temporary Suspension, Re-Start and ceasing of care packages

Key Principle 8: When Service Users go into hospital they know that when they are ready to leave there will be a joined up, planned approach to help them return home as quickly as possible. 

Operational Requirements: 

5.1	
1.7. 
1.7. 
1.7. 
1.7. 
1.7. 
1.7. 
1.1. The Service Provider will be proactive in communicating with hospitals  
	following admission.

5.2	The Service Provider will liaise with hospitals to plan for a timely, smooth discharge.

5.3	The Service Provider will follow the hospital re-start process as set out in Appendix 5, Restarting a package of care following a stay in hospital, which includes a checklist to be used to cover the key areas to be discussed with ward staff in hospitals.

5.4	Where possible the Service User will be supported by care workers previously known to them.

5.5	Daily care plans will reflect any changes in need.

5.6	The Service Provider is not expected to terminate care packages other than in exceptional circumstances and by negotiation with the Service Purchaser. The Service Provider will retain supportive evidence of all reasonable steps taken to avoid such a termination. The Service Provider will advise the Service User that they have terminated the Service once that has been agreed with the Service Purchaser. 

5.7	Any period of notice will be by agreement to support individual circumstances.

[bookmark: _Toc441563103][bookmark: _Toc503448085]Record Keeping
Key Principle 9: Service Users are confident that the Service Provider keeps accurate and up to date records that are safe both within the Service User’s home and with the Service Provider.



Operational Requirements:

6.1	
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
8.1. The Service Provider will maintain all the records required for the  
protection of Service Users.

6.2	Records will be secure, up to date and in good order and are constructed, maintained and used in accordance with the Data Protection Act 1998 and other statutory requirements.

6.3	Service Users must be aware of the data held about them and agree to this information being held.

6.4	Service Users or their representatives, where appropriate, will have access to their records and information held about them by the Service Provider and are facilitated in obtaining access when necessary.

6.5	Service Provider staff will record the date and time of every visit, the support provided and any significant occurrence. Records will include:

· assistance with medication
· financial transactions undertaken
· details of changes in the Service User’s circumstances, for example support needs, health condition.
· any accident to the Service User and/or support worker
· any other untoward incidents activities undertaken and any particular achievements or outcomes
· any information that will assist the next support worker to ensure consistency of service provision.

6.6		
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
8.1. 
8.2. 
8.3. 
8.4. 
8.5. 
8.6. Daily records will be factual, legible, signed and dated and kept in 
safe place as agreed with the Service User.

6.7	Service Users will be informed about what is written and will have access to it.

6.8	Records will be kept in the home for a minimum of one month after which they will be retained by the Service Provider. Records will be available to the Service Purchaser on request.

6.9	Service Users will be encouraged to have records kept in their home. Where Service User does not agree the Service Provider will record this refusal on the personal file held by the Service Provider. The Service Provider will notify the Service Purchaser of the Service User’s decision.

[bookmark: _Toc441563104][bookmark: _Toc503448086]Using the Local Community for facilities and services


Key principle 10: Service Users have opportunities to engage with the local community: 

1. 
2. 
Operational Requirements:

7.1	
1. 
1.1. 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
10.1. Staff are aware of, or know how to find out about activities provided by the Housing Provider on the ECH scheme, local community groups and other such links / partnerships.

7.2	Service Users will receive the support they need to foster and maintain friendships and networks within their ECH scheme and in their local community.

7.3	The Service Provider supports Service Users to access scheme activities provided by the Housing Provider as well as local community activities / groups and where possible reduces or eliminates unnecessary dependence for Service Users using the service.

7.4	The Service Provider works with the Housing Provider to promote community capacity building so that Service Users using their services are able to feel connected and involved within their ECH scheme and in their community if they want to.

7.5	The Service Provider will promote community inclusion and seek opportunities for joint working with other agencies and community groups to identify opportunities for involvement for the Service Users they work with in their community.

7.6	The Service Provider will consider the impact of social isolation on the Service User’s health and wellbeing and work with the Housing Provider to consider using voluntary and community organisations to maintain family and community links, working with the family/carer where appropriate.

7.7	The Service Provider will work with the Housing Provider to identify a range of community connections so that Service Users using their services are able to feel valued and involved in their community.

7.8	Service Users are supported to be part of their local ECH scheme community and use the available facilities.

1. 
2. 
1.1. 
Key Principle 11: The Service Provider understands and engages with the community in which it operates and reflects this in service planning and development:

Operational Requirements:

7.9	
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
10.1. The Service Provider works collaboratively with other Service Providers 
to ensure a diverse and flexible market by helping to identify unmet need and by using experience in delivery to develop the service.

7.10	The Service Provider will attend appropriate forums and meetings both with the Service Purchaser and their partners to ensure that service ideas and issues are shared and that solutions are sourced in a consistent manner.

7.11	The Service Provider will ensure Service Users have access to information and choice of service, as well as promoting their service through the Somerset Choices website.

7.12	The Service Provider will use Somerset Choices as a tool to help the individual look for local community facilities and assist with arrangements necessary to enable this to happen.


[bookmark: _Toc503448087][bookmark: _Toc441563105]Keeping safe: Data Protection  


Key principle 12: Service Users know that information about them is handled appropriately and that their right to privacy is respected:

Operational Requirements:

8.1	
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
11.1. The Service Provider will ensure that all appropriate measures are
taken to maintain Service User’s privacy in accordance with the Data Protection Act, The Mental Capacity Act and the Information Sharing Protocol. See Appendix 6, Information sharing protocol.

8.2	Summarised information for these practices and processes is given to the Service User at the start of service provision and the Service User knows how to find the full version.

8.3	Service Users understand how their information is protected and what it is used for.

[bookmark: _Toc503448088]Keeping Safe: Management of Medicines and Mental Capacity

Key Principle 13: Service Users feel safe to be assisted to maintain responsibility for their own medicines wherever possible:

Operational Requirements:

9.1	
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
12.1. Service Providers must have a medicines management policy that
does not exceed the Clinical tasks and medicines policy (Appendix 7) which must be followed at all times.

9.2	The Service Provider will regularly liaise with the prescriber about the Service User’s medicines, particularly if there are any concerns.

9.3	The daily care plan will contain information and guidance about the Service User’s medicines.

9.4	The Medicine Administration Record (MAR) must be checked before assisting with, or administering, medicines and must be updated afterwards.


Key Principle 14: Service Users are supported as much as possible in any decisions made on their behalf and these decisions will be in their best interest.

Operational Requirements:

9.5	
1. 
2. 
3. 
3.1. 
3.2. 
12. 
13. 
13.1. The Service Provider must ensure that the service considers the 
capacity of Service Users at all times in line with the Mental Capacity Act (MCA) and the Code of Practice, with all efforts possible being made to maximise involvement and engagement within legislative frameworks and best practice approaches. 

This will include working to the five principles of the MCA, Best Interests, the use of independent advocacy and involvement of Service Users who are important to the individual and / or who have Power of attorney for the Service User.

9.6	The Service Provider will have procedures in place to record Best Interest decisions made and will have a clear process for staff to follow when making a Best Interest decision.

[bookmark: _Toc441563106][bookmark: _Toc503448089]Keeping Safe: Safeguarding

Key Principle 15: Service Users are protected from abuse, neglect or self-harm and they feel confident that they will be supported in a timely and dignified manner if their needs change.

Operational Requirements:

10.1	
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
14.1. Service Providers will have policies and procedures for dealing with 
allegations of abuse that align with the Service Purchaser’s safeguarding policies for adults and children and statutory safeguarding legislation and guidance. See Appendix 12, Somerset safeguarding statement.

10.2	The Service Provider will ensure that all safeguarding duties set out in the Care Act 2014 and the Safeguarding Vulnerable Groups Act 2006 will be adhered to and that their staff know about the safeguarding requirements in the Care Act 2014 and have the appropriate training which is updated as part of the on-going training plan.

10.3	Service Providers will have policies in place that ensure their staff are supported through any safeguarding process.

10.4	The Service Provider will be required to co-operate with the Service Purchaser in any investigation undertaken.

10.5	The Service Provider will carry out their own risk assessment for each Service User they support. This will cover environmental and personal risks. The risk assessment must be signed and dated.

10.6	The Service Provider will ensure that the health, safety and welfare of Service Users is promoted and protected at all times.

10.7	The Service Purchaser has the power to require others to make enquiries under section 42 of the Care Act and the Service Provider will be required to co-operate with the Service Purchaser in any investigation undertaken.

10.8	The Service Purchaser will follow a risk management process to determine whether to instigate a quality improvement process or a safeguarding management process as set out in Appendix 4 Contract, risk management and quality policy.

10.9	Service Users are confident that staff will make every effort to check on their wellbeing if they don’t answer the door on arrival and will follow the Service Purchaser’s no response policy. See Appendix 8 No Response Policy and Appendix 9, No response guidance.

10.10	The Service Provider will build a culture in which the reporting of safety and abuse concerns is understood as a marker of good care.

10.11	Serious and untoward incidents (SUIs) are identified and procedures followed with the Service Purchaser being notified immediately.

Key Principle 16: Service Users are confident that their health, safety and welfare are protected by robust incident, accident and near miss reporting.

Operational Requirements:
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 

10.12	The Service Provider will have appropriate and proportionate written   policies for the recording and reporting of all accidents, incidents, safeguarding alerts and near misses.

10.13	The Service Provider will immediately inform the Service Purchaser and the CQC, if there are any incidents that necessitate the involvement of the Health and Safety Executive under RIDDOR.



10.14	Any accident, incident or near miss which could be reasonably expected to have an effect on the assessed needs, general welfare or well-being of a Service User must be reported to the Service Purchaser immediately, or as soon as the potential effect becomes known (whichever is sooner). The Service Provider’s appropriate documentation should be used and a report made which identifies the actions taken, including any specific requests being made by the Service Purchaser as well as any specific actions proposed by the Service Provider.  The Service Purchaser will then review the incident and instigate any further action as required.

10.17	Where accidents, incidents, safeguarding alerts and near misses result in potential distress / harm being caused to Service Users other than the Service User, the Service Provider will have a responsibility to ensure that appropriate support and / or signposting to other services is provided to the affected individual(s). 


[bookmark: _Toc503448090]Property

Key principle 17: Service Users feel confident that their property (and access to it), possessions and money are protected at all times.

Operational Requirements:

11.1	
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
16.1. The Service Provider will have written policies and procedures on the
safe handling of money and the Service User’s property.

11.2	The Service Provider will have a written policy and procedures for investigation following any allegation of financial irregularities and will involve the police and the Service Purchaser.

11.3	Any money handled on behalf of a Service User must be accounted for to protect the Service User and staff using the following measures:

· a record that is signed and dated by staff and the Service User.
· a Service User’s money shall be kept separately from the staff money at all times.
· a Service User’s money must not be held by staff or the  Service Provider unless there is an agreed client account set up under the Individual Service Fund arrangements.
· the Service Provider and their staff must never become involved in the Service User’s financial affairs including the borrowing or lending of money.
· staff will not involve the Service User in any gambling.
· staff will not take responsibility for looking after any valuable items on behalf of the Service User.
· the Service Provider will replace any loss or damage to property or possessions caused by negligence or any other action of their staff.
· the Service Provider, staff or their family members will not accept gifts or bequests from the Service Users they support. they will not advise on wills or act as witness or trustee or assume power of attorney on the Service User’s behalf.
· staff must not enter a Service User’s home when they know that the Service User is not present and do not have permission to enter unless in exceptional circumstances, such as an emergency, in which case the police should be involved. 
· the Service Provider will ensure the security numbers of key safes are kept confidential, and that staff do not disclose this information to any other Service User or organisation.
· a key must only be held by staff who require access for the purpose of providing care and support. The Service Provider must not copy additional keys without written permission from the Service User.
· keys may not be held by the Service Provider if the Service User is not using the service.
· all staff must be provided with, and wear during contracted hours, identification that shows:
· a photograph of the staff member.
· the name and signature of the staff member.
· the name and telephone number of the Service Provider. 
· staff must not drink alcohol or smoke whilst on duty
· staff must not bring family members or pets into the Service User’s home

Key principle 18: Service Users feel safe with their care and support Service Provider and they understand their rights and responsibilities:

Operational Requirements:

11.4 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
17. 
Service Users feel supported by their Service Provider to take risks that help extend their opportunities. Service Users will be supported to understand the full implications of their choices.

11.5	The Service Provider will produce a risk assessment with each Service User they work with and this will be kept in the Service User’s home. 

11.6	The Service Provider will ensure that managers and staff are made aware of and instructed to respond accordingly where choices and decisions are required for Service Users who are subject to Court of Protection or whose family members hold power of attorney. This will be recorded in the Service User’s daily care plan.

[bookmark: _Toc503448091]Disaster Recovery Plan

Key Principle 19: Service Users’ care and support will continue to be provided at safe levels during unexpected or unforeseen external circumstances.
Operational Requirements:

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
12.1	The Service Provider will ensure that services continue to be provided where particular circumstances may affect the service.

12.2	The Service Provider will have a disaster recovery plan that is up to date and regularly tested.

[bookmark: _Toc441563108][bookmark: _Toc503448092]Risk Assessment

Key Principle 20: Service Users feel safe at the service, and they and their representatives, fully understand their rights and responsibilities. 

Operational Requirements:

13.1	
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
The Service Provider will recognise the Service Users’ right to take risks in order to extend opportunities and will ensure that Service Users are able to choose the risks they want to take and be given support to understand the full implications of their choices. 

13.2	Service Users will be fully involved in formal risk assessments for everyday service activities that are carried out by trained staff and offer a balance between individual needs and preferences and the needs of other users and staff. 

13.3	Copies of the Service Provider’s risk assessment report/s will be made available to Service Users and a copy left in the Service User’s home. 

13.4	Service Users will be assisted to understand the possible consequences for themselves and others of their choices, and be supported to take responsibility for their actions and decisions recorded. 

13.5	The Service Provider will ensure there are sufficient and competent staff at all times to ensure safety. 

13.6	Every effort will be made to ensure that Service Users do not experience any form of bullying, harassment, or any other form of abuse. Any concerns must be reported through safeguarding adults’ arrangements. 

13.7	The Service Provider will work to the recommendations in the risk assessment for the Service User provided by the referrer. The Service Provider will accept any additional training support offered, for example the use of equipment to reduce the need for two or more carers.





[bookmark: _Toc441563109][bookmark: _Toc503448093]Communication and culture

Key principle 21: Service Users are able to use their preferred method of communication and do not feel marginalised because of their needs or because of their cultural, spiritual or religious beliefs, gender or disability:

Operational Requirements:

The Service Provider will:

17. 
18. 
19. 
20. 
21. 
14.1	Liaise with the Service Purchaser to ensure aids and equipment are available to assist Service Users’ communication requirements as identified in the What Matters To Me care and support plan.

14.2	Support Service Users to use specialist communication aids as prescribed.
	
14.3	Make sure their staff are aware of preferred communication method and that they are appropriately trained and knowledgeable with the necessary communication skills.

14.4	Make sure that Service Users will be supported to communicate at the speed and style they wish.

14.5	Ensure staff are aware of any religious, cultural and spiritual needs of the Service User before commencing care.

14.6	Inform staff about the appropriate details / implications of cultural and religious belief or faiths.

14.7	Make appropriate arrangements for dietary and personal care needs in keeping with religious beliefs and cultural practices.

14.8	Ensure the needs of Service Users from black and ethnic minority groups are understood and catered for.

14.9	Ensure that all staff have regular equalities training and the Service is delivered in line with the Equality Act and the Public Sector Equality Duty.

14.10	All Service Users are treated with dignity and respect and are not 	subject to discrimination / harassment. 

14.11	The Service Provider puts in place reasonable adjustments to accommodate Service User’s needs.

Key principle 22: Service Users will be treated with dignity and respect at all times and their individuality will be respected in all aspects of the service.


Operational Requirements:

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
20. 
21. 
22. 
14.12	Service Users are addressed by their preferred name and title at all times.

14.13	Support is provided in a way that maintains and respects the privacy, dignity and lifestyle of the Service User at all times.

14.15	Service Users will be helped with intimate physical care and treated sensitively, discretely and in a way that maintains their dignity. Support will be provided in the least intrusive way at all times.

Key Principle 23: Service Users know how to give feedback about the services they receive


Operational Requirements:

23. 
14.16	The Service Provider will tell Service Users about the different ways they or their representative can give feedback either in writing or in person.

14.17	The Service Provider will use both compliments and complaints as a valuable and welcomed source of feedback to continuously improve the services specified within this agreement.
14.18	The Service Provider must have a clear written procedure for dealing with compliments and complaints received from Service Users.

14.19	Service Users, carers and their families must be reassured that they will not be victimised for making a complaint.

14.20	Complaints about social work activities will be dealt with under the Adult Social Care Complaints Regulations 2009. Complaints about NHS services will be dealt with under NHS complaints procedures.

14.21	The Service Provider will listen to objectively, and act upon, the Service User’s views and concerns and encourage discussion and action on issues raised to seek to avoid/avert problems and the Service User feeling that they need to make a formal complaint in order for their views to be heard and/or acted upon.  Feedback from compliments will be used to inform best practice across the specified services.

14.22	The Service Provider will maintain a log of compliments and complaints showing:

· the name of the Service User
· the contact details of the person giving the compliment or making the complaint 
· the nature of the compliment or complaint
· the response to the compliment or complaint
· the level of satisfaction of the complainant to the Service Provider’s response to a complaint.

The following complaints must be recorded in the complaints log:

· any dissatisfaction brought to the attention of the Service Provider that cannot or has not been resolved locally to the satisfaction of the complainant.
· allegations of suspected abuse of a Service User or Carer, including physical, sexual, emotional and financial abuse (Please refer to Somerset's Safeguarding Adults Policy for guidance on the action required should a complaint of this nature be received).
· any situation where the complainant states either verbally or in writing that they wish to make a complaint.

2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
17. 
17.1. 
17.2. 
17.3. 
17.4. 
17.5. 
17.6. 
17.7. 
14.23	The Service Provider will supply the Service Purchaser with an analysis of compliments and complaints received and their outcome for contract monitoring purposes, and an unredacted copy of the complaint log on request.

14.24	All serious complaints must be acknowledged as soon as practicable with details of:

· A named person to contact in the event of a query or if further information becomes available
· The names of any organisations, and where applicable named contacts, to which it has been referred
· The likely timescale within which the complaint can expect to be contacted again
· All complaints not of a serious nature must be responded to within 28 calendar days.

[bookmark: _Toc441563110][bookmark: _Toc503448094]Meeting the needs of Service Users with specific conditions

Key principle 24: Service Users who have specific conditions including but not limited to dementia, mental health conditions and autism receive responsive services provided by appropriately skilled staff.


Operational Requirements:

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
20. 
21. 
22. 
23. 
24. 
15.1	Many health conditions can fluctuate and / or change over time, whether that is on a daily basis and / or over weeks/months. The Service Provider must be able to deliver a service that can support the Service User appropriately through these changes in a flexible manner, which not only identifies the changes, but responds appropriately to them.

15.2	The Service Provider will respond accordingly and ensure that care is planned and delivered in a manner that addresses these issues. Examples may include prompting, changing the way in which care is delivered, such as offering finger foods that are left beside the individual rather than offering a large meal that is declined.

15.3	Staff should be equipped with the skills, knowledge and tools to understand behaviours that challenge others, what may be causing them and how to meet the needs of the individual accordingly. In many cases this will involve working in partnership with health and social care services.

15.4	Staff will have the skills, knowledge and tools to understand communication difficulties, what is causing them and how to meet the needs of the individual accordingly. This may be through the use of communication tools, information being simplified or put into alternative forms and staff training.

15.5	Care and support will be tailored accordingly to support the individual through an enablement / recovery model, the emphasis of which is focused on supporting the individual to complete a task / achieve an outcome themselves rather than doing it on their behalf. 

15.6	Staff will have the skills, knowledge and tools to support individuals who have difficulties with memory and recognition. Memory and recognition can often be affected either on a short or long term basis and can lead to confusion, anxiety, behaviours that challenge, inability to identify needs and to undertake daily living skills.

15.7	The following Skills for Care guidelines and documents (and any updates, additions, replacements), as well as other national best practice guidance will be used to ensure that the Service is working to best practice models in delivering care and support to Service Users with specialist needs:

· Common Core Principles for Supporting Service Users with Dementia 
· Better domiciliary care for Service Users with dementia 
·  Supporting Service Users in the advanced stages of dementia 
· Care Certificate – Standard 9 - Awareness of mental health, dementia and learning disability  
· Common Core Principles to support good mental health and wellbeing in adult social care 
· Principles to practice: The worker’s guide to implementing the common core principles to support good mental health and wellbeing in adult social care 
· Autism skills and knowledge list for workers in generic social care and health services.


15.8	Condition-specific training for staff should be mapped to the Qualifications and Credit Framework (QCF) with staff being supported to work towards level 2 where they are working with Service Users with certain health conditions and level 3 standards where they are working with Service Users with complex / advanced needs in relation to their health condition. 

In addition to this all staff should have training and knowledge in relation to other aspects of care and support for Service Users with certain health conditions / complex and specialist needs, for example the Mental Capacity Act.

15.9	In working with individuals with complex and specialist needs, the Service Provider will ensure that staff are supported accordingly through a variety of means including (but not limited to):

· availability of care planning / delivery tools, such as, one page profiles, This is me, memory boxes, life history work.
· care planning and rotas that allow staff the time required and flexibility to deliver the outcomes identified.
· a culture that recognises and supports staff in the challenges as well as the positives, of working with Service Users with complex and specialist needs including peer support, regular supervisions, reflective time.
· leadership and management that values person-centred care and strives to work to best practice models.

[bookmark: _Toc441563111][bookmark: _Toc503448095][bookmark: _Toc441563112]Workforce: 

Recruitment, Training and Supervision of staff 

Key principle 25: Staff will be trained to an agreed standard, at an appropriate level to meet the needs of the Service Users who use the Service.

Operational Requirements:

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
20. 
21. 
22. 
23. 
24. 
25. 
16.1	All managers of the service will be suitably experienced and qualified to effectively run the service. 

16.2	The Service Provider will have a written recruitment and selection procedure including:

· job description
· person specification
· application form
· suitable references.

16.3	It is expected that the manager responsible for overall day to day management of the service will hold:

· a relevant occupational qualification equivalent to at least an NVQ at Level 4 and
·  a qualification in Management that is also equivalent to at least Level 4.

16.4	Staff have the necessary knowledge, skills and experience to deliver the services that the Service Provider states will be provided. 

16.5	All staff, employees and volunteers working with Service Users or who access Service Users data, will undergo checks through the Disclosure and Baring Service (DBS) at the appropriate level. The Service Provider will monitor the level and validity of the checks.

16.6	Staff will have the necessary training, experience, skills, competencies, personal qualities and caring attitudes to enable them to meet the needs of each Service User supported by the Service Provider.

16.7	Service Providers will ensure that where a Service User has complex needs (dementia, head injury, mental illness ), all staff allocated to provide support to the Service User are competent and have received the necessary training to be able to effectively work with the Service User.

16.8	Where volunteers are used they will receive a full induction to the service and training will be offered to address any skills shortfall.


16.9	The Service Provider will ensure provision of a structured induction process which is linked to relevant national standards and is completed by all new staff. A basic training programme for staff or volunteers, appropriate to the needs of the Service User group will be provided within an agreed period of taking up appointment.

16.10	The Service Provider will undertake a training needs analysis for each new member of staff and this will be incorporated into the staff training and development plan.

16.11	The need for refresher and updating training will be identified at least annually and will be incorporated into the staff development and training programme.

16.12	The Service Provider will provide ongoing training, development and supervision for all staff to maintain appropriate levels of skill and knowledge. The Service Provider will also provide refresher training on a regular basis and will assess each member of staff’s ongoing competence to perform tasks. 

16.13	The Service Provider will ensure that they keep records of all staff training in line with CQC requirements and that they produce an Annual Training Plan detailing new and on-going training requirements to promote service quality and development.

16.14	The Service Provider must ensure that all staff are given a full Induction which covers the following, expected as a minimum standard by the Service Purchaser:
· Assistance with continence
· Safeguarding Vulnerable Adults
· Manual Handling – Moving and lifting
· Completed Dementia Friend training
· Communication
· Data Protection
· Risk Assessment 
· Food Hygiene 
· Basic Food Preparation and Healthy Meals (where appropriate)
· Health and Safety
· First Aid
· Medication 
· Health Inequality Awareness Training Programme 
· Support Planning
· Professional Boundaries
· Diversity / Equalities
· Mental Capacity Act
· Deprivation of Liberties
· Whistle Blowing
· Person Centred Approaches
· Skills Building
· Facilitating Community Inclusion
· Disaster Recovery Plan

16.15	Registering for the Care Certificate Induction training.

16.16	Ensure records are up to date and transferable to other Service Providers on request.

16.17	All Service Providers train at least one worker to Champion the Care Certificate. This will include sign up to the Service Purchaser’s Learning Centre to complete the Care Certificate Modules. 

16.18	Staff will be supported to complete dementia friendly training and each Service Provider will have a Dementia Champion who will provide training and support to staff.

16.19	The Service Provider will assess the skills and training needs of staff moving to a new role and, based on this assessment, provide any training required in all or some of the standards required by the Care Certificate.


16.20	The Service Provider will ensure that new staff who achieved the Care Certificate while employed in a different role or organisation have retained the competences required by the Care Certificate and, if required, provide any training required in all or some of the standards required by the Care Certificate.

16.21	The Service Provider will ensure that before managers and staff work with Service Users they will receive:

· A thorough, supervised, induction to the specific service that they are employed within and;
· Any specific training required to meet the individual needs of the Service Users they are supporting and;
· Any additional training detailed in the relevant service specification for the service they are employed within.  
16.22	Where relevant, Service Users, their carers and families will be involved in the delivery of training.

16.23	All training will be refreshed at intervals appropriate to the type of training that has been undertaken and/or to reflect any changes in law, policy or guidance.

16.24	The Service Provider will evidence appropriate monitoring of the training activity to ensure that it is of high quality and that the outcomes required of it are being met. 

16.25	The Service Provider’s induction and basic training programmes will be submitted to the Service Purchaser on request.

16.26	The Service Provider will ensure that all staff receive regular supervision and have their standard of practice appraised at least annually.

16.27	Staff are aware of the process and updates are covered in supervision or regular communications.

16.28	All staff have the appropriate Disclosure and Barring Service (DBS) checks relevant to their roles.

Workforce Planning

Key Principle 26: The Service Provider will have its own workforce plan and will be involved in the development of a workforce plan for the wider care and support at home sector in Somerset.

Operational Requirements:

16.29	The Service Provider will have fair and flexible terms and conditions of employment which meet all relevant legislation.

16.30	The Service Provider will actively promote recruitment from a diverse applicant base.

16.31	The Service Provider will ensure that their approach to career progression is included in the workforce plan.

16.32	The Service Provider will attend meetings with the Service Purchaser to highlight workforce issues and work collaboratively to address and respond to recruitment, training and support. 

16.33	The Service Provider will address the issues recommended within workforce plans and be honest and transparent about how they will adopt any changes within their organisation.

[bookmark: _Toc438200127][bookmark: _Toc441563114][bookmark: _Toc503448096]
 Glossary
	Advocate
	An independent individual/organisation who speaks on behalf of the Service User.

	Assessment

	A written assessment carried out with a Service User to establish his/her care needs.

	Best Interests
	This establishes whether there is a deprivation of liberty and whether this is:
  – in fact in the Service User's best interests
   – needed to keep the Service User safe from harm
   – a reasonable response to the likelihood of the    Service User suffering harm.

	Care and Support Plan
	A person centred plan which outlines the care needs, wishes, preferences and personal goals for the Service User.

	CQC

	Care Quality Commission – the regulatory body for care services.

	Direct Payment
	A cash payment made by a local authority to Service Users with eligible care needs so that they can buy their own care services.

	Healthwatch

	The independent consumer champion created to gather and represent the views of the public.  Locally  it:
· represents the views of Service Users who use services, carers and the public on the Health and Wellbeing Boards set up by local authorities.
· provides a complaints advocacy service from 2013 to support Service Users who make a complaint about services.
· reports concerns about the quality of health care to Healthwatch England which can then recommend that the CQC take action.

	Individual Service Fund
	A sum of money provided by the local authority to a Service Provider to manage on the Service User’s behalf. The money is restricted for use in provision of the Service User’s care and support and the Service User is empowered to plan with the Service Provider how the care and support is provided.

	Service Provider
	The organisation with whom the Service Purchaser has a contract to provide the specified services.

	Service Purchaser
	Somerset County Council.

	Service User
	An individual who is eligible for the specified services and is funded by the Service Purchaser.
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Foreword

Councillor Christine Lawrence

8 Chair of Shadow Health and Wellbeing Board
l Cabinet Member for Health and Adult Social Care
Somerset County Council

Many things influence our health and wellbeing, the lifestyles we lead, our social
contacts, the environment around us as well as the health and care services which
support us.

Everyone in Somerset should have the right to enjoy good health and wellbeing but
some groups and communities systematically experience poorer health than others.
While this strategy aims to improve the health and wellbeing of everyone in the county,
it focuses on making faster improvements for those who are most vulnerable and
experience a poorer quality of life.

This is the first Health and Wellbeing Strategy for Somerset, led by a new Health and
Wellbeing Board for the county. Many people and organisations have contributed to it
so we have a shared vision for health and wellbeing for the county. We can't tackle
everything that impacts on health and wellbeing at once, but together we have agreed
three broad themes which we believe will make a significant difference to the lives of
people across Somerset.

The Board will have particular actions to take forward for each theme but just as
importantly, we are hoping that groups, parishes, communities and neighbourhoods are
also inspired to take local action. Overwhelmingly, people have said to us that the most
important thing that would improve health and wellbeing is for local people to be well
connected. Local people knowing each other, socialising together, providing support to
each other and joining up their efforts to make life easier for each other. Much is
already going on, especially in some communities, but you have said to us that you
really value that sense of community and you would like to develop it even more. The
Board and local public organisations can help with this but it cannot be done without
local people playing their part.

Our health and wellbeing is fundamental to how we live our lives and everyone has a
role in improving it for ourselves and the people around us. Together we have agreed
three things we want to focus our efforts on, we now have to ask ourselves what we
could do to play our part, either as an individual, as part of a community or as part of a
group or organisation?





Health and Wellbeing
Strategy for Somerset

This strategy sets out a shared vision and three themes for improving health and
wellbeing in Somerset. By agreeing these jointly, we can all work together, individuals,
groups, communities and organisations making sure we are all pulling together in the
same direction.

The strategy is not meant to cover everything that impacts on health and wellbeing.
The three themes have been chosen because many people and organisations have said
they are the most important things that would improve our health and wellbeing locally.
Information and data that is available for Somerset and local areas has also been used
to help us agree these priorities.

The boxes below show the vision and themes that we have agreed locally for the
county.

Shared Vision for Health and Wellbeing in Somerset
People live healthy and independent lives, supported by thriving and connected

communities with timely and easy access to high-quality and efficient public services
when they need them.

Priorities

Theme 1: People, families and communities take responsibility for their own health
and wellbeing.

Theme 2: Families and communities are thriving and resilient.

Theme 3: Somerset people are able to live independently.





Underlying Principles

The focus for this strategy is to improve health and wellbeing overall, but to make
improvements faster for groups and communities that experience poorer health and
quality of life.

To make the best use of resources the work contributing to this strategy will apply the
following principles:

Equity
Provision of services should be proportional to need and targeted to the areas, groups
and individuals that need them most.

Accessibility
Services should be accessible to all, with factors including geography, opening hours
and physical access being considered.

Integration

Where the integration of services provides an easier system and better outcomes for
people within the same overall cost, all relevant organisations should work together to
maximise the local benefits.

Effectiveness
Activities and services should be evidence-based and provide value for money.

Sustainability
The work contributing to this strategy should be developed and delivered with due
regard to the environmental, economic and social dimensions of sustainability.

Diversity
Activities and services should have due regard to the specific needs of protected groups
and foster good relations between different people when carrying out their duties.





Priority One

People, families and communities take responsibility for
their own health and wellbeing

Why is this important?

We all have a role to play in maintaining and improving the health and wellbeing of
ourselves and our families, by trying to live a healthier way of life.

We need to inspire and motivate individuals, families and communities to take
responsibility for their own health and wellbeing and provide support to those who may
need help to do so.

The lifestyles we lead play a significant part in our health and wellbeing. Heart disease
and cancers remain the main causes of premature deaths and health inequalities in
Somerset, but for the most part, these diseases are preventable by changing our
everyday habits.

In Somerset it is thought that 18% of adults currently smoke and 18% of pregnant
women continue to smoke throughout their pregnancy, one of the highest rates in the
country. It is estimated that smoking costs the NHS in Somerset £25.9 million pounds a
year.

Over three-quarters of adults in Somerset do not do enough physical activity to benefit
their health, the worst rate in the south west. This, combined with high calorific food
and large portion sizes, has contributed to an increase in overweight and obesity in the
county. It is estimated that 41% of adults in Somerset are currently overweight and
26% obese. Similarly, 23.4% of 4-5 year olds and 30.5% of 10-11 year olds are
overweight or obese.

Conditions associated with overweight and obesity are thought to cost the local NHS
£138 million a year. This is predicted to increase as obesity-related conditions such as
Type 2 diabetes rise.

Alcohol misuse undermines family and community life; it contributes significantly to anti-
social behaviour, crime, domestic violence and family breakdown. The proportion of
people drinking high levels of alcohol is increasing in Somerset. There were 9,276
alcohol-related hospital admissions in Somerset in 2010.

What would make a real difference?

Because the way we live our lives is largely shaped by the people around us and the
neighbourhoods we live in, the most effective way of encouraging healthier lifestyles is
through community-led action.





Making use of local opportunities, talents and facilities provides sustainable “built in”
support and motivation provided by the people around us. Helping individuals and local
professionals know what support is available within communities is key to successful
joint action to encourage healthier lifestyles.

Action — Community action

The Health and Wellbeing Board will give greater support for community-led action to
encourage healthier lifestyles. Examples of action include developing local health walks
and other community action as well as developing a more joined-up approach to
providing information about local opportunities.

The environment we live in does not always make the healthy choices the easiest ones.
Often small changes to adapt the environment can make a significant difference to the
lifestyles we lead. For example, where cycle paths or road crossings are placed,
availability of space to grow food or providing safe places to play all have an impact on
our lifestyles.

Action — Healthy planning and policy

The Health and Wellbeing Board will ensure that health and wellbeing is given due
consideration in planning and other policy decisions to maximise the positive impact of
our environment on healthy lifestyles. Examples of action could include identification of
community food growing spaces and use of planning to influence the position of
takeaways.

The Health and Wellbeing Board is keen to focus greater attention on preventing ill-
health and will review key service areas to ensure there is a shift of resources towards
prevention and that the effectiveness and efficiency of services is maximised through
more integrated working.

Action — Prevention first

The Health and Wellbeing Board will be used alongside other impact assessments, when
developing new local policy, taking significant decisions on services and during
commissioning processes. It will help organisations give due consideration to how the
work aligns and contributes to the themes within this strategy and give particular
emphasis on focusing greater attention on prevention.





Priority Two

Families and communities are thriving and resilient

Why is this important?

People who live in thriving and resilient families and communities enjoy a sense of
belonging, being cared for and valued. These feelings provide the foundations for
better health and a sense of wellbeing and foster an environment which supports people
to thrive and aspire to their potential. Unfortunately, not all people and families in
Somerset experience these benefits; some are vulnerable and live fragile lives which are
affected by even small changes to their circumstances.

Our mental health is an important indicator of our ability to cope with everyday life. It is
thought that 70,000 people in Somerset have a mental health problem at any one time,
often influenced by multiple things including low educational attainment, social isolation,
unemployment and financial and relationship problems.

The social circumstances in which we live are complex, yet we often try and tackle one
issue at a time, mainly in isolation from all the other things which affect our lives. Our
aim should be to develop well-connected, vibrant and supportive communities,
enhancing the way in which people live overall rather than focusing on specific issues.

Well-connected communities rely more on the products, assets, skills and facilities that
are available within the immediate neighbourhood. This leads to greater environmental,
social and economic sustainability. It also means that communities can be more
resilient to outside factors such as an economic downturn and fuel and food price
increases.

Educational attainment is important for longer-term resilience and is closely associated
with health and wellbeing throughout life. In 2010-11, 57% of children in Somerset met
the foundation stage requirements which are the measure used for school readiness.
57% of children in Somerset achieved five or more A*-C grades at GCSE (including
maths and English). For children who receive free school meals, this reduces to 28.3%.
Despite notable progress made in educational attainment locally, improvements have
been slower than the national increase.

What would make a real difference?

We need to work together to develop well-connected, vibrant and supportive
communities that encourage people to use local food, products and services where
possible. Specific attention needs to be given to vulnerable or excluded individuals and
groups who often experience poorer health and wellbeing and difficulties in engaging
with local services and the people around them.





Planning regulations should support the increase of small local enterprise and local
employment opportunities, underpinned by developing individual financial and work
skills.

Communities should be supported and encouraged to use local facilities in creative
ways, helping to reduce the need to travel and encouraging local action and more social
interaction within communities.

Action — Well-connected, vibrant communities

There will be a much greater focus on supporting neighbourhoods and communities to
take responsibility for shaping and transforming their own lives and their local services.
Examples of action include the development of local forums which inform community
and health services.

Educational attainment needs to continue to improve overall, but to reduce health
inequalities over the longer term, faster progress needs to be made for children from
more socially disadvantaged backgrounds or vulnerable groups.

Action — Improving educational attainment

The Health and Wellbeing Board will focus on continuing to improve educational
attainment at GCSE and foundation level with particular emphasis given to the groups
with lowest attainment. Examples of action include work to support families to prepare
children for starting school.

Some families experience considerable difficulties simultaneously and have a high need
for public services. Greater integration of these services, tailored to the needs of the
family, would be more effective at achieving improved outcomes for these families and
would minimise additional stress for the users.

Action — Supporting families and people with low resilience

There will be specific focus on working with the least resilient families and people in our
communities and ensuring smooth access to relevant and tailored services. Examples of
action include the development of a Troubled Families Programme and specific work
with excluded and/or vulnerable groups.





Priority Three

Somerset people are able to live independently

Why is this important?

Between 2010 and 2035, the Somerset population is expected to grow by 12%. The
largest increase is in people over the age of 75, where it is expected there will be a
doubling of the population from 55,000 to 107,800; an increase of 2.7% per year.

Most people want to stay living independently for as long as possible and have strong
emotional ties to their neighbourhoods. Having the right kind of accommodation in the
right place is one of the major factors that determine our ability to maintain
independence, particularly as we get older.

Moving house can be daunting and stressful at any time of life. Some older people will
move for lifestyle reasons; however, many only move at a time of crisis, usually when
their care needs have increased. More needs to be done to improve the availability and
marketing of suitable homes that meet the longer-term needs of older people and
enable them to enjoy a more independent life for longer.

In line with population changes, the proportion of people living with a long-term
condition will increase. The number of people over 85 years of age living with a limiting
long-term ilness is predicted to increase by 15% between 2011 and 2015. Similarly,
dementias currently affect 5% of people aged over 65 and 20% of those over 80 years.
The changing age profile will result in significant increases in the number of people
living with a dementia.

The role undertaken by carers will become even more crucial so that people are able to
remain independent. Services for carers should be joined-up across organisations in the
county to ensure that the most effective and efficient support is provided.

In 2010-11, those aged 85 and over accounted for 14,333 admissions to hospital, of
which 8,172 were emergencies. Older people at risk of losing their independence
following an illness or hospital admission currently receive care and support from a
number of organisations, often experiencing several handovers between professionals.
These services need to be more integrated with a focus throughout the system on
regaining and promoting independence and, for as long as possible, working with people
and the local community to help people remain in their own homes.

As well as rising house prices, young people are experiencing increasing rents and a
credit squeeze. More young people will be pushed towards the private rented sector in
2020, reflecting the growing problems of accessing home ownership and the social
rented sector.





What would make a real difference?

The local planning system needs to support a mix of housing developments. This must
take into account the needs and preferences of the future population. In addition, older
people need to be better informed of housing options at an early stage and more
practical support needs to be available to help people with their housing needs in later
life.

Action — Housing for independence

There needs to be an increased focus on the changing housing needs of the Somerset
population, with particular emphasis given to widening the housing options for achieving
and maintaining independent living. Examples of action include delivery of the Somerset
Vision for Housing through a joined-up Somerset Housing Framework, which also
considers issues of affordability, benefit changes and fuel poverty and housing
conditions.

Timely and effective support for carers, which is joined-up between organisations and
makes efficient use of available resources, is critical to supporting the vast number of
voluntary carers in the county. In addition, well-connected neighbourhoods and
communities can provide more informal support and opportunities for social
engagement for carers.

Action — Support for carers

The Health and Wellbeing Board will ensure support for carers is integrated across
health and social care. Examples of action include the setting up of a new universal
service for carers in Somerset and establishing a Carers Partnership Board.

More integrated working between health and social care services can reduce the need
for numerous assessments by different professionals and can provide a more complete
picture of the individual’s needs. Using the learning from a trial in the Taunton area,
more integrated support services should be adopted across the county, centred
specifically on the needs of the individual and developing and maintaining
independence.

Action — Joining-up of support services

Integrated health and social care will be developed across the county to support people
to regain and maintain their independence for as long as possible. Examples of action
include extending Integrated Living Teams across the county.





How can we all work together?

What is the role of the Health and Wellbeing Board?

The Health and Wellbeing Board has a responsibility to consider the needs of Somerset
and, with local partners and communities, develop a vision for health and wellbeing that
we can all work towards. The Board does not have a budget. Its role is to influence
how existing funding is spent and ensure that new and existing strategies reflect and
complement a collaborative approach to health and wellbeing, enabling organisations to
embed this way of working in all that we do.

The Board will have an annual work programme which will focus on particular issues
that impact on health and wellbeing locally. It will work with existing groups and
organisations to consider how we could approach complex issues differently, making
best use of our joint resources.

What is the role of the local people, groups, communities?

The consultation on this strategy found that people felt very strongly that local action
and responsibility was key to improved health and wellbeing. Having strong and vibrant
communities with people knowing their neighbours and helping each other out was very
important. The Board cannot deliver that; it can help inspire and foster local action but,
by its very nature, it can only be done by local people, groups and communities getting
involved and being local leaders. This involvement is central to the empowerment of
communities in shaping their lives and so enabling local issues to be tackled more
effectively.

Local people hold the key to success; they are willing and able to do more for
themselves. We must nurture this greater capacity to meet people’s needs and
aspirations within their own communities.

What is the role of a local organisation?

Local organisations have an important role to play and can act as brokers, bringing
together people and groups who share a common interest to achieve the best outcomes
for them.

The public sector, private, voluntary and community organisations have a development
role, both working in a more integrated way and, even more importantly, in supporting
local people to act as champions on relevant issues and become more actively involved
in local services.

Opportunities for stronger community engagement, participation in volunteering and
service delivery provision along with local assets being used more effectively and
efficiently can enable organisations to look to the future and bring about the best results
for, and with, local people.
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Putting the Strategy into
Action

The triangle below suggests the different types of action which will be needed, using
some of the examples in the strategy.

Explanation Examples

e Local Health
Walks

Local community

action that improves
connection between
local people and e Community Food
develops health and Growing Projects
wellbeing /L _____ '

e Somerset Vision for
Housing

Align the plans and actions
of single organisations to
the priorities in the strategy
and make sure they all work
together effectively

¢ NHS Health Checks
Programme

_______________________

i Further develop integrated
| services by jointly

1 commissioning those

1

1

1

1

_______________________

Integration of e Troubled Families

services
@ [

¢ Independent Living Teams

services across more than

one organisation e Services to support carers

e Review of substance
misuse services

This strategy sets the vision for Health and Wellbeing in Somerset and identifies three
themes that have been agreed locally as the most important in improving health and
wellbeing. An action plan will be agreed each year to drive the work of the Health and
Wellbeing Board.
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NHS Somerset CCG and Somerset County Council Final Submission

9 January 2015

Introduction to this document

This document is the revised submission for the Better Care Fund (‘BCF’) from Somerset
Health and Wellbeing board, Somerset County Council and NHS Somerset CCG.

We and our partners recognise the opportunity afforded by the BCF to enable us to
deliver better outcomes for the people of Somerset through fully integrated, person-
centric and seamless health and social care services.

Specifically:

The document sets out our aspirations and planned outcomes of integration, our
plans will continue to be developed in 2015.

In preparing our BCF submission we have been delighted to work with Somerset’s
District Councils, NHS Trusts, Care providers and charities to involve them in
designing a programme to integrate our services more closely. We have begun a
series of workshops and over the next months we will be challenging our
operations and planning for redesigned services.

We are using a planning assumption that the BCF in Somerset is £41.3m for
2015/16 which is a figure higher than the mandated Somerset BCF fund of £38.6m
as a result of additional funding provided by Somerset County Council. As plans
develop we expect the Fund size to increase as more programmes are
incorporated into the Better Care Fund initiative.

We are excited by the opportunity to work more closely across the system to provide
integrated services to the people of Somerset.

Better Care Fund Page 2 of 105





Final Submission

NHS Somerset CCG and Somerset County Council
9 January 2015

Our vision

People in Somerset will be encouraged to stay healthy and well
through a focus on healthy lifestyle choices and self-care. When
people need to access care or support this will be through joined
up health, social care and wellbeing services. The result will be a
healthier population with access to high quality health and social
care that is affordable and sustainable

Our demographic context — and the challenge for
Integrated Health and Care

Between 2010 and 2035, the Somerset population is expected to grow by
12%. The largest increase is in people over the age of 75, where it is
expected there will be a doubling of the population from 55,000 to 107,800;
an increase of 2.7% per year.

In line with population changes, the proportion of people living with a long-
term condition will increase. The number of people over 85 years of age
living with a limiting long-term iliness is predicted to increase by 15%
between 2011 and 2015. Similarly, dementia currently affects 5% of people
aged over 65 and 20% of those over 80 years. The changing age profile will
result in significant increases in the number of people living with dementia.

The role undertaken by carers will become even more crucial so that people
are able to remain independent. Services for carers should be joined-up
across organisations in the county to ensure that the most effective and

efficient support is provided.

In 2010-11, those aged 85 and over accounted for 14,333 admissions to

hospital, of which 8,172 were emergencies. Older people at risk of losing
their independence following an illness or hospital admission currently

receive care and support from a number of organisations, often experiencing

several handovers between professionals. These services need to be more

integrated with a focus throughout the system on regaining and promoting
independence and, for as long as possible, working with people and the

local community to help people remain in their own homes.

Better Care Fund Page 3 of 105





NHS Somerset CCG and Somerset County Council Final Submission
9 January 2015

Local {8 NHS

Government England

Association

Updated July 2014

Better Care Fund planning template — Part 1

Please note, there are two parts to the Better Care Fund planning template. Both parts
must be completed as part of your Better Care Fund Submission. Part 2 is in Excel and
contains metrics and finance.

Both parts of the plans are to be submitted by 12 noon on 19™ September 2014. Please
send as attachments to bettercarefund@dh.gsi.gov.uk as well as to the relevant NHS
England Area Team and Local government representative.

To find your relevant Area Team and local government representative, and for additional
support, guidance and contact details, please see the Better Care Fund pages on the
NHS England or LGA websites.

1) PLAN DETAILS

a) Summary of Plan

Local Authority Somerset County Council

Clinical Commissioning Group NHS Somerset CCG

Boundary Differences None

Approved for submission by HWB 18 September 2014 / 8 January 2015
Date submitted: 18 September 2014 /9 January 2015

Minimum required value of BCF pooled
budget: 2014/15 £11.4m

2015/16 | £38.6m

Total agreed value of pooled budget:
2014/15 | £11-4m

2015/16 | £41.3m
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Final Submission

b) Authorisation and signoff

Signed on behall of the Clinical
Commissioning Group NHS Somerset CCG

By

Dr Matthew Dolman

Position Chalrman
Date 18 September 2014
_ Signed on behalf of the Council Somersat County Council

»

P

Clir Wiiliam Wallace
“Position 'Cabinet member for Adults and Health
‘Date 1B September 2014
Signed on behalf of the Health and
Wellbeing Board Somerset HWB
@Qp LW Vtn CF
Clir Christine Lawrence
Position Chair of Health and Weilbeing Beard
Date _| 18 Seplember 2014 =

9 January 2015

The authorised BCF plan submitted on 18 September 2014 is available on the Somerset County

Council Web site.

http://www1.somerset.gov.uk/council/portfolio%2048/Better%20Care%20Fund%20Strategy%20and%20Plan.pdf

An updated version will be available on the website following full approval through the NHS-

England BCF Assurance Process.

Better Care Fund
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b) Related documentation

Final Submission
9 January 2015

Please include information/links to any related documents such as the full project plan for
the scheme, and documents related to each national condition.

Note: Documents referenced in this table can be found in the ZIP file submitted on
3 April 2014 as part of the original BCF planning process.

Document or information title

Synopsis

Terms of Reference for the
Health and Wellbeing Board

The current model of constitution for Somerset’s Health
and Wellbeing Board, including Terms of Reference.

Health and Wellbeing Strategy

The shared vision for health and wellbeing for Somerset
2013-18 approved by the Health and Wellbeing Board

Somerset Joint Strategic Needs
Assessment 2014

The JSNA for Somerset approved by the Health and
Wellbeing Board on 27 March 2014.

Somerset County Council’s
Adult Commissioning Intentions

A draft of Somerset County Council’s 3 year adults
commissioning plan including commissioning intentions.

Symphony Programme

A design brief presentation for the Symphony project.
This South Somerset pilot project encompasses
integrated care delivery and person centred outcomes.

Long term condition framework

Sets out the strategy for supporting long-term conditions,
including discussion of ‘House of Care’

CCG Strategy documents

The Two-Year strategy is attached (presented to HWB on
27 March 2014) and a 5 year strategy is attached in draft
form (presented to CCG Governing Body)

Frail Elderly Pathway Vision
Document

This document describes a service model for older frail
people in Somerset.

ToR: The Somerset Health and
Wellbeing Leadership Group

Draft Terms of Reference of the leadership group
supporting change.

ToR: The Somerset System
Transformation Group (STG)

Draft Terms of reference for the working group supporting
the leadership group.

Somerset Information Sharing
Protocol

Sets out protocol for sharing user information between
practitioners

Somerset Symphony Pioneer
EOI

Sets out Somerset’s bid to become an Integration Pioneer
with the South Somerset ‘Symphony’ project for
integrated health and social care.

Somerset FFT Application Bid

Sets out the scope for an mobile device application to
develop the Friends and Family Test across health and
care pathways

Better Care Fund
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2) VISION FOR HEALTH AND CARE SERVICES

a) Drawing on your JSNA, JHWS and patient and service user feedback, please describe
the vision for health and social care services for this community for 2019/20

Our vision

People in Somerset will be encouraged to stay healthy and well through a focus on
healthy lifestyle choices and self-care. When people need to access care or support this
will be through joined up health, social care and wellbeing services. The result will be a
healthier population with access to high quality health and social care that is affordable
and sustainable

Excerpt from:
Somerset Health and Wellbeing Strategy

Priority Three
Somerset people are able to live independently

Why is this important?

Between 2010 and 2035, the Somerset population is expected to grow by 12%. The
largest increase is in people over the age of 75, where it is expected there will be a
doubling of the population from 55,000 to 107,800; an increase of 2.7% per year.

Most people want to stay living independently for as long as possible and have strong
emotional ties to their neighbourhoods. Having the right kind of accommodation in the
right place is one of the major factors that determine our ability to maintain
independence, particularly as we get older.

In line with population changes, the proportion of people living with a long-term condition
will increase. The number of people over 85 years of age living with a limiting long-term
illness is predicted to increase by 15% between 2011 and 2015. Similarly, dementias
currently affect 5% of people aged over 65 and 20% of those over 80 years. The
changing age profile will result in significant increases in the number of people living with
a dementia.

The role undertaken by carers will become even more crucial so that people are able to
remain independent. Services for carers should be joined-up across organisations in the
county to ensure that the most effective and efficient support is provided.

In 2010-11, those aged 85 and over accounted for 14,333 admissions to hospital, of
which 8,172 were emergencies. Older people at risk of losing their independence
following an illness or hospital admission currently receive care and support from a
number of organisations, often experiencing several handovers between professionals.
These services need to be more integrated with a focus throughout the system on
regaining and promoting independence and, for as long as possible, working with people
and the local community to help people remain in their own homes.
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What would make a real difference?

The local planning system needs to support a mix of housing developments. This must
take into account the needs and preferences of the future population. In addition, older
people need to be better informed of housing options at an early stage and more
practical support needs to be available to help people with their housing needs in later
life.

Action — Housing for independence

There needs to be an increased focus on the changing housing needs of the Somerset
population, with particular emphasis given to widening the housing options for achieving
and maintaining independent living. Examples of action include delivery of the Somerset
Vision for Housing through a joined-up Somerset Housing Framework, which also
considers issues of affordability, benefit changes and fuel poverty and housing
conditions.

Timely and effective support for carers, which is joined-up between organisations and
makes efficient use of available resources, is critical to supporting the vast number of
voluntary carers in the county. In addition, well-connected neighbourhoods and
communities can provide more informal support and opportunities for social engagement
for carers.

Action — Support for carers

The Health and Wellbeing Board will ensure support for carers is integrated across health
and social care. Examples of action include the setting up of a new universal service for
carers in Somerset and establishing a Carers Partnership Board.

More integrated working between health and social care services can reduce the need
for numerous assessments by different professionals and can provide a more complete
picture of the individual's needs. Using the learning from a trial in the Taunton area,
more integrated support services should be adopted across the county, centred
specifically on the needs of the individual and developing and maintaining independence.

Action — Joining-up of support services

Integrated health and social care will be developed across the county to support people
to regain and maintain their independence for as long as possible. Examples of action
include extending Integrated Living Teams across the county.

Better Care Fund Page 8 of 105






Final Submission
9 January 2015

NHS Somerset CCG and Somerset County Council

Demographic information from JSNA 2013/14

Population and changing demographics
http://www.somersetintelligence.org.uk/people-and-neighbourhoods.html

The population of Somerset is approximately 535,000. The age profile is weighted slightly
towards people of older age; and the median age in Somerset is 44 compared to 39
nationally. The population is projected to rise by around 0.7% (3,500 people) each year.
The majority of the population increase in Somerset is due to projected rises in the
number of older people (aged 65+) living in the county, anticipated to increase by around
30% between 2011 and 2021.

Somerset’s ageing population will pose on-going challenges for health, social care and
housing providers. However, large numbers of people post retirement are often very
active in their community and provide a valuable resource for action. Although a county
breakdown is not available, the 2012/3 Community Life Survey showed the South West
currently has the highest rate of formal volunteering and the highest rate of formal
charitable giving of any region in England.

The number of children (aged 0-15) in Somerset is projected to rise by around 11% by
2021, while the number of ‘working age’ people (aged 16-64) is projected to fall slightly.
The county faces particular challenges in how to drive the local economy forward as the
working-age population contracts.

85+
80-84
7579 | |
70-74 | |
65-69
60-64
55-59 | |
50-54 | |
45-49 | |
40-44 | |
3539 | |
30-34
25-29
20-24
15-19 | |
10-14 | |

0-4

5% 4% 3% 2% 1%

Males

0% 1% 2% 3%

Females

1% 5%

This population pyramid shows the Somerset population (shaded bars) in comparison to
the England average. Compared to England, Somerset has a higher proportion of people
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aged over 65 and lower proportions of children and people in the 20-29 age group.
Health

The ageing population has particular implications for services in Somerset as it is a key
risk factor for many common health conditions. As Somerset has an older population
than the national average, and the 65+ age group is projected to rise by a further 30% by
2021, this will increase numbers of patients with cardiovascular disease, cancer and
diabetes still further. Projected increases for dementia and heart failure are particularly
high. However, it must be noted that smaller increases in conditions that are more
common (e.g. hypertension) can have a bigger impact on the burden of disease.

Better Care Fund Page 10 of 105






Final Submission

NHS Somerset CCG and Somerset County Council

9 January 2015

TSRO DUR SR S0 P e T 0SawEEa SRR 1L € 5 23S0 SURSP PRUIULSIB 0N AU pue SOeang Pl S U ED DRI BOAY USRI IR OF M DUE SIB0I0IE |EX0N0UST PR RILEWNY PUE RS0 D) DU LESMIAG Tepa0 BW0S S s .

waysts
angsadip ay)
10 SISEISIP 1410 06

wajsAs aaysadip
) JO saseasi()

s1aa|n andad pue

|euaponp Ousey
s1soy U Fuipngpou) s
ASLISIP 13A1| JUOILY)

WSEISIP
Aojenan g0 €617

uoisuapadiy €2 —

sndeydosa(y
SEAIE

eluaeyna)

1searg

FeIS0Id Aauppy

AeAD

[€10310[0)

S133URI 13410

88¢1¢

Sa50IS|P

Al N1

PH0Ns

aseasip peay Aleuolo)

wasAs snoasau ayy - B6STIT WaisAs snomau
1O Saseas|p 1340 i 9Y3 Jo saseasiq

Asdapdy

(sosned |je) Z1-800¢

Buunp 13SHINOS
ul syieap |ejo|

Ud02 19430 EluoNatg

SND Jo sped 19410 pue uielg ‘aAs Jo 1aoue)

ewolydwhy suyBpor-uon

"9sNe?
ey} 0] anp Syjeap aiow a3)edlpul
.5q0|q, J8b1e7 "ZT0Z 104 19SI8WOS
ul yeap Jo sasned Jo Aouanbaiy
aAlle[al 8yl sSmoys weibelp siyl

© JSyleap pajeas-#nig

ewoue ueudiew

9 Lpaunuajapun
Ainlu) pue apng

S1aplosip

wsT |EINDIABY3G PUE [BIU3IN

SISEFSIP N0 pue
[EUOLIINUY BUIIOPUS 18410

61¥
SISEASIP Jjoqejau

(043

ue [euoyIINuy ‘aulnopuy
pue | p —

SISeasIp ‘::ﬁm.:u: puUE SNONI9UI NIEHay

i M.x.mow.%
sk 101esdsay
BUIYSY o :
Asupjibsmy 918 RV Suapdy
+E9 :
ewsAydws @
12 spyuolg
pue spy 911 TEET S|} [eapIY | SIE S1uapoy 1310
B

SIUBPINIE LOdSUEI} pue]

Page 11 of 105

Better Care Fund





NHS Somerset CCG and Somerset County Council Final Submission
9 January 2015

Dementia http://www.somersetintelligence.org.uk/dementia.html

The size of the population is growing and people are living longer, by 2021 there will be
over 1 million people living with dementia in the UK. This currently costs the NHS, local
authorities and families £23 billion a year and this will grow to £27 billion by 2018.

In Somerset there are approximately 8,720 people with dementia, and 150 of these
people are aged under the age of 65. This is expected to increase to 11,400 by 2021.
Rates of dementia in Somerset are significantly higher than those seen in the rest of
England and there are indications that even this figure may significantly under-represent
actual need.

Somerset has increased dementia diagnosis rates over the last few years. The proportion
of expected prevalence recorded on GP practice registers with dementia at the end of
March 2013 was 47% - this is an increase of 15% since March 2010.

In Somerset over 50,000 people act as unpaid carers and of those, many will care for
someone with dementia. Nationally, one quarter of all hospital beds are occupied by
someone with dementia at any time. Providing appropriate services for those with
dementia and the future projected numbers is a major challenge for health and social
care commissioners.

Older People

Somerset has a higher proportion of older people than the national average and as this
age group is also projected to grow at a faster rate than others, understanding their
needs will be vital to the successful commissioning of local health and social care.

The 2011 JSNA® included a focus report on the health and wellbeing of older people
(http://www.somersetintelligence.org.uk/jsna2011/). This identified key issues such as
being a carer, low incomes, winter warmth, disability and long term conditions and the
positive contributions this group can make to society.

! Section 7- JSNA 2011
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b) What difference will this make to patient and service user outcomes?

THE HEALTH AND CARE VISION FOR SOMERSET 2014-2019

1

1.1

2.1

2.2

3.1

4.1

VISION

People in Somerset will be encouraged to stay healthy and well through a
focus on building support for people in our local communities and
neighbourhoods, supporting healthy lifestyle choices to be the easier choices
and supporting people to self-care and be actively engaged in managing their
condition. When people need to access care or support this will be through
joined up health, social care and wellbeing services. The result will be a
healthier population with access to high quality care that is affordable and
sustainable.

PREVENTION

In line with the Somerset Health and Wellbeing Strategy, we will work with
local communities and groups to foster personal responsibility for health and
wellbeing. Primary responsibility for health and wellbeing needs to be shifted
from services to individuals, families, carers and communities. All health and
social care professionals will first and foremost act to enable people and
communities to build this responsibility back into their lives.

At every point of contact with health and social care professionals, the
emphasis will be on supporting individuals and families to regain and maintain
health and independence as far as possible.

SELF-MANAGEMENT

We will help people, relatives, carers and communities to maximise their
knowledge, skills and confidence when dealing with their health and wellbeing.
In particular we will support people to feel confident about staying well and
dealing with minor illness. We will help communities and groups to take the
initiative and develop local support and resilience. We will also support
people to feel empowered to manage their long-term conditions, and have a
clear understanding about the medications they are taking.

PERSON CENTRED CARE

Somerset CCG will jointly commission community services with Somerset
County Council so patient and users experience seamless services across
health and care. Our medium term ambition for people with complex health
and social care needs will be that each person has a care co-ordinator
accessible through a single point of access. These care co-ordinators will
work within integrated community teams (as below) and may be the person’s
GP or a member of the community teams who is most appropriate to meet the
individual's needs. Health and care professionals will agree expected

Better Care Fund
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4.2

4.3

4.4

4.5

outcomes with people through co-creation in partnership. Expertise will be
pulled into these teams from the third sector and local community networks so
the individual experiences a seamless pathway of care.

Integration and coordination of services around the individual will positively
impact on everyone in the community from supporting new parents to people
at the end of their life. In particular, integrating services will help people who
are most vulnerable in our communities. Mental Health and/or Learning
Disability services will have well-developed strategies that focus on
enablement/reablement/recovery and individual empowerment. Children and
Young Peoples Services will be jointly commissioned and delivered in
partnership between health, the county council and education, to ensure the
safety, wellbeing and development of children and young people in Somerset.

People will have easier access to specialist expertise when needed by
bringing professionals into the community and using innovative technology to
enable this.

Information technology will support the individual having access to their record
and support professionals sharing information.

Personal health budgets will be offered to people with long term conditions
and disability to give more choice and control over their individual treatments
and care. Personal budgets through direct payments will be the default
approach in social care to support responsibility, choice and control. We will
jointly commission personal support planning and brokerage so that
individuals personal budgets can be managed seamlessly as their needs
change and responsibility transfers to health. This will also ensure a user led
approach.

Better Care Fund
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5 COMMUNITY TEAMS
We will place people at the centre of our health and care system.

Figure: Person-Centred Care

Polce

Probation Pharmacist Housing Cfficer

Based GP + PHCT
Arcund
Practices

Benefits

advisor

Ecucation

Consultants
Intluding Genatricians
Psychiatnsis

| Care
Orug and Alcohol | Co-ordinatar

Worker

Physio |

Care Planner

Hospice Team

SW:  Social Worker

)| Occupational Therapist
CM  Community Matron Speciais! Nurse
DN: District Nurse or Allled H
CPN: Community Psychiatric Nurse

Voluntary Sectoe

6 COMMUNITY AND PRIMARY CARE

6.1 The focus for primary care will fundamentally shift to place greater emphasis
on the promotion of health and wellbeing and to support greater patient and
carer involvement and responsibility. There will be an enhanced focus on
long-term conditions - embracing personalised care planning, care co-
ordination and access to information.

6.2 Primary care will develop systems to improve management of multiple co-
morbidities and complexity. Primary care will be encouraged to have
appropriate length of appointments to manage people with complex
conditions.

6.3 We will have seven day working for urgent primary care cases and patients
with an urgent care need will have access to a same day assessment by a
primary care clinician. Seven day working will also be available within Acute
Hospitals and in discharge and admission avoidance services.

6.4 We will enhance the resources available through primary care and social care.
We will work together to provide long-term coordinated person-centred
community and primary care services to people with life-long learning
disabilities (including acquired brain injury and severe and enduring mental
health conditions).
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7.1

7.2

7.3

7.4

7.5

8.1

A FOCUS ON PLACE

Care will be delivered in the most appropriate place to achieve safe and high
quality care with excellent user experience. Where possible this will be in local
communities. For those with urgent care needs, NHS 111 will signpost people
to the most appropriate service, or enable people to self-manage their
condition.

Our community hospitals and healthy living centres will take an increasingly
important role as advocates of better health and wellbeing. The CCG has
instigated a Community Services Review which will help shape the function
and infrastructure of community services.

Acute Hospitals are an essential component of the integrated community
service. They will have fewer inpatient beds and the model of service delivery
will be refocused to rapid assessment and diagnosis so that where possible
people can receive their treatment and care in their local community. We will
use evidence from NICE and best practice available to commission services
that deliver the best outcomes and decommission services that do not improve
users’ outcomes.

Some acute services may need to be centralised to ensure that sufficient
patients are seen to ensure consistent high quality services that are affordable
and sustainable.

Supporting independence, recovery and end-of-life care for people in their own
homes will be a priority and we will build on the success achieved through the
Delivering Choice programme in Somerset to improve the coordination of care
not just at end of life to reduce the use of residential and nursing home care by
improving the quality and accessibility of integrated treatment and care at
home.

DESIGN OF SERVICES

Patients, service users and the public will be engaged in the design of all
services for Somerset, and feedback from these and the public and health
professionals shall be used to inform quality improvements in Health and
Social Care.

Better Care Fund
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¢) What changes will have been delivered in the pattern and configuration of services
over the next five years, and how will BCF funded work contribute to this?

Integrated care is a core element of the overall strategy to deliver the vision for health
and social care in Somerset. It contributes significantly to the agreed overall Health and
Wellbeing Vision for the County.

The aim of integrated care is improve people’s quality of life by providing people with the
right care, in the right place and the right time; in the most person-centric, sustainable
and cost-effective way, irrespective of organisation boundaries.

We will achieve this through the following objectives:
e to focus on personalising services around the individual rather than relying on

disease and service-led pathways.

e to encourage providers to enable people to have more control of their
outcomes, setting their own goals and describing what ‘good’ looks like for
them.

e to enable people to be more motivated and knowledgeable, monitoring their
own symptoms and behaviours, and knowing when to request additional help
and how best to escalate those problems.

e to develop a community network that supports individuals using active case
management and identifying frail elderly people

e to redesign decision pathways to reduce avoidable admissions to urgent and
emergency care.

e to transform services through a seamless and integrated approach to health
and social care based around care hubs and including:

o risk stratification to target the right services, at the right level, to the right
people

o multi-disciplinary, multi-organisational integrated care teams

o enabling the maximum number of people to self-manage at all levels of
need

e to provide support and training for the health and care workforce to provide a
more fulfilling experience.

e to improve the effective management of long term conditions including
dementia
to improve the effective primary and social care support for people with mental
health conditions

e to improve the effective management of physical and mental health conditions
in people who have a learning disability

e to improve the effective coordination of end-of-life care

e to ensure high quality care and support for people in care homes

e to ensure active medicines management to ensure patients are fully informed
about their medicines and how to take them
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The Better Care Fund acts as a catalyst for change and a reconsideration of how the
health and care services work together. We are already providing joint funding for
reablement, learning and disabilities and equipment purchasing, but we see the BCF
prompting a step change in joint commissioning and a increased focus on effective
integrated working. To this end, the size of the BCF is of secondary importance, we
understand that the operating principles, working together, increased trust and more
sharing of information is critical to the success of integrated services.

We will measure our success, including health gain, through the existing national
measures (including those identified for use with the BCF) for example:
e Self-reported well-being scale ( WEMWBS)
Patient-activation measure
Friends and family test
NHS outcomes framework, domains 2, 3 and 4
Reduction in pressure ulcers in all settings including in people’s own homes
ASCOF outcomes framework

Our vision is

People in Somerset will be encouraged to stay healthy and well through a focus on
healthy lifestyle choices and self-care. When people need to access care or support this
will be through joined up health, social care and wellbeing services. The result will be a
healthier population with access to high quality health and social care that is affordable
and sustainable

Achieving our vision will require system transformation for all providers of health
and social care across Somerset supported by commissioners.

People will be empowered to direct their care and support, and to receive the care they
need in their homes or local community. GPs will play a pivotal role within this, all
providers of health and care services will need to change how they work, and particularly
how they interact with service users and each other. Somerset CCG and Somerset
County Council’'s commissioners are committed to working together to create a range of
options which can positively affect the required behavioral and attitudinal change to
ensure that this happens at scale and at pace.

It is recognised locally that over the next five years in excess of £200 million worth of
change and transformation is required to maintain and sustain health and care services
in Somerset. It is, however, also important to recognise that the overall spend by the
CCG is not expected to fall over the next five years. In other words the current spend on
health services per year by Somerset CCG, of around £650 million, will be similar in 2019
asitisin 2014 and 2016.

The challenge for the services is managing to continue to support people when the
demands from the population stay the same or reduce; and the population grows as
people live for longer; and the prevalence of disease increases due, in large part, to poor
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lifestyle choices. What this means is that we will not have enough money to provide what
is needed unless there is change and transformation by all parts of the health and care
system, and change by the people of Somerset in the way that they live their lives and
make choices about how they access services.

We will use the BCF to:

Help people self-manage and provide peer support working in partnership with the
voluntary, community sector.

There are many good preventative services in place across the county: the BCF will be
used to protect and increase investment in this area. The aim is to develop a more
detailed shared understanding of which groups in the population are most at risk of
needing health and social care intervention (and why) and use emerging national
evidence to agree shared priorities for future investment. Our aim is to prevent people
from developing ill health, disability and social care needs; delay or prevent their need for
expensive interventions; and reduce the scale of the support they need.

Continue to invest in developing personalised health and care budgets working with
service users and frontline practitioners to empower people to make informed decisions
around their care. We aim to achieving a reduction in admissions of older people to
residential care home by 20% and nursing homes by 10% over the next 2 years. The
extension of “personalisation” in Somerset has wide ranging repercussions including, the
need to stimulate new markets, to embed new business processes, to sustain the
programme of culture change at the front line and to increase the engagement of key
partners and providers. Expanding the offer of personal budgets into personalised care
planning provide the ability to offer people with long term conditions, a personalised
health budget. This will include people eligible for publicly-funded social care who would
also be offered a personal budget or direct payment to purchase home care.

Continue to invest in reablement through Independent Living Teams (ILTS) to,
reducing hospital admissions and social care costs, reduce delayed transfers of care and
provide 7 day health and social care provision. We will integrate NHS and social care
systems around the NHS Number to ensure that frontline practitioners, and ultimately all
patients and service users, have access to all of the records and information they need to
provide safe and effective care.

Joint health and social care Independent Living Teams have been developed in most
parts of the county with plans in place to complete a roll out across the County in 2014.
This service is achieving good results in enabling individuals to continue to live
independently. These services will continue to develop and will continue to involve a
spectrum of services and interventions. The service is currently provided by integrated
teams of health, social care, and domiciliary care providers. The further development of
this service will include the improved use of community and volunteer services and
signposting to services and support. The aim of ILTs is to support individuals / carers to
be as independent as possible and support people whose health, functioning and
independence is beginning to deteriorate, to ensure that they are able to retain the best
quality of life possible. The next step will be working to redesign the service so that it has
a clear focus on the delivery of outcomes including good value for money: for example,
reductions in admissions to acute hospitals; the number of people who need long-term
home care; and the amount of long-term care each person receives.
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Invest in facilitating and enabling projects to promote integrated working.

There are a number of projects which will enable integrated health and social care to be
implemented more effectively.

Somerset has already adopted use of the NHS Number across health and social care.
Our intention is that this number will ultimately enable all frontline professionals, patients
and service users to access appropriate records and information they need.

Our Symphony project in South Somerset has validated the use of data aggregation as a
means of identifying user cohorts to support new approaches to providing care services.
We intend to expand this data set to cover the entire County to further integrated
working.

We intend to undertake a full review of the use of technology to support primary and
secondary prevention, enable self-management, improve user experience and access,
and free up professional resources to focus on individuals in greatest need. Specific
examples would include telecare and telehealth to build confidence in individuals which
results in decreased demand for social, primary and community care. Somerset has over
500 people actively managing their health conditions by telehealth and our ambition is to
significantly increase this number over the next year.

We will continue to improve joint working across health and care at commissioner and
provider level. We have established a joint system transformation board, a number of
shared re-design working groups, and invited participation from District Council housing
officers, care providers and the voluntary sector.

At the operations level, key decisions on care for individuals are made by ILTs which
currently consist of health and social care professionals, and which during 2014 will be
expanded to include primary care and nursing input. This is being piloted in our
Symphony project.

We will establish a commissioning review programme of all existing services, including
services commissioned under existing section 256 agreements within the BCF, to ensure
they represent value for money and re-procure services where necessary to enable
integrated working.

We have the opportunity to reduce cost and avoid duplication through common
procurement of shared and similar items, including Advocacy services, support for
carers, equipment and assistive technology, home improvement adaptations, care and
support at home for people with health and care needs, integrated reablement services,
and specialist placements meeting complex health and social care needs.

We will create a joint Nursing and Care Home Commissioning Team focused on
improving outcomes through transforming the quality, consistency and co-ordination of
care across the nursing and care homes of the County. We have already put in place a
joint commissioning team for domiciliary care and personalisation.

Integration operates most effectively when different parts of the system understand each
other. We will put in place an education and communication programme to build trust
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between professionals and practitioners in Somerset who are supporting people to make
informed decisions about their health and care needs.

An overview of the overall timeline for the next six months in preparation for the
full implementation of BCF in April 2015.

We have many different models being developed across Somerset. All of the following
initiatives pre-date the Better Care Fund announcements and we now have the
opportunity to engage with commissioners, local stakeholders and providers to formalise
a more integrated, and cross-county, approach to commissioning:

A commissioning framework for people with Long Term conditions to deliver a
personalised care planning approach.

The Symphony Project

Independent Living Teams

A focus on meeting the needs for people who are frail and elderly through pathway
and service redesign

Community services reconfiguration

Acute services review

In addition, we have already made some changes and are working on others:

We have clarified the governance role of the Health and Wellbeing Board

We have clarified the role of the Joint Commissioning Board (our joint
commissioning forum) in the light of the BCF opportunity and have reworked its
Terms of Reference to incorporate the BCF.

We have baselined current performance where possible, and more modeling is
being done on reablement, Symphony projects, system costs (eg bed costs) and
relative staffing costs. Understanding system costs will inform future service
redesign.

We continue to invest in enabling and facilitating projects

We have developed and grouped our current projects into four BCF schemes:
Scheme A: Reablement & Independent Living Teams

Scheme B: Person-centric care and support

Scheme C: Avoiding Admissions for Frail Older People

Scheme D: Housing adaptations

o O O O

We are developing approaches to some of the most difficult practical aspects of
making integration across providers effective, for example, alliance contracting,
information sharing and integrated teams

We are progressing the development of joint commissioning intentions, outline
specifications, business cases and plans to support greater co-ordination and
integration, including in relation to community health and adult social care.

To incentivise and support Primary Care in the BCF (and to help GPs understand
their role in managing demand for acute services) we have allocated £850,000 of
funds from the ‘NHS Primary Care Collaborative Fund’, (an amount of up to £5 per
head of population which provides a fund of £2.7 million for Somerset) to support
integrated working. This figure is not included in the BCF figures in Part 2 as the
commissioning responsibility for this fund remains solely with the CCG.

Through the recently formed Leadership Group for Health and Care, we have created a
forum for debate and the redesign of services. We have adopted a ‘Hub and Spoke’
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implementation model to manage and encourage local integration projects with
consistency across the County.
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3) CASE FOR CHANGE

Please set out a clear, analytically driven understanding of how care can be
improved by integration in your area, explaining the risk stratification exercises you
have undertaken as part of this.

Set out in Section 2 is our vision for health and care in Somerset. The Symphony Project
is a key enabler to help people access care and/or support through joined up health,
social care and wellbeing services. The planning and preparation involved in the
Symphony Project over the past two years allows it to become a fundamental part of our
BCF plan in particularly delivering person-centred care.

Our plans to implement the BCF schemes, building on the risk stratification, analysis and
experience of the Symphony project are set out in Section 4.

Of national recognition, the comprehensive risk stratification processes developed for the
Symphony project underpin our analytical case for change.

In our ‘Health and Care Vision’ outlined above, we stated that ‘our Symphony project in
South Somerset has validated the use of data aggregation as a means of identifying user
cohorts to support new approaches to providing care services.’

Analytical work on the Symphony project was based on full risk stratification processes
incorporating both Acute and Primary Care. Since 2009, Somerset has been using the
RISC tool from Optum Health. On a monthly basis, we conduct monthly Episode
Treatment Group (ETG) condition classification of all Somerset patients, calculation of
individual patient risk scores (based on their likelihood of an unscheduled admission in
the next 12 months), and we communicate this information to GPs and other health
professionals to support the care planning of individual patients.

Somerset was one of the first health communities in the country to fully and consistently
risk stratify its population and has supported national QIPP teams to help roll out across
the country the concepts and practical steps for implementation.

To establish the analytical business case for Symphony, we created a holistic
(patient centred) dataset for all Somerset patients:

The goal of the Project is to enable patient-centred health and social care in South
Somerset; to improve visibility and understanding of the needs of defined patient groups
— particularly those with complex conditions — and secondly to foster greater collaboration
between providers and to optimise patient pathways for these groups.

To understand and quantify how patients can benefit from integrated care, supported by
South West Commissioning Support (SWCS), we built a detailed and consolidated
patient-level dataset that would allow the Symphony team to analyse resource usage, in
terms of activity and cost, for different groups of patients.

This was the first step in identifying priority patients for redesign of integrated care;
estimating the total budgetary value that they represented and setting a baseline against
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which stakeholders could measure future outcome improvements.

Our approach covers all activity and cost across all settings of care and identifies
all the clinical conditions of the patient:

We collected anonymised healthcare and demographic data for Somerset patients from
all providers of care to ensure the data sample was comprehensive and sufficiently rich.

This included:

e Primary Care (75 GP Practices),

e Acute Care (4 ‘local’ Acute Trusts and all other Acute activity for Somerset
patients as recorded through the Secondary Users Service (SUS))

¢ Mental Health and Community Services (from Somerset Partnership NHS Trust)

e Activity and cost of Adult Social Care (from Somerset County Council)

Through collecting this data we have created a single view of the care each patient
received, for what type of conditions, and at what combined cost across all organisations.
base data was further enriched with each individual’s morbidity profile, derived from the
‘RISC’ risk-stratification system and based on the Episode Treatment Groups (ETG)
condition classification system supplied by Optum Health.

Data will also undergo a major refresh annually to ensure that its accuracy and relevance
build over time and that it provides an ever more solid foundation for the development
and subsequent evaluation of integrated care strategies.

In conjunction with the Centre for Health Economics, York University, we analysed
the data to understand the impact and opportunities for integrated care:

The Centre for Health Economics at York University analysed the —
dataset, producing a full research paper entitled “ The Importance of |HSJ ==

Multimorbidity in Explaining Utilisation and Costs Across Health and " MORE TRAN THE
Social Care Settings: Evidence from South Somerset’s Symphony SUM OF ITS PARTS
Project” (http://www.york.ac.uk/che/news/research-paper-96/) , co-
authored with members of staff from Somerset CCG, Yeovil District
Hospital, local Clinical Leads and SWCS.work was featured on the
front cover of Health Service Journal in April 2014, under the
heading ‘More than the sum of its parts: how data can help solve the
integrated care puzzle’. A short video recorded by Professor Andrew
Street outlines the key findings and the case for change:

http://www.youtube.com/watch?v=Cr7aevRGBgM

The analysis identified the frequency of conditions and the co-morbidity profile of the
entire population and, for the most frequent conditions, assessed combined utilisation
and costs across health and social care settings. This in turn began to identify which
groups would benefit the most from improved integrated working and and better pathway
management.

A key conclusion was that, for the population as a whole, the cost of health and social
care is driven more by an individual’s morbidity profile than by their age. The more co-
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morbidities a person has, the more likely they are to require care across diverse settings
and the higher the costs will be. The analysis also observed that the cost of care relates
to the number of conditions as much as it does to the type of conditions; identifying the
subsequent impact facilitates the development of integrated health and social care
budgets.

Locally, this changed clinical thinking — from a ‘frail elderly’ project to a focus on ‘co-
morbidities’. An integrated care model has been developed subsequently, which initially
focuses on patients with three or more co-morbidities, regardless of the type of disease
conditions.

The dataset we built and the subsequent analysis project have created an evidence base
on which the Somerset health and social care community can found their long-term
strategy for health and social care integration and the whole-system changes that will
deliver it.

Reaction and further work regarding integrated care data analysis in Somerset

The analysis and insight our dataset allowed has changed the way clinicians think about
transformation:

Dr Martin McShane, Director for THE UNWERSITYWﬂ(

Long Term Conditions for NHS
England, commented as follows
after seeing a Symphony
presentation “Saw great data from
Symphony Project today. The
reality of multi-morbidity made
stark. Multiple conditions drive
cost exponentially, not age”
(Twitter, 5/9/2013)

" Awerage costs for patients with diabetes by setting and number of other ETGs

| c 'R |
Andrew Street, Professor of . ¢ i I
Health Economics at York i = :
University, said the Symphony it
dataset was “up there with the
best, due to the linking of activity and cost data across health and social care
organisations and the ability to look at the combination of conditions patients have.”
(Quoted in HSJ, August 2013) analytical work has also been quoted in a recent Health
Select Committee report for Long Term Conditions: “Recent research connected with the
development of an integration project in South Somerset has attempted to quantify the
extent of chronic conditions. In a dataset recording the health characteristics of 114,872
residents...the costs of health and social care were driven more by an individual’s
morbidity profile than by their age” House of Commons Health Committee, Managing the
Care of Long Term Conditions, 18 June 2014 (Paragraph 53)

bttt e g

In conjunction with the Centre for Health Economics, York University, we have also co-
authored a second research paper entitled “Who would most benefit from improved
integrated care? Developing an analytical strategy in South Somerset”. This is in the
process of being submitted to the International Journal for Integrated Care.
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In July 2014, the analytical work on Symphony was also presented at a session of the
International Association of Health Economics World Congress in Dublin, Ireland.

Although originally focussed on  w= : =
Average costs per patients with 3 of 8 long term conditions by T —

South Somerset, we have now setting and Federation - West of Somerset e

extended this analysis to the

whole of Somerset and

observed similar results that

have being shared with clinical

commissioners and care

providers in other localities. S
The chart opposite shows the o
number and cost of patients in e
the West of Somerset Gl
Federations ‘three or more co- w3
morbidities cohort’ across all ‘ . ‘ ‘

settings of care. A key

observation here is that the

health community with the highest average patient age (West Somerset) does not have
the highest average patient Health and Social Care cost for this group of patients. The
highest patient costs were observed in the health community geographically closest to
the main centres of care (Taunton). This is important insight in a health community with
large rural areas and large variation in patient travel times such as Somerset.

rr e

Through SWCS’s partnership with Ordnance Survey we have used mapping techniques
to visualise the outcomes and provide immediate and clear insight for clinicians and
social care professionals.

Regarding further work, we have Health and Social Care costs for elderly diabetes patients, ‘living alone’
also applied their Mosaic social ' 3 ‘ '

indicators at a household level to S 4 baadling 7 /5N NS
generate further insight — for SRR | o '
example, the effect of social - g =
isolation on the cost and settings
of care (as mapped in the
diagram opposite).

Sorvenm Cwcal Conrisscreg Gmap 1Ty ‘l B Wt Comessiining Supgen [Ty

We are also helping to support
the South West Academic Health — 25 45 : -8
Science Network to extend this @=  [ET _ % o, -
analysis to the whole of the == [ . il e -

South West Peninsula and g N
working with Optum Health to T e et ———
extend the use of the new ETG

scoring algorithms, bringing greater insight into the cost of health and social care across

clinical conditions.

Alongside other exemplar sites (Tower Hamlets and Hammersmith and Fulham) we have
also worked with Monitor as part of their investigations into payment innovation
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mechanisms for long-term conditions. Monitor used our work as a key case study in their
guide for creating patient-level linked data sets (issued in draft in March 2014).

Finally we are working alongside the Centre For Health Economics, York University to
support their latest research in developing future economic modelling algorithms that can
predict the outcome of changes across the currencies of care, that will lead to a scientific
basis for predicting the cost impact in the ‘Acute Care currency’ derived from investment
in the ‘Social’, ‘Community’ or ‘Primary Care’ currency. This research work is based on a
multivariate regression analysis and to analyse costs in such settings, we employ two-
part models (Charlton et al., 2013, Brilleman et al., 2012, Duan et al., 1983)

In Summary

Based on robust and established risk-stratification processes, through constructing a full
‘holistic’ patient level and costed dataset for the population of Somerset across all
settings of care we have created an analytical resource that will support:

e I|dentifications of cohorts of patients that will be suitable for integrated care — any
geography within Somerset and any patient with any condition or any groups of
conditions

e A clear understanding of how those patients interact across the settings of health
and social care and the cost incurred in each

e Analytical information that supports understanding the effect of multi-morbidity and
helps that design care approaches that ‘treats the patient, not the condition’

e Mapping analysis that provides clear insight into the geographical factors that
drive the cost of care

e A clear benchmark from which to assess and measure developments in integrated
care

e A robust basis for economic modelling that can accurately predict changes of cost
and activity across settings of care

The analytical approach justified our major investment in the Symphony project for South
Somerset and we are now implementing the principles of Symphony across the County
as set out in our Action Plan.

Symphony is a nationally recognised programme under the NHS England / Monitor ‘New
Models of Care’ and ‘Pioneer Wave 2’ programmes.
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4) PLAN OF ACTION

a) Please map out the key milestones associated with the delivery of the Better Care
Fund plan and any key interdependencies

In place already

Governance and accountability arrangements for the oversight of BCF projects
through the Leadership Group (commissioners and providers)

Local implementation groups to provide local ownership of the BCF projects.
Joint Commissioning Board oversight of BCF contractual arrangements

Strong HWB

Consistent project management

Risk stratified data analysis for the County population, including identification
(using NHS number) of people with multiple long-term conditions

Test and Learn pilots across Somerset which expand the learning and experience
from the Symphony project to develop Person-Centred Care and support for
people with long-term conditions.

A pilot programme for a frail elderly assessment scheme to avoid hospital
admissions.

By 1 April 2014
Completion of the mapping and alignment work described below in order to :

Identify those projects which require cross organisational action to secure delivery
and identifying agreed system leadership and project management for successful
change management

Identify the additional projects which can (largely) be delivered by the individual
partner organisation but will have system wide benefit so that it can be agreed that
that work will be delivered as a priority within the coming 12 month period

Agree implementation plans (commissioners and providers) for the roll out of four
BCF schemes across Somerset

Agreed design and roll-out of an amended reablement service (BCF Scheme A)
Development of ‘test and learn’ pilots to further roll out and test the Symphony
principles (BCF Scheme B)

Agreed Commissioning Intentions for future delivery of person-centred care for
people with long-term conditions (BCF Scheme B)

Agreed contract variations with acute providers for Avoiding Admissions for Frail
Older People (BCF Scheme C)

Agreed with District Councils the use of DFG to support the BCF (BCF Scheme D)
Personalisation Choice and control: to increase the number of individuals holding
a personal budget (targets thc) over the coming 2 years

Further development of Local Implementation Groups to complete the roll out of
integrated community care across the county

Recognising the major cultural shift required to deliver this plan we will run training
development events in each locality on a quarterly basis

Agreed detailed scope and implementation plans for 7-day working

Agreed targets for increased number of people living independently at home
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e Prepared for implementation of 2015 elements of the Care Act

e CCG agreed strategy for the future of Community Services (‘Community Services
Review,” Spring 2015)

e Agreed involvement of primary care in BCF through SPQS and PCCF
collaborative schemes (See section 6¢)

e Agreed Section 75 agreement between CCG and Somerset County Council
authorising HWB governance role and Joint Commissioning Board as contract
manager for BCF.

Key interdependencies:
e The Symphony project identified a number of interdependencies which our BCF
plans will work through as we move to implementation, namely:

o The workforce skill sets required for reablement is similar to that identified
for person-centred care. We have identified the schemes separately
through this BCF plan, but these schemes will move closer over time as we
move to fully integrated care. The workforce will be supported to develop
skills for integrated working over time.

o The budgets are identified separately but our emphasis on integrated health
and social care will be supported through joint commissioning

e There is alignment between the BCF and other schemes in place in Somerset,
such as SPQS and the Primary Care Collaboration fund. See section 6a
(Alignment) for more detail.

e The DFG was previously administered by the five District Councils in Somerset.
The DFG is now part of the BCF but in accordance with guidance will be passed to
District Councils.

b) Please articulate the overarching governance arrangements for integrated care locally

Governance of the Better Care Fund will be through the Somerset Health and Wellbeing
Board. The board consists of representatives from SCC, CCG and the Districts and is
subject to the County Council’s scrutiny process.

Somerset’s Health and Wellbeing strategy sets out three themes:

e Theme 1: People, families and communities take responsibility for their own health

and wellbeing.

e Theme 2: Families and communities are thriving and resilient.

e Theme 3: Somerset people are able to live independently.
All three priorities will benefit from the Better Care Fund, although our first priority is to
focus on Theme 3 — helping people in Somerset to live independently. As the BCF
expands, it will create more opportunities for investment in prevention — thus addressing
all three priorities.

Creation of the Better Care Fund Pooled Budget

The minimum allocation to the BCF (£38.6m in 2015/16) is a mandated figure provided
by NHS England. For planning purposes, Somerset County Council has agreed to
transfer to BCF an addition sum of £2.7m related to the provision of care costs in South
Somerset, taking the total fund to £41.3m for 2015/16. The additional transfer is subject
to agreeing plans with providers for a roll out of person-centric care (based on the
Symphony project) in South Somerset. This sum also remains conditional on the BCF
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being approved through the NHS assurance process and any conditions being
acceptable to commissioners.

In order to create a pooled budget, the County Council and the CCG will enter into an
Agreement under Section 75 of the NHS Act 2006. The Agreement will state the role of
the HWB as a governance body for the pooled budget. Joint contracting arrangements
will be set out in the Section 75 Agreement and will identify the Joint Commissioning
Board as the contract holder and manager on behalf of the HWB.

The Section 75 Agreement will also allow for increases to the pooled budget in future
years, either as a result of government mandate or on a voluntary basis by the CCG and
the County Council.

Health & Wellbeing Board

The Health and Wellbeing Board (HWB) has the governance role for the BCF and will
lead the commissioning activity of services under the BCF.

Membership of the HWB is designed to reflect the stakeholders in Somerset who have
roles as commissioners and will also reflect the contribution of the parties contributing to
the BCF.

Funds for the Better Care Fund are drawn from three sources:

e Funds from NHS England which are directed through the CCG and which include
funds which are spent on behalf of the County Council (s256 monies);

e Disabled Facilities Grants which are currently channelled through the District
Councils but under the BCF arrangements will be paid to the County Council and
then ‘cascaded’ to the Districts;

e Funds which are currently spent by the County Council but will in future be
channelled through the BCF.

Current Membership of the HWB:

Name Representing Party
ClIr. Christine Lawrence Somerset County Council (SCC) Conservative
(Chair)
ClIr. Frances Nicholson SCC Conservative
(Vice Chair)
Clir. William Wallace SCC Conservative
Clir. Ann Bown SCC Conservative
ClIr. Ross Henley SCC Liberal Democrat
ClIr. Vivienne Stock-Williams Taunton Deane Borough Council Conservative
CllIr. Sylvia Seal South Somerset District Council Liberal Democrat
ClIr. John Swayne Sedgemoor District Councll Conservative
ClIr. Keith Turner West Somerset District Council Conservative
ClIr. Nigel Woollacombe-Adams Mendip District Council Conservative
Dr Rosie Benneyworth CCG N/A
(Vice Chair)
Dr Matthew Dolman Chairman, CCG N/A
David Slack Managing Director, CCG N/A
Anthony Farnsworth NHS England N/A
David Boyland Healthwatch N/A
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Trudi Grant Director of Public Health, SCC N/A
Clare Steel Director of Adult Social Services N/A
SCC
Rose Collinson Director of Children’s Services SCC N/A

The Health and Wellbeing Board is subject to scrutiny through the Council’s governance
structures.

The Health and Wellbeing Board is to be advised by an officer group, the Adult Services
Partnership Board (to be renamed the Joint Commissioning Board). This group currently
commissions all programmes with pooled budgets from the Council and the CCG - this
includes S.256 programmes: learning disability, carers’ services and pooled equipment
budgets.

The overarching governance structure for our Transformation Programme, which
includes integration and the Better Care Fund is shown below. The structure is designed
to support a commissioning structure (the HWB board) and also a forum for system
review and improvements where both commissioners and practitioners can come
together (System Transformation Leadership Group)

INHS

Somerset
Governance Clinical Commissioning Group

Health and Wellbeing Board

Provider
organisations

FT's

Clinical Input

Primary Care

Social Care

WHNWSOMERSET GOV LK *

Role of the District Councils

As a two-tier authority, Somerset benefits from the important role that the District
Councils play in the adaptation of living accommodation and housing stock to better
accommodate disability and other accessibility issues. The Disabled Facilities Grant is
administered from the Districts but under the BCF will be channelled through the County
Council and the Health and Well Being Board.

Somerset’s intention is to ensure that the DFG is maintained at its current planned levels
for the initial two years of BCF, with the funds passed through (‘cascaded’) to Districts on
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the same terms as currently.

The District Councils have a full and vital part to play in the adaptation of accommodation
and provision of other local amenities for the disabled, frail and elderly.

Somerset ‘System’ Transformation

Wider participation and buy-in of the wider transformation agenda - of which integrated
care is a vital part - is encouraged through the Somerset Transformation Programme,
which includes commissioners (SCC and CCG) and also the three major provider
organisations namely the Somerset Partnership NHS FT, Yeovil District Hospital NHS FT
and Taunton and Somerset NHS FT (Musgrove Park Hospital).

A System Transformation programme structure has been established comprising of a
Leadership Group (CEOs and Clinical Directors) and a System Transformation Group
(Operations Directors). These groups provide an opportunity for commissioners and
providers to come together to explore ways of reducing costs through integration and
system redesign.

This combined structure allows Somerset to operate a robust governance process,
headed up by Commissioners but with vital input from providers.

Local programme governance

A number of projects have their own independent governance reflecting local input into
the project. A clear example is the Symphony project which has a governance board
comprising of representatives of the CCG and County Council, NHS Area Team as well
as primary and secondary care providers. Under the main board are project teams which
undertake detailed work.

We have established a principle of a Hub and Spoke model to facilitate system
transformation in Somerset. The System Transformation Group (‘hub’) sets design
principles and escalates issues to the leadership group. Local initiatives are owned and
managed by Local Implementation Groups (LIGS) (‘spokes’) made up of local clinicians,
carers and other stakeholders but with the support of the STG.
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Our longer-term intention for governance is to encourage the HWB to have strategic
oversight of all integration projects in Somerset, but also to build and support local

governance to ensure the programmes reflect local need and inputs.
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c) Please provide details of the management and oversight of the delivery of the Better
care Fund plan, including management of any remedial actions should plans go off track

Oversight of the Better Care Fund plan is through two routes:

The Joint Commissioning Board
Somerset Health and Social Care Leadership Group

Terms of reference for both groups are provided below together with further detail on
management of the Better Care Fund and wider system transformation programme.

1.1

1.2.

1.3.

1.4.

1.5

1.1

Joint Commissioning Board

Terms of Reference
(Revised September 2014)

Purpose

The function of the Board is to achieve a cohesive partnership approach to the
commissioning of Adult Health and Social Care Services in Somerset.

The Board will act as an advisory group to the Health and Wellbeing Board, making
recommendations in respect of the Better Care Fund.

The Board will set the strategic direction making sure that organisational objectives
are aligned and partnership priorities agreed, and oversee the existing key planning
and commissioning work-streams

The Board will be responsible for overseeing the commissioning of a range of
services for adults that are jointly developed and commissioned by Somerset County
Council, NHS Somerset Clinical Commissioning Group and NHS England for
specialist commissioned service and primary care. The main exception will be Drug
and Alcohol services which will continue to be the responsibility of the Somerset
Drug and Alcohol Partnership, although there may need to be instances where the
impact on drug and alcohol services are considered.

The Joint Strategic Needs Assessment and the Joint Health and Wellbeing Strategy
will underpin all commissioning priorities and decisions and the Board will oversee an
annual work programme, with a strong performance management function.

Scope
Key service areas covered by the Board will include:

BCF

Mental health
Autism Strategy
Learning disability
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Carers

Older People

Adults with long-term conditions
Integrated Community Equipment Service
Assistive Technology and Telecare

Responsibilities

3.1. Key tasks for the Board will include:

4.1

4.2

Making sure there is cross organisational awareness and alignment, where
appropriate, of organisational objectives and priorities relating to adult service
provision

Advising and making recommendations to the Health and Wellbeing Board
Undertaking an agreed annual programme of work on joint service planning. This
will be updated and agreed by the end of March each year

Using Joint Strategic Needs Assessment information and the Joint Health and
Wellbeing Strategy to inform service planning

Making sure there are clear arrangements for public involvement in shaping
services through Healthwatch

Monitoring and performance management of jointly commissioned services,
using a balanced scorecard approach

Financial oversight of the relevant pooled budgets, providing clear decisions and
steer to the organisation responsible for the day to day management of each
pooled budget

Reviewing key areas of policy and implementation of legislation that apply to
jointly commissioned services and care at the interface between health and
social care, for example, Single Assessment Process, Mental Capacity Act,
Deprivation of Liberty Safeguards, Safeguarding of Vulnerable Adults, Funded
Nursing Care, Continuing Health Care, Fair Access to Care and safer staffing

Membership and chairing
The Board is chaired in alternate years between SCC and CCG.

Regular membership will include:

Somerset County Council

Lead Commissioner — Health and Social Care (DASS)

Operational Commissioning Director — Adults and Health

Joint Director of Public Health

Operational Commissioning Manager

Finance Manager (Adults)

Somerset Clinical Commissioning Group

Director of Quality Safety and Governance

Director for Clinical and Collaborative Commissioning

Director of Transformation (joint appointment with Somerset County
Council
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4.3

4.4

4.5

4.6

4.7

5.1

6.1.

7.1

7.2.

7.3.

CCG General Practitioner representative
Chief Finance Officer/Deputy Chief Finance Officer

District Housing

Sedgemoor District Council (on behalf of Somerset Strategic
Housing Group)

In addition other key staff from both organisations that support in the areas of
commissioning programmes, performance information and finance may attend as
needed.

The Better Care Fund Executive Lead would be regarded as a full member.

In addition representatives from NHS England - Specialist Commissioning Group for
relevant items being considered.

A quorum will need to include at least two representatives from health and social
care who have the appropriate (or delegated) decision making responsibility for that
organisation.

If unable to attend, all members should nominate a deputy to attend on
their behalf. A deputy will be deemed to carry the same voting authority
as the member they represent.

Support for meetings

Meeting support may rotate annually alongside the chairing responsibilities for the
meeting. The support role includes coordination of meetings and production and
circulation of agendas, minutes and papers.

Frequency of meetings

The Board will meet quarterly and will receive quarterly performance reports for all
jointly commissioned services to include financial monitoring reports.

Decision making and accountability

The Board will be able to make decisions within the delegated responsibilities of the
officers represented on the Board.

Major policy decisions will need to be referred as appropriate for decision making by
the NHS Somerset Clinical Commissioning Group, and either the full Cabinet or
Cabinet member for Adult and Health Services (SCC) and the Somerset Health and
Wellbeing Board will be informed.

Decisions that potentially impact upon housing policy will need to be taken referred
to the Somerset Strategic Housing Group.
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7.4.

8.1

8.2

8.3

8.4

8.5

8.6

The Chair will be empowered to make minor decisions on behalf of the Board outside
of meetings.

CONDUCT OF MEETINGS

An Agenda will be issued five days prior to the meeting. Requests for
items to be included on the Agenda should be sent to the Clerk at least ten days
before the meeting.

If an item needs to be raised on the day, this will be covered under Any
Other Urgent Business, subject to there being available time.

If separate papers require circulation, these should, wherever possible, be
issued with the Agenda. This is intended to enable members to have the
opportunity to read information in advance.

At the start of each meeting, Members will be asked to declare any potential conflicts
of interest. The Board will be asked to confirm the

accuracy of the declaration of interests and the declarations will be recorded in the
minutes.

All questions arising will be decided by a simple majority of those present.
In the case of equality of votes, the Chair will have a casting vote.

Minutes will be kept and the Clerk will record the discussions. The
approved Minutes will be issued by the Chair, normally within 21 days of
the meeting, and will list the topics discussed, actions agreed and any
individual responsible for undertaking the action. These Minutes will be
passed to the Governing Body and the Clinical Operations Group for
information.

9 REPORTING

9.1

9.2

9.3

The Board will report quarterly to the Health and Wellbeing Board on the Better Care
Fund.

The Board will report on the jointly commissioned learning disability services and
integrated equipment services finance and performance to the CCG Governing Body
and to Somerset County Council’s Cabinet.

The Board will receive regular reports from its Finance Sub-Committee.

10 REVIEW

10.1 These Terms of Reference will be reviewed annually
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11 Groups reporting to the Joint Commissioning Board
J Learning Disability Partnership Board

. Carers’ Strategy Board

. Assistive Technology Strategy Group

. Integrated Community Equipment Service Commissioning Group
o Dementia Strategy Group

. Finance Sub-Committee

Groups linked to the Joint Commissioning Board

. Somerset Drug and Alcohol Partnership

. Early Supported Discharge Group

. Safeguarding Adults Board

. Health and Wellbeing Board

. SCC Programme Boards (Delivering Independence, Long Term Care and Support,
Futures)

. Palliative Care Forum
. Somerset Strategic Housing Group

. Local Integration Groups (LIGs)

SOMERSET HEALTH AND SOCIAL CARE
LEADERSHIP GROUP

TERMS OF REFERENCE

1 STRATEGIC STATEMENT

1.1 The Somerset Health and Social Care Leadership Group (Leadership Group)
exists to further the shared vision of health and care services in Somerset and to
put in place the collaborative structures, culture and shared working practices to
implement the agreed transformation programme(s). It is accountable to each of
the participating organisations for the development and delivery of a strategic
programme in support of the case for change. It is the key strategic group for
health and care in Somerset and is accountable for ensuring clear metrics and
KPI's are monitored and delivered.
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2.1

3.1

3.2

4.1

5.1

CONSTITUTION

The Leadership Group is formed under formal authority of each participating
organisation to deliver the responsibilities as set out in these Terms of
Reference.

AUTHORITY

Formal statutory authority is not delegated to the Leadership Group and remains
with the statutory organisations. The Leadership Group is intended to provide
shared leadership to the community.

The challenge for us all is that changes are required at the system level —i.e.
between organisations or in the handover of users and patients from one part of
the system to another. The Transformation is authorised to recommend changes
at the system level which may then require individual organisations to change
their own processes. This detail should be worked out at the System
Transformation Group level and authorised by the Leadership Group.

OBJECTIVES
The objectives of the Leadership Group are to ensure:

o Key Strategic Objectives of the Somerset case for change have been
converted into appropriate actions for delivery with clear metrics and KPI's

o Appropriate consultation and communication plans exist to support the
delivery actions

o There are effective corporate governance arrangements in place across the
health and social care system, ensuring risks are identified, shared and
managed consistently across all member organisations

DUTIES AND RESPONSIBILITIES

The Leadership Group will:

o Receive reports from each of the workstream leads as part of the report
from the Transformation group, which identify progress against trajectory
and delivery of KPI's

o Receive Somerset wide strategy documents for agreement

o Consider new strategic or operational issues which require a consistent
approach across the Somerset Health and Social Care system

o Receive the transformational system wide risk register, including emerging
risks or risks which are perceived to be growing in significance and identify
issues which require a corporate oversight and action to mitigate
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6.1

8.1

9.1

10

10.1

o Consider business cases which have system wide impact

o Create a culture of collaboration and cooperation to ensure system wide
change

COMMITTEES REPORTING TO THE SOMERSET LEADERSHIP GROUP
The Leadership Group will receive:

o Reports from the Programme Director reviewing the delivery against
agreed trajectories and progress against KPI's

. Quarterly risk register report

. Items escalated from the System Transformation Group for decision

MEMBERSHIP

o CEOs (or equivalent) of Somerset County Council, Somerset Clinical
Commissioning Group, Somerset Partnership NHS Trust, Yeovil District
Hospital NHS Trust and Taunton and Somerset NHS Trust

. Medical leads or equivalent of the above organisations

. Primary care representation to be Chair of the Somerset Local Medical
Committee

. The County Council Director of Public Health, and the County Council
Director of Adult and Social Services

. Programme Director for the Somerset Wide Transformation Programme
FREQUENCY OF MEETINGS

The Leadership Group will be scheduled to meet monthly.

ATTENDANCE

Members are expected to attend all meetings. The minimum standard for
attendance is two thirds of meetings. Deputies may be nominated to attend.

QUORUM

The Leadership Group will be quorate with a minimum of six members present
which must include three CEOs (or equivalent) and three medical
representatives (or equivalent) and at least one representative from a
commissioning organisation.

Better Care Fund

Page 40 of 105






NHS Somerset CCG and Somerset County Council Final Submission

9 January 2015

11

1.2

1.3

1.4

1.5

2.1

SOMERSET HEALTH & SOCIAL CARE LEADERSHIP GROUP
PROGRAMME DEVELOPMENT & DELIVERY

Introduction

The Leadership Group (LG) has the shared challenge of making financial
savings and a recognition that operating unilaterally will not deliver service
improvements or financial benefits at the pace and scale that is required.

The meetings seek to improve understanding between the members of the LG of
the operating practices and cultures of the different organisations, and the
pressures and challenges organisations are facing in the context of ongoing
austerity and increasing demand for services.

A number of initiatives encourage joint working and challenge the operating
models of the participants and the financial flows through the system; most
notably the Symphony project, but also the ILT programme, and the Better Care
Fund. These projects will demand closer collaboration in the future and create
new challenges for both commissioners and operational budget holders.

The LG is now seeking clarity on the programme plan and the process for
monitoring ongoing collaborative projects. This paper therefore sets out the
process for agreeing the programme plan, the roles of the various governance
structures, and recommendations on process and next steps.

It builds on the existing concepts of Hub and Spokes, the use of a System
Transformation Group to support the programme, and the use of Task and Finish
groups. It depends for its success on adopting a programme management
approach with checkpoints and gateway reviews in order to challenge and focus
activity.

Using the Shared Strategic Objectives to Focus Activity

Confirmation of Shared Strategic Objectives

Six Strategic Objectives have been approved by the LG. The Strategic

Objectives are available and include the context, suggested measures and risks.

Five objectives are broad outcome-based objectives which govern the activities

of the LG. The sixth objective is more behavioural in contributing to the working

style of the LG.

o To improve the Health and Wellbeing of the people of Somerset

o To deliver affordable and sustainable health and social care services to the
population of Somerset, recognising that this requires savings in excess of
£200 million to be delivered over the five year period to 2018/19

o To increase the percentage of people living independently at home

o To ensure people in Somerset are healthier with access to high quality care
that is affordable and sustainable; they can receive the very best care that
is delivered by staff with the right clinical skills and the time to provide care
with compassion every day. All Staff have pride in what they do and are
respected by patients and the public
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2.2

3.1

3.3

4.1

4.2

4.3

4.4

o To attract and retain the best mix of health and care professionals and
workers in Somerset through a combination of education and training,
promotion of opportunities and innovation in service delivery

o And the sixth objective: To identify and agree priority areas to improve
outcomes for the health and wellbeing of the population and to agree plans
for implementation within 3 months of identification

For each of the six Strategic Objectives, draft measures have been identified and
a separate paper to the LG sets out a process to be followed in parallel to refine
the set of measures and to agree baselines, monitoring periods and potential
targets.

How we are Going to Deliver the Transformation Programme

Leadership Group

The LG is accountable only to itself and exists to deliver to a hypothesis that
system change including financial savings can best be delivered through an
open and collaborative approach.

Reports Coming to the LG

The LG meets monthly and will be provided with the following information on a

regular basis:

. Performance against metrics agreed in the shared Strategic Objectives

. Programme dashboard containing high level information (including risks
and issues) on shared programmes

. Items requiring decisions, resolution, resourcing levels or permissions

The LG is supported through the STG.

The Role of the System Transformation Group (STG)

The STG exists to drive system transformation. It meets monthly and is the place
for operational discussions on major themes such as reablement, discharge, etc.
As a general principle the STG focuses on programmes which require
collaboration across different organisations but in order to be effective needs to
have visibility of all programmes.

The Leadership Group has mandated the STG to:

o Prioritise projects

o Find / assign resources

o Challenge progress

o Create a work programme

A key risk for system transformation is that certain programmes are currently
owned by lead agencies. In order for the STG and the LG to operate as a leader
in change, ownership will need to be relaxed to allow challenge and debate.
The STG will receive the following regular reports:
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4.5

5.1

5.2

5.3

5.4

6.1

6.2

7.1

7.2

. Current programmes

o Programme dashboard

o Priority work programmes

As set out elsewhere, the STG acts as the central Hub and ‘design authority’ for
projects which are cascaded across the County. This is particularly the case in

the roll out of person-centric care projects based on the Symphony model which
is now beginning elsewhere in the County.

The Role of the Local Implementation Groups (LIGS)

In order to deliver programmes which require local input, four local areas have
been identified — South Somerset, Taunton, West of Somerset, and Mendip.
Within each local area a local programme board is being established which will
lead local implementation of supported programmes and indeed encourage the
involvement of local GPs, relevant District Councils and other local stakeholders.
Such programmes would include the establishment of additional person-centric
care projects which build on the learning from Symphony, and a source for
localised input into other relevant reviews such as community services, urgent
and emergency care, acute care provision and specific programmes such as
reablement and self-help.

Although the LG would not wish to restrict local initiatives in principle, it is
important to recognise that county-wide providers (such as the County Council or
Somerset Partnership) do not have the resources to operate multiple models of
care — it is important therefore that resources are allocated to those programmes
which most closely meet the Strategic Objectives.

Task & Finish Groups

The STG will also be able to establish Task & Finish Groups. Unlike the ‘Spokes’
these groups are created to consider and report back on specific issues which
are not necessarily specific to locations.

The first Task and Finish groups are established to consider the following issues:
. Measures and metrics for system transformation

o Workforce and creating a supportive quality culture

o Efficient discharge

o The role of primary care in system transformation

o How to engage the voluntary and community sectors

Transformation Programme Co-ordination

The STG will be supported by a shared programme management office
comprising of the system transformation director and programme management
resources from the SCC and CCG. In addition relevant commissioning staff are
involved in driving transformation and considering system change issues.

Given the large number of projects currently, the STG requires a process for
prioritisation and a mandate to challenge and change programmes where they
are not delivering to agreed strategic objectives. This recognises that some
projects deemed out of scope may still be delivered through internal mechanisms
by each partner.
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7.3

7.4

7.5

7.6

8.2

The proposed methodology for this is based on SCC’s programme management
approach and includes:

o A decision framework against which projects are considered

o Gap analysis

o Use of project Mandates to authorise and assign resources

The PMO will report back to the STG on a regular process highlighting benefit
tracking, risks and issues, work plan gaps and non-fitting projects.

Projects which are not accepted as being in scope by the LG may become the
sole responsibility of individual organisations, but it is important that any
collaborative projects (which have inter-agency dependencies) are kept within
LG oversight.

A further process which should be adopted immediately is the use of Gateway
reviews for all significant projects in which to test the alignment with the Strategic
Objectives and Design Principles.

Risks of this Approach

Two significant risks are identified:

1. Organisations have their own agendas and continue to deliver to a project
schedule which is inconsistent with the shared Strategic Objectives

2. The LG/ STG has a lack of openness and transparency which results in
behaviours which are detrimental to joint working and shared objectives.

Because the LG is not accountable except to itself, the behaviours of participants
and their willingness to act in accordance with colleague’s expectations will be
crucial in making the programme effective.
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Annex A: Commissioning governance

Each of the commissioning agencies has its own governance and accountabilities. The
following two charts show how governance flows for Transformation (Change) and
Business As Usual (BAU).
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Annex B: Programme performance monitoring

The following dashboard is used for monthly monitoring of programme performance. It
presents a RAG status for all BCF schemes plus ancillary indicators of governance
effectiveness, culture and additional risks.

The dashboard is updated twice-monthly and circulated to the following governance groups:
e Health & Wellbeing Board (which meets every two months)
e Somerset Health and Social Care Leadership Group (monthly)
e System Transformation Group (monthly)
e Joint Commissioning Board (every two months)

BCF reports are also given at regular CCG management team meetings and Council
leadership meetings.

The existing RAG dashboard will be supplemented by a focused monthly report for all BCF
metrics.
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d) List of planned BCF schemes

Please list below the individual projects or changes which you are planning as part of the
Better Care Fund. Please complete the Detailed Scheme Description template (Annex 1)
for each of these schemes.

Annex 1 Scheme Brief Description Amount of BCF
Reference allocation to
this scheme
A Reablement and Reablement is delivered through locally- | £16.4m
rehabilitation based integrated ‘Independent Living (39.7%)

Teams’ of social workers, occupational
therapists physiotherapists,
rehabilitation assistants and care
workers The teams’ brief is to invest
professional time and energy “up front”
to fully understand the service user and
deliver solutions that maximise people’s
independence.

B Person-centric care Building on the nationally-recognised £17.8m
‘Symphony Project’ this scheme seeks (43.1%)
to support people with multiple long-term
conditions.

The care model includes:

e much greater involvement of
patients and their carers in the
design of their care and
managing their condition.

e a multidisciplinary team drawn
from among the partner
organisations

e care coordination

¢ single point of access for GPs
and patients

e asingle assessment process

e shared records

e shared protocols and ways of
working

e the ability to draw other staff into
the team for more specialist
input as required

C Avoiding Admissions | Based on the existing Frail Older £3.6m
for Frail Older People | Peoples’ Assessment Service (‘FOPAS’) | (8.7%)
already in place in Yeovil Hospital, this
scheme aims to:

e Reduce unplanned admissions
to hospital and readmissions to
hospital through access to early
and senior decision making and
liaison and integration with
primary and community care

e Reduce hospital length of stay
by delivering comprehensive
geriatric assessments and
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holistic management early,
enabling a timely discharge from
hospital.

e Deliver improvement in an
individual's experience of care
and support

D Housing adaptations

Enabling vulnerable disabled people to
remain in their own homes by having
access to facilities in and around the
home. Maintaining independence in the
home can significantly reduce a
multitude of health and social care
support costs. Disabled Facilities Grants
(DFG's) will form an important element
to the Better Care transition by avoiding
expensive care through hospital
admission.

£2.1m
(5.1%)

Enabler Social Care Capital
Fund

Transfer of capital sum to BCF

£1.4m
3.4%

Note: The HWB have agreed that Reablement and Person-Centred Care are established and
evidenced programmes and therefore have a higher proportion of the BCF allocated to them in

2015/16. The DFG is a hypothecated sum allocated by DCLG.
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Please provide details of the most important risks and your plans to mitigate them. This
should include risks associated with the impact on NHS service providers and any
financial risks for both the NHS and local government.

There is arisk that: | How likely Potential Overall | Mitigating Actions &
is the risk impact risk Owner
to | Peaseanonasclect | factor
materialise? | relatively smallimpact | {Ikeihood
Please rate ona _and 5 being a major ir$1(;)):cnt)la
scale of 1-5 with 1 impact
being very unlikely
and 5 being very And if there is some
likely financial impact please
specify in £000s, also
specify who the impact of
the risk falls on)
Emergency admissions 3 5 15 Emergency admission
cannot be reduced by at reduction is a risk owing to
least 3.5% creating rising demand.
pressure on acute Responsibility for meeting
providers the BCF target rests with
the HWB who will re-align
funds and reprioritise
within the BCF in order to
meet the agreed reduction
target
Owner: HWB
Schemes are 2 5 10 Governance monitoring
implemented but behind and effective Project
schedule Management will ensure
BCF plans are
implemented on time
Owner: PMO for HWB
The National Conditions 1 4 4 Dashboard reporting on
will not be BCF measures and
met from the project’s national conditions used to
outputs. monitor progress and
governance structures
ensure early corrective
measures.
Owner: HWB
Complexity of measuring 2 3 6 P4P has been risk shared
success with acutes through
of individual initiatives Scheme 1C. HWB to
leading to an monitor all schemes in
impact on the pay by aggregate to ensure a fair
performance approach to P4P
element of the BCF Owner: HWB
7 Day services are not 3 4 12 Use contractual controls to

coordinated across acute,
community and social
care services

align the implementation of
7 Day services.

Use governance
framework to ensure
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alignment of intent at
senior management level
Owner: CCG & Council

Organisations are 12 Streamline processes and
currently operating with a use opportunities from
response mindset rather Better Care to address this
than a preventative and release funding to
mindset which could lead preventative measures
to long term preventative rather than reactive ones.
objectives not being met. Owner: HWB
If practical and cultural 12 Continuing to develop the
issues around data use of NHS number for
sharing are not shared record capability.
addressed, we will be Continue to develop good
unable to share data working practice across
between organisations. data-sharing organisations
Owner: CCG and Council
If success is poorly 12 All partners to agree what
defined, there will be a success looks like and
lack of shared direction, identify a measurable set
leading to increased of outcomes.
costs to all organisations Owner: HWB
and objectives not being
achieved.
Risk that the political 20 Continue to argue the
environment around benefits of integrated
Better Care changes. health and care even if
BCF doesn't exist.
Owner: CCG & Councll
Risk factors apply 20 Requires system
unequally across the ‘Leadership Group’ to
Health and Social Care closely monitor
System leading to programme and to mitigate
disproportionate risks on emerging risks.
participants. Owner: Leadership Group
There is a risk that design 15 Increasing PMO support to
of better care fund plans Better Care Fund.
are unachievable or Use governance
implementation is framework to ensure
delayed. alignment of intent at
senior management levels
Owner: HWB
Risk that Better Care fund 20 Frequent gateway reviews

does not deliver the
objectives and savings
planned, leading to
increasing financial
deficits.

to ensure milestones are
hit and targets are on
track.

Owner: HWB

The Financial Risks are that BCF does not reduce pressure on acute providers in terms of emergency
admissions. The reduction target of 3.5% represents 2,066 admissions at a total cost of £3m. Although this
is a shared risk, it is owned by the CCG who would take the lead in negotiating the financial pressures with

the acute trusts.
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b) Contingency plan and risk sharing

Please outline the locally agreed plans in the event that the target for reduction in
emergency admissions is not met, including what risk sharing arrangements are in place
i) between commissioners across health and social care and ii) between providers and
commissioners

Somerset’s approach to the BCF has been to identify schemes which both
commissioners and providers are able to agree to without moving commissioned funds
between organisations in the first year (2015/16).

We have adopted the target of 3.5% reduced admissions whilst accepting that this is an
ambitious target. Our four BCF schemes are all proven to reduce emergency hospital
admissions although the reductions can be difficult to deliver in the face of increasing
overall demand. Other activities will also reduce NELSs, including working with Somerset
GPs to identify potential future admissions and agree strategies to reduce the risk of
actual admission. We have included at Annex 1 a table setting out the target reduction by
individual GP practice.

The risk element of the BCF was amended in revised guidance in Summer 2014 and we
are informed that the P4P element of the Better Care Fund (E3m) will be paid to the
Acute Trusts by the CCG should the schemes fail to deliver to the new target of reduced
admissions (as set out in the letter to HWB Chairs from Department of Health and DCLG
on 11 July 2014).

We have therefore amended our P4P scheme as follows:

e The P4P element is not applied to the BCF schemes for Reablement (Scheme A)
and Housing Adaptations (Scheme D). This is as a result of the difficulty of
demonstrating that these services have a direct and auditable impact on reducing
emergency admissions.

e The P4P is to be applied to the two schemes which are directly aligned to the
metrics for reducing emergency admissions and the success of these schemes
can be measured through admission statistics — Person-Centred Care (Scheme B)
and Avoiding Admissions for Frail Older People (Scheme C).

The person-centred care scheme has the potential to reduce emergency admissions by
566 in 2014/15 (27% of the target) and the frail elderly assessment service by up to 1500
(73% of the target). The CCG is in negotiation with providers to agree what proportion of
the 1500 target should be directly apportioned to Scheme C as part of the P4P risk
sharing arrangements.

The potential saving of these avoided emergency admissions is £3,078,154 (ie 2066
multiplied by the appropriate spell cost). If the targets for reduced admissions are not met
the P4P element will be re-directed by commissioners to meet the additional cost
pressure of the unplanned admissions on providers.

The HWB is fully aware of this approach to risk sharing.
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6) ALIGNMENT

a) Please describe how these plans align with other initiatives related to care and support
underway in your area

Care Act

Somerset is preparing for the introduction of the Care Act from April 2015. The BCF plays
an important role in the transition and preparation arrangements for the introduction of
the requirements under the Care Act.

Specifically the implementation of the BCF will support the Care Act duties in its
alignment with the objective of delivering new portal and brokerage systems to provide
information and advice and wider choice for people needing support in Somerset. The
broader objectives of the Care Act align with the BCF in helping people to live
independently for longer and providing carer support.

The technology underpinning the Care Act aligns with the data and information sharing
objectives of the BCF.

Personal Budgets

Somerset County Council has already approved a charter for Personal Budgets which
clearly defines a way forward and makes a number of pledges which support the ethos of
the BCF plans. In particular the charter supports the fact that:

e You should be able to say: “I have the right information and support | need in order
to become and remain as independent as possible.”

e You should be able to say: “| am in control of planning my care and support.” “|

can decide the kind of support | need and when, where and how to receive it.”

In line with BCF aspirations around reablement and independent living, supported by new
initiatives, people who use services and carers will be given information and advice about
ways to get their care and support needs met as well as options for the management of
their support packages and their finances, including effective and practical support
through Assistive technology, voluntary and other community organisations.

Housing Strategy

The Somerset Strategic Housing Partnership’s Housing Framework aligns to care and
support needs through priorities such as ensuring homes are of Decent Homes Standard
(DHS) with improved energy efficiency and thermal comfort and adequate access to
small scale adaptation and repairs to enable independent living. There is also the
development of effective information and advice and the review of extra care and
supported housing.

In response, the following are typical initiatives within Somerset that align and support the
objectives of the Better Care Fund.
e Consistent approach taken by all Housing Providers to allocating properties to
those most at need of affordable housing. This often links to those with health

Better Care Fund Page 53 of 105






NHS Somerset CCG and Somerset County Council Final Submission

9 January 2015

needs. All Housing Providers work hard to ensure that their properties are well
insulated and adapted appropriately for the needs of their tenants. 99% of social
housing in Somerset meets the Decent Homes Standard.

Support rural community groups to better promote health and wellbeing and
address health issues in rural areas. The village agents scheme has been an
outstanding example of this.

Work with Compass Disability to understand the needs of carers and enable them
to have a voice in the design of council services.

Provide telecare helplines services that help people live independent lives in their
own homes. For example, the main provider in Taunton, Deane Helpline handled
almost half a million calls, including 225,000 direct Lifeline calls. The service
supports people living independently and reduces the need for hospital
admissions and the required length of stay through prompt action.

The service also operates as an out of hours emergency line for the Council as
part of our Civil Contingencies such as during the recent floods across the Levels
and Moors.

The Somerset West Private Sector Housing Partnership (SWPSHP) are able to
assist vulnerable residents with disabled facilities grants, advice on fuel poverty,
minor repairs via Aster Living, and advice on adaptations to the property to enable
them to continue living in their own homes for as long as possible. They also
tackle health hazards in properties taking enforcement where necessary (e.g. for
homes that are rented out with damp and mould issues).

Planning services across Somerset are planning for thousands of new homes,
typically with a target of 25% of these as affordable. A proportion of these will be
built to Lifetime Homes standards and we intend through the influence of the
Health and Wellbeing Board to increase this proportion further.

Linking up useful council health advice and information (such as steps to tackle
fuel poverty, home insulation advice, fire prevention information) to the annual flu
clinics organised by GP surgeries..

Embedding consideration of housing into care planning at an initial stage through
the Symphony Programme and reablement schemes.

The above initiatives are further supported by the Health & Wellbeing Board through the
following:

Host a Somerset Health and Housing summit to raise awareness amongst the
shared leadership.

Undertake a rural JSNA with a strong emphasis on rural housing need.

Send information on fuel efficiency and housing adaptation with Flu vaccination
letters.

Embed consideration of housing into care planning at an initial stage through the
Symphony Programme.

In addition the System Transformation Group includes representation from the Somerset
District Councils’ Strategic Housing Officer Group which ensures alignment between the
objectives of the BCF and the District Councils. Somerset’s BCF Scheme D (‘Housing
Adaptations) has the benefit of ensuring alignment and joint working across the CCG,
County Council and District Councils. The Disabled Facilities Grant was previously
administrated by District Councils and is now part of the BCF.
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Other

The BCF is also linked in to initiatives which encourage greater collaboration and
coordination across Somerset: notably:

Somerset Practice Quality Scheme (SPQS) — the County’s pilot scheme to support
integration and sustainability in Primary Care. This replaces QOF and has been
approved by NHS England. It is aligned to the BCF plans and has considerable
overlap in support of the BCF schemes. Specifically, the SPQS is designed to
encourage and reward primary care for initiatives with contribute to the following:

o Encouraging better self care
Acute complex care ( e.g. avoiding hospital admission by the frail elderly)
Long Term conditions management
Organisational development of general practice
Communications, IT and working with other agencies

o Developing appropriate access
System transformation — our structures for system transformation and local
implementation groups are designed to provide a shared structure to deliver the
BCF (see Section 4, Governance)
Primary Care Collaboration Fund (PCCF) — the County scheme to encourage
integration and better outcomes for the elderly through Primary Care cooperation.
This is aligned with the objectives of the BCF. Schemes under the PCCF are
approved by the CCG Governing Body and include:

o Supporting the development of primary care

o Helping to reduce avoidable admissions to hospital

o Supporting greater integration of working between practices and other

health and social care services
o Focusing on patients with long-term conditions and/or frail older people

o O O O

Note: the SPQS and PCCF schemes do not create interdependencies with the BCF
schemes. Rather these schemes are specifically targeted at supporting and
encouraging Primary Care to participate fully in the delivery of integrated health and

care in Somerset. They are both schemes to encourage collaboration.

b) Please describe how your BCF plan of action aligns with existing 2 year operating and
5 year strategic plans, as well as local government planning documents

Somerset CCG 2 and 5 yr plan
The two-year and five-year plans are submitted in the attached supporting documents
which accompany this template.

Specifically, the 2-year plan overlaps with the BCF in the following areas:

CCG Strategic Theme 1 Encouraging communities and individuals to take control
of their own health and well being

CCG Strategic Theme 2 Prioritise joined up person centred care

CCG Strategic Theme 3 - Transform The Effectiveness and Efficiency of Urgent and
Acute Care Across all Services
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The CCG 2-year plan is clearly aligned to the BCF schemes:

e BCF Scheme A (Reablement and indepdendent living) helps people to take
control of their own health and well being as set out in the CCG Strategic Theme 1

e BCF Scheme B (Joined-up person-centred care) directly supports the CCG
Strategic Theme 2

e BCF Scheme C (Avoiding admissions for frail older people) supports the
transformation of acute and community services, CCG Strategic Theme 3.

e BCF Scheme D (Housing adaptations) helps people to remain independent, living
at home and avoids emergency admisionss through housing adaptations, thus
supporting CCG Strategic Theme 1.

Somerset’s Health and Wellbeing strategy sets out three themes:
e Theme 1: People, families and communities take responsibility for their own health
and wellbeing.
e Theme 2: Families and communities are thriving and resilient.
e Theme 3: Somerset people are able to live independently.

The Health and Wellbeing Strategy supports the four BCF Schemes

e BCF Scheme A (Reablement and indepdendent living) helps people to take
control of their own health and well being as set out in the HWB Strategic Theme 1
and 3

e BCF Scheme B (Joined-up person-centred care) directly supports the HWB
Strategic Themes 1 and 2, enabling independent living and resilience

e BCF Scheme C (Avoiding admissions for frail older people) supports HWB
Strategic Theme 2 and 3, enabling resilience and independence.

e BCF Scheme D (Housing adaptations) helps people to remain independent, living
at home and avoids emergency admisions through housing adaptations, thus
supporting HWB Strategic Themes 1, 2 and 3.

Somerset’s County Plan for 2013-17, produced by the Local Authority, contains strong
alignment to the BCF. Stronger links with other public sector organisations and self-help
options are encompassed in the strapline “Together with residents, communities and the
public sector we will all come together to ‘Serve Somerset’.” It is also a stated priority to

ensure that “our most vulnerable people have the care they need and the choices they

want”.

Furthermore the plan promises that people have the good quality services they need by:
-Joining up with partners, organisations and communities to provide and run efficient
services to make every pound work hard for Somerset.

-Helping individuals and communities to help themselves, to volunteer and take control of
services they believe are important to them.

The plan’s top 10 targets includes the following that concur with BCF objectives:
-Help vulnerable and elderly people stay in their homes for longer (Supports BCF
Schemes A, B and D)

-Work more effectively with partners for a smaller, leaner and more customer-focused
public sector in Somerset (Supports BCF Schemes A, B, C, D).

Somerset County Council’s published Commissioning Intentions for Adult Social Care
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services document contains six main themes and highlights the advent of the BCF as a
catalyst. These themes and their description in the Commissioning Intentions are:

Prevention

Preventing and delaying the need for formal care and support is an important element in
keeping people independent. Commissioning plans involve providing more effective
access to information and advice service, promote volunteering and community and
voluntary groups, Develop self help tools and supports including self assessment
systems, and support for carers and expand the use of Tele-care.

This theme directly supports BCF Scheme B (Joined-up person-centred care)

Recovery

Supporting people through a life event such as illness is important and we need to
commission more services and improve what we currently do to deliver better results.
This means commission an effective approach to reablement in partnership with health
commissioners, commission intermediate care and rapid response services, develop
integration plans under the Better Care Fund that deliver against the national outcomes
of reduce hospital admissions and residential and nursing care placements.

This theme directly supports BCF Scheme A (Reablement and independent living) and
also BCF Scheme D (Housing adaptations)

Long Term Support

Increasing numbers of people will eventually need some form of ongoing support. We
want to improve people’s experience of care and support as well as give them more
choice and control. This means developing the market to genuinely offer a diverse array
of service to ensure choice and control. Commission more personal budget/direct
payment infrastructure organisations that can support more rapid increase in take up of
personal budgets and direct payments covering, Engagement of social care stakeholders
to better understand how to ensure that personal budgets offer people real choice and
control, Develop systems to support third party agencies undertaking assessments as
Trusted Assessor organisations and introduce Individual Service Funds where third
parties can manage personal budgets on behalf of service users.

This approach means refreshing all our strategies such as the Health and Social Care
Mental Health Commissioning Strategy and those in areas such as for Carers, Dementia,
and Autism.

Improving arrangements to Safeguarding Adults is even more crucial as the new
personalised Care and Support arrangements are developed with people taking more
responsibility in an increasingly diverse market place.

This theme directly supports BCF Scheme A (Reablement and independent living), BCF
Scheme B (Joined-up person centred care) and also BCF Scheme D (Housing
adaptations)
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Business Processes (BCF Enabler)

The new operating model needs to be lean, efficient and effective. It needs to help
deliver on our financial efficiency targets. This means commissioning a leaner care and
support and personal budget process as a key priority, changing the culture and
reviewing policies and procedures, processes and systems, and training and ensuring we
have the right staff skills mix, it means improving our information systems and data
management and quality assurance. This includes improving government statistical
reporting and performance management arrangements. It also means reviewing unit
costs and how we allocation of care and support resources.

Partnerships (BCF Enabler)

Delivering joined up solutions for people is even more important as we become more
customer focused and need to deliver efficiencies. This means developing integration
plans under the Better Care Fund, introducing new delivery arrangements for the
Learning Disabilities Provider Service, procuring more integrated solutions such as
covering Housing Improvement Agency and the Integrated Community Equipment
Service, and it means contribute to the strategic development of Symphony Project and
any work to revise care pathways.

Contributions (BCF Enabler)

Our approach acknowledges people have tremendous resources to be promoted,
supported and used to ensure they live full and independent lives. We wish to promote
greater community activities and supports and encourage greater engagement. This also
means developing a local engagement strategy with partners, introduce co-production
techniques such as involvement of User Led Organisations (ULOSs), use of peer support,
timebanks, circles of support, community navigators, neighbourhood networks and the
promotion of volunteering generally. It also means implementing agreed changes to
charging policy and develop a new contributions policy.

c) Please describe how your BCF plans align with your plans for primary co-
commissioning
e For those areas which have not applied for primary co-commissioning status,
please confirm that you have discussed the plan with primary care leads.

Our Better Care Fund plans fully align with plans for primary care co-commissioning
which are currently being developed with NHS England. While these plans are at an early
stage of development there are several key themes emerging which are germane to the
BCF submission. Of particular note are:

e Development of a co-commissioning joint strategy for primary care, which will
incorporate full alignment to BCF and HWB objectives and incentives

e Joint commissioning arrangements between NHS England, Somerset CCG and
Somerset County Council

e Moves towards much more comprehensive out of hospital care, with primary care
a key part of the new delivery landscape

e Consideration of new models of care as set out in the NHS Five Year Forward
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View. Through the Symphony programme, Somerset is already recognised as a
Pioneer in the exploration of New Models of Care and the development of the
future role of Primary Care.

Our work with primary care is supported through the Somerset Practice Quality Scheme
(SPQS), the Primary Care Collaborative Fund (PCCF) and the development of Local
Implementation Groups (LIGS) (see Section 4 for information). All of which have schemes
supporting BCF objectives at their core.

e Somerset Practice Quality Scheme (SPQS) — the County’s pilot scheme to support
integration and sustainability in Primary Care. This replaces QOF and has been
approved by NHS England. SPQS objectives align with the BCF and help primary
care play a role in the implementation of BCF:

o Encouraging better self care (BCF Schemes A, B)

o Acute complex care ( e.g. avoiding admission of the very frail elderly) (BCF
Schemes B, C, D)

o Long Term conditions management (BCF Scheme B)

o Organisational development of general practice (BCF Enabler)

o Communications, IT and working with other agencies (BCF Enabler)

e Primary Care Collaboration Fund (PCCF) — the County scheme to encourage
integration and better outcomes for the elderly through Primary Care cooperation.
This is aligned with the objectives of the BCF. Schemes under the PCCF are
approved by the CCG Governing Body and include:

o Helping to reduce avoidable admissions to hospital (BCF Scheme B, C)

o Supporting greater integration of working between practices and other
health and social care services (BCF Enabler)

o Focusing on patients with long-term conditions and/or frail older people
(BCF Scheme A, B)

Somerset’s four BCF schemes are all proven to reduce emergency hospital admissions
although the reductions can be difficult to deliver in the face of increasing overall
demand. GPs play an important role in reducing demand on emergency services and we
are working with the practices to develop initiatives to reduce the risk of actual admission.
We have included at Annex 1 a table setting out the target NEL reduction by individual
GP practice and the CCG is working with Primary Care to agree strategies in support of
avoidable admissions.

The development of these schemes, supported by the strategies of the commissioners
ensures strong alignment between our BCF plan and plans for working with primary care.

The BCF has been discussed and reported on at each CCG Clinical Operations Group
meeting over the past 18 months. In our wider discussions with primary care we involve
the nine GP Federations in Somerset, the Clinical Operations Group (COG) of the CCG —
on which each of the GP Federations in Somerset are represented, and the Local
Medical Committee — the representative body of GPs. The CCG also holds member
meetings at Practice level and open invitations to individual GPs to information sharing
events.
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7) NATIONAL CONDITIONS

Please give a brief description of how the plan meets each of the national conditions for
the BCF, noting that risk-sharing and provider impact will be covered in the following
sections.

a) Protecting social care services

i) Please outline your agreed local definition of protecting adult social care services (not
spending)

Somerset County Council working in conjunction with the CCG through the Better Care
Fund will protect social care services that meet need under the current Fair Access to
Care (FACS) eligibility criteria, applied in Somerset at the two higher bands of
“substantial” and “critical”. Services will continue to include assessment and care
management, safeguarding and commissioned service provision.

The CCG and County Council recognise that, as statutory organisations, they have to
meet any legal requirements imposed on them under the Care Reform Bill. The statutory
duty could remain with the organisation (as it does with the services paid for by the
Disabled Facilities Grant through District Councils), even where funds have been pooled
through the Better Care Fund.

Projects including early intervention, self-management tools and integration are all
designed to protect the future of adult social care services whilst reducing the burden on
primary and secondary health care.

In support of this condition, the CCG and SCC are considering entering into a three-year
funding commitment for additional sums allocated to the BCF and which are intended to
provide assurance and stability for delivery of integrated health and social care.

i) Please explain how local schemes and spending plans will support the commitment to
protect social care

Adult social care services receive both local authority and health funding to ensure that
the current levels of service for those with eligible needs can be maintained. Health
funding (previously Section 256 money but now BCF funding) is a recognition of the
financial gap in local authority funding for social care and is monitored through the Joint
Commissioning Board. Savings generated through the Better Care Fund will continue to
protect and support this delivery of services.

Our focus initially will be on introducing measures to reduce the instances of higher cost
areas of care, in terms of hospital admissions/readmissions and to delay the need for
residential or nursing care. This should also enhance the patient and service user
experience with more people enabled to stay in their own homes and communities. This
activity is supported through the BCF Scheme for Reablement (Scheme A), the emphasis
on self-management through our person-centred care (Scheme B) helping the frail
elderly to stay out of hospital (Scheme C), and the promotion of housing adaptations to
reduce the risk of falls (Scheme D).
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These projects - including early intervention, self-management tools and integration - are
all designed to protect the future of adult social care services whilst reducing the burden
on primary and secondary health care.

The Better Care Fund plans for Somerset recognise the need to pump prime preventative
strategies such as reablement and housing independence initially to achieve longer term
gains. Joint contracting arrangement for sharing both risks and savings have been
agreed as part of the implementation of BCF and are delivered through the Joint
Commissioning Board (see Governance section 4)

iii) Please indicate the total amount from the BCF that has been allocated for the
protection of adult social care services. (And please confirm that at least your local
proportion of the £135m has been identified from the additional £1.9bn funding from the
NHS in 2015/16 for the implementation of the new Care Act duties.)

£17.72m (over 43%) of the BCF is allocated to protect adult social care services.

* £11.44m of the BCF is allocated to schemes which support adult social care
services (a sum equivalent to previously s.256 monies). This includes the £1.35m
allocated to the costs of implementation of the Care Act

« £2.10m is the Disabled Facilities Grant

* £1.39m is social care capital funding transferred into the BCF

« £2.78m is an additional sum transferred to the BCF by Somerset County Council

We confirm that £1.35m of the BCF for 2015/16 (this being Somerset’s share of the
£135m identified in the question header above) is to support the implementation of the
Care Act as set out in the following table.
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Care Reform Implementation 2015/16

Care Reform Funding - budget breakdown Estimated cost

2015/16
Carers Assessments - Packages of care. £291,000
Revised Deferred Payments Systems £180,000
Semnvice User Assessments and Care Management £270,000

Increased costs of delivering care packages as eligibility criteria

has widened Somersets current position £57,000
Finance Systems Provision - Tracking all care spent on individuals £99,000
Information and Advice £42,000
Data and Information Sharing incl. IT Infrastructure £141,000
Workforce training - Care and Health staff £75,000
Health and Support Plans £30,000
System Redesign £60,000
Joint Commissioning Development & Market Shaping £105,000

£1,350,000

The Disabled Facilities Grant (DFG) is a fund of £2.1m which becomes part of
Somerset’s BCF and is operationally passed to the five District Councils in Somerset to
support housing adaptations for those who meet the statutory criteria.

The minimum allocation to the BCF (£38.6m in 2015/16) is a mandated figure provided
by NHS England. For planning purposes, Somerset County Council has agreed to
transfer to BCF an addition sum of £2.78m related to the provision of care costs in South
Somerset, taking the total fund to £41.3m for 2015/16. The additional transfer is subject
to agreeing plans with providers for a roll out of person-centric care (based on the
Symphony project) in South Somerset. This sum also remains conditional on the BCF
being approved through the NHS assurance process and any conditions being
acceptable to commissioners.

In addition to BCF funds, the Carers budget for 2014/15 is a pooled budget with the CCG
of £407k (50/50 SCC/ CCG) and Carers Grant paid to Somerset Partnership of £120k.

iv) Please explain how the new duties resulting from care and support reform set out in
the Care Act 2014 will be met

The financial impacts resulting from the new duties under the Care Act are being
assessed at a local and national level, together with workforce implications.

It is aimed to use the opportunities for integration within BCF and other schemes to
address these and contribute to the protection of social services. A cross organisational
delivery group has been set up and is developing ways of meeting these new duties. This
group has already identified the areas requiring investment and is in the process of
allocating appropriate funding and workstreams.

The spend on implementation of new duties arising from the Care Act is designed to
ensure that Somerset County Council is prepared and able to deliver change across a
number of key areas which include:
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-Carers Assessments, leading to packages of support

-Revised Deferred Payments Systems

-Changes to Service User Assessments and Care Management
-Increased costs of delivering care packages as eligibility criteria has widened
Somerset’s current position

-Finance Systems Provision - Tracking all care spent on individuals
-Information and Advice

-Data and Information Sharing incl. IT Infrastructure

-Workforce training - Care and Health staff

-Health and Support Plans

-System Redesign

-Policy development

-Joint Commissioning Development

The particular focus of delivery during 2015 are new portal and brokerage systems which
are a vital component of the remit to provide information and advice and to widen choice
for Somerset’s residents. This work is being done in conjunction with the Clinical
Commissioning Group to ensure that information about services is not social care
specific but embraces system change and options for a wider spectrum of support.

V) Please specify the level of resource that will be dedicated to carer-specific support

In addition to BCF funds, the Carers budget for 2014/15 is a pooled budget with the CCG
of £407k (50/50 SCC/CCG) and Carers Grant paid to Somerset Partnership of £120k

Work is in progress to scope additional new requirements. The preliminary assumption is
that the number of carers’ assessments undertaken will double, leading to increased
packages of support. The financial implications of undertaking these assessments and
providing support is being modelled by Somerset County Council and will be met from
SCC resources with possible support from the CCG.

Somerset County Council provides an offering to Carers which currently consists of:

e Allocation of care and support services to the cared for person giving a break to
the carer (sitting service; respite breaks)

e Universal services provided through Compass carers — advice, information and
support service

e ‘Take A Break’ scheme — annual allocation of sitting hours that can be used as
and when

e Carers Assessment undertaken by SCC.

Within Somerset, there is a Pooled Budget arrangement for Carers services between
Somerset County Council and the Clinical Commissioning Group, which is overseen by
the Joint Commissioning Board. This £407k funds the Universal service which is
delivered by Compass Carers. This service currently includes:

e Dedicated Carers Information and Advice service through telephone, face to
face and emalll
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GP Carers Champions to aid early identification

Carer Support Workers who provide 1 to 1 support

Carers Support Groups

Telephone Befriending —* Talk and Support’ launched on 7th July
Quarterly magazine distributed to over 8,000 households

vi) Please explain to what extent has the local authority’s budget been affected against
what was originally forecast with the original BCF plan?

There is no material change to the local authority’s budget as a result of resubmitting the
BCF and new guidance. Somerset County Council has increased its voluntary
contribution to the BCF as set out in section 7aiii.

b) 7 day services to support discharge

Please describe your agreed local plans for implementing seven day services in health
and social care to support patients being discharged and to prevent unnecessary
admissions at weekends

The Somerset Urgent Care 5 year Strategy has been developed in partnership in health
and social care providers (listed below), and incorporates public views captured during
the review of Out of Hours Service provision. One of the work programmes identified
was to increase seven day working.

The Working and Implementation Groups are made up of clinical and managerial
representatives from health and social care providers :

Somerset CCG

Taunton and Somerset Hospital NHS Trust

Yeovil District Hospital NHS Trust

Somerset Partnership NHS Trust

Somerset County Council — Adult Social Care

South Western Ambulance Service NHS Trust (999, GP OOH, NHS111)

Elements of 7 day working are already in place, and in particular to manage demand over
the winter. Examples of these are listed below

Social care and Independent Living Teams

Discharge chasers

Pharmacy support

Psychiatric liaison nursing service

Rehabilitation Service for Stroke patients

In reach teams

The Somerset Urgent and Emergency Care Working Group leads on the review of NHS
England’s Seven Days a Week Forum (Summary of Initial Findings) and subsequent
reports. We have considered the impact of implementing the ten clinical standards

Better Care Fund Page 64 of 105






NHS Somerset CCG and Somerset County Council Final Submission
9 January 2015

developed by the Forum within the next two years. A critical success factor for 7-day
working is the release of funds from existing projects to enable (pay for) 7-day working.

Our targets for seven-day working, according to the ten clinical standards are:

e 1. Patient and Service User Experience

Patients, service users and where appropriate families and carers, must be actively
involved in shared decision making and supported by clear information from health and
social care professionals to make fully informed choices about investigations, treatment
and on-going care that reflect what is important to them. This should happen consistently,
seven days a week.

e 2. Time to first consultant review

All emergency admissions must be seen and have a thorough clinical assessment by a
suitable consultant as soon as possible but at the latest within 14 hours of arrival at
hospital.

e 3. Multi-disciplinary Team (MDT) review

All emergency inpatients must have prompt assessment by a multi-professional team to
identify complex or on-going needs, unless deemed unnecessary by the responsible
consultant. The multi-disciplinary assessment should be overseen by a competent
decision-maker, be undertaken within 14 hours and an integrated management plan with
estimated discharge date to be in place along with completed medicines reconciliation
within 24 hours.

e 4. Shift handovers

Handovers must be led by a competent senior decision maker and take place at a
designated time and place, with multi-professional participation from the relevant in-
coming and out-going shifts. Handover processes, including communication and
documentation, must be reflected in hospital policy and standardised across seven days
of the week.

e 5. Diagnostics
Hospital inpatients must have scheduled seven-day access to diagnostic services such
as x-ray, ultrasound, computerised tomography (CT), magnetic resonance imaging
(MRI), echocardiography, endoscopy, bronchoscopy and pathology. Consultant-directed
diagnostic tests and their reporting will be available seven days a week:

» within 1 hour for critical patients;

« within 12 hours for urgent patients; and

« within 24 hours for non-urgent patients

e 6. Intervention / key services
Hospital inpatients must have timely 24 hour access, seven days a week, to consultant-
directed interventions that meet the relevant specialty guidelines, either on-site or
through formally agreed networked arrangements with clear protocols, such as:

* critical care;

* interventional radiology;

* interventional endoscopy; and

* emergency general surgery.
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e 7. Mental health
Where a mental health need is identified following an acute admission the patient must
be assessed by psychiatric liaison within the appropriate timescales 24 hours a day,
seven days a week:

» Within 1 hour for emergency care needs

» Within 14 hours for urgent care needs

e 8. 0n-going review

All patients on the AMU, SAU, ICU and other high dependency areas must be seen and
reviewed by a consultant twice daily, including all acutely ill patients directly transferred,
or others who deteriorate. To maximise continuity of care consultants should be working
multiple day blocks. Once transferred from the acute area of the hospital to a general
ward patients should be reviewed during a consultant-delivered ward round at least once
every 24 hours, seven days a week, unless it has been determined that this would not
affect the patient’s care pathway

e 9. Transfer to community, primary and social care

Support services, both in the hospital and in primary, community and mental health
settings must be available seven days a week to ensure that the next steps in the
patient’s care pathway, as determined by the daily consultant-led review, can be taken.

e 10. Quality improvement

All those involved in the delivery of acute care must participate in the review of patient
outcomes to drive care quality improvement. The duties, working hours and supervision
of trainees in all healthcare professions must be consistent with the delivery of high-
guality, safe patient care, seven days a week.

Progress to date in implementing 7-day services

In line with the recommendations from the Transforming Urgent and Emergency Care
Services in England Report, ECIST and other best practice documents, Somerset’s
Urgent and Emergency Care Working Group will continue to review the patient flow
process across the 7 day week.

Members of the System Transformation Group include health and care providers, who
have each implemented the following actions in support of 7-day working:

Trust Initiative

Taunton and e Stock take of services completed

Somerset NHS ¢ Acute Physician 7 day working in place and
Foundation Trust developing a series of ambulatory care pathways

e Plans in place to recruit additional A&E Consultants
to extend departmental senior cover

e Therapies pilot has been completed and currently
under review to assess effectiveness

e Created seven day discharge chaser role
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Yeovil District e Stock take of services completed
Hospital NHS e Piloted the provision of 7 day working within the
Foundation Trust therapy department. Services that would have

historically been delivered on a Monday - Friday
basis are now available 7 days a week enabling
patients to continue rehabilitation over the
weekend, supporting a shorter stay and earlier
discharge

e Introduced 7 day Consultant Physician presence to
ensure that patients can be reviewed by the most
senior member of staff early in their patient pathway

e A pilotis currently underway in partnership with
Somerset Partnership NHS Foundation Trust of a
'‘Spearhead’' team which operates 7 days a week.
The Service aims to 'pull’ patients awaiting
discharge from YDH by promoting the use of
community services and through work with
Somerset Primary Link In-reach service and YDH to
identify appropriate patients and facilitate earlier
discharge. The Service also ensures that care plans
are agreed with patients and consultants and
communicated with GPs with special patient notes
being placed on the Adastra information system
where appropriate

¢ YDH has discharge co-ordinators working at
weekends to liaise with other agencies to support
discharge

e Patient transport is available 7 days per week

e YDH therapists are currently involved in a 9 month
trial extending the service offered at weekends.
This allows Occupational Therapy and
Physiotherapy to see discharge and stroke patients
as well as A&E and orthopaedic patients

¢ YDH has a Consultant Physician physically present
in the hospital all day at weekends to ensure that
new admissions are assessed and treated by the
most appropriate person and to provide support,
guidance and training to the junior doctors

Somerset e The Operational Directorate of the Trust provides a
Partnership NHS range of community and mental health services,
Foundation Trust across the 24 hour, seven day week period.
Somerset County | ¢ Dedicated adult social care staff will work

Council exclusively with each hospital from September 2014

to end March 2015 to enable previously planned
hospital discharges to take place at the weekend,;
initiate hospital discharges which require social care
input at the weekend; ensure that other discharges
are not prevented by non-availability of adult social
care staff at weekends; offer a social care input to
existing admission prevention schemes

e The additional staff will formally become part of the
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ILT teams but will be based within the acute
hospitals.

The social care staff will be supplemented by
arrangements with strategic domiciliary care
partners to ensure that care packages can start (or
restart) at weekends. An allowance has also been
made to facilitate residential and nursing home
assessment at weekends

Primary Care

GP/999 scheme piloted and to be extended over the
winter period with a view to including the new Out of
Hours contract which is currently out to tender

These actions have been incorporated into provider contracts and ongoing progress is
monitored by the Urgent and Emergency Care Working Group in addition to the CCG’s

contract monitoring team.
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Next steps and Future Development

At the time of submission, Somerset also participated with Deloitte on an NHS-funded
study into the implementation of 7-day working.

The scope of the Deloitte study is summarised in the figure, below.

Scope
High level . .
qgestion UEC Out of hospital Planned Social care
" None required, .
. defined by the Seven Tg:‘;:':;’l‘fh“;grai‘gn
Service Day Forum clinical Based on the evidence what services should be ou%lined what SC
definition standards and UEC provided? S hould b
Review services s ou7 d be
recommendations’. provided?
w 9
'_
< _—
o (?onfl_gur_atlon Assess the configuration implications of the list of services defined in Q1.
= implications
4
o«
o
=@ —
3 None required,
* Clinical covered by the Seven Assess the clinical implications of the list of Not in scope
=] implications Day Forum and UEC services defined in Q1. pe-
o Review!.
o
w
. Wo!'kfo_rce Assess the workforce implications of the list of services defined in Q1'. Not in scope.
implications
. Fln-anc.lal Assess the financial implications of the list of services defined in Q1.
implications
Ia Implementation
recommend- ) ) o .
ations & Implementation recommendations and landscape implications of the list of Not in scope
services defined in Q1'. .
Landscape
implications
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Initial findings from the Deloitte report suggested that the additional staff required to
support full 7-day working would be an increase in staff numbers in the region of 5-9%.
The HWB is currently testing these assumptions and working to optimise the level of
resourcing required to meet the national expectations on 7-day services.

Table: Impact of 7-day services on workforce across Somerset health and care economy

Acute

Workforce type Asis 7DS % change
Medical 447 511 14%
Nursing 1,420 1,549 9%
Clinical 424 459 8%
Non clinical 1,217 1,288 6%
Total 3,507 3,807 9%
Community

Workforce type Asis 7DS % change
Medical 4 4 1%
Nursing 403 436 8%
Clinical 617 629 2%
Non clinical 330 354 7%
Total 1,354 1,423 5%

Mental health

Workforce type Asis 7DS % change
Medical 69 81 16%
Nursing 414 437 6%
Clinical 39 39 2%
Non clinical 262 273 4%
Total 783 830 6%

Note: Totals and percentages may not sum due to rounding
Source: 7DS analysis
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c) Data sharing

i) Please set out the plans you have in place for using the NHS Number as the primary
identifier for correspondence across all health and care services

The NHS number is accessible across Somerset Health and Care and is used as the
primary identifier.

Additional data analysis through the Symphony project has contributed to wider
accessibility of the NHS number as primary identifier.

i) Please explain your approach for adopting systems that are based upon Open APIs
(Application Programming Interface) and Open Standards (i.e. secure email standards,
interoperability standards (ITK))

The ability to share information across health and social care professionals and even
within health organisations remains a challenging arena for the NHS and Local Authority
organisations nationally. A national solution was awaited which stifled progress locally
until recently. Despite this delay, Somerset has continued to make small scale changes
in terms of sharing data and establishing alerts to ensure that professionals are aware of
people who are reaching end of life etc.

Somerset CCG established an Information Management and Technology (IM&T)
Strategy Group in September 2013 with monthly meetings to establish the CCG vision
and strategic direction for IM&T. The first priority emerging from the IM&T Strategy Group
was for clear information sharing and governance to be established for the Somerset
health and social care community, with further aim to develop a single electronic record
or portal for improving information access at the point of patient care across Somerset.

A Somerset Information Governance Summit was held in November 2013, with outcome
actions to be progressed through establishment of a Summit Network, with nomination of
single points of contact in all organisations providing health and social care services to
Somerset residents. The Network will oversee agreement for a Somerset Information
Sharing Protocol and discussions to explore integration and interoperability in Somerset.

Further development of the CCG IM&T Strategy will focus on a Programme of Work with
six work streams identified:
- National Projects (such as Summary Care Record)

- Local Projects (Personalised Care Planning)

- Information Technology (infrastructure)

- Information Management (governance and security)
- Business Intelligence (data analysis) and

- Digital Health (video conferencing, websites).

Specific examples of IM&T supporting development of other local initiatives include:
- Independent Living Teams — patients require co-ordinated support from a range of

professionals from within health, social care and private sector. Through the
information sharing focus, work is underway for organisations to establish levels of
access across services and systems.
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- Symphony — exploring the use of new IT solutions, a design team is developing
both patient and clinical access to information to support planning and care
interventions for groups of patients with specified set of conditions.

Within our IM&T, we confirm we are committed to adopting systems that are based upon
Open APIs (Application Programming Interface) and Open Standards (i.e. secure email
standards, interoperability standards (ITK)).

Please explain your approach for ensuring that the appropriate IG Controls will be in
place. These will need to cover NHS Standard Contract requirements, 1G Toolkit
requirements, professional clinical practice and in particular requirements set out in
Caldicott 2.

Somerset has established a county-wide network of IG professionals from all health and
social care sectors in order to collaborate and meet IG Compliance requirements. We
have a joint health and social care Information Sharing Protocol that sets out the
requirements for information sharing and the governance arrangements and reflects the
changed emphasis from Caldicott 2. Through the county wide IG network we are working
with lead clinicians and lead care professionals to change the emphasis on information
sharing to enable coordinated care for patients and service users and to assure safety in
all care and treatment provided.

d) Joint assessment and accountable lead professional for high risk populations

i) Please specify what proportion of the adult population are identified as at high risk of
hospital admission, and what approach to risk stratification was used to identify them

Since 2009, Somerset has been using the RISC tool from Optum Health. On a monthly
basis, we conduct monthly Episode Treatment Group (ETG) condition classification of all
Somerset patients, calculation of individual patient risk scores (based on their likelihood
of an unscheduled admission in the next 12 months), and we communicate this
information to GPs and other health professionals to support the care planning of
individual patients.

In terms of the proportion of patients at risk, this is calculated as a logarithmic spectrum,
and all 544,000 Somerset patients are assigned an individual risk score every month.
The top 5% of Somerset patients (27,200 patients) have risk scores of between 38.27
and 5.30 — denoting how many more times they are likely to be admitted for an
unscheduled admission compared to the average patient in Somerset. The chart below
represents how ‘risk score’ varies according to ‘risk rank’
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RISK RA vs RISK RANK- T of rset P lation(as at Jun 4

RISK RATIO [3827 10 1.14)

S RANK |1 to 139233)

Somerset was one of the first health communities in the country to fully and consistently
risk stratify its population and has supported national QIPP teams to help roll out across
the country the concepts and practical steps for implementation.

i) Please describe the joint process in place to assess risk, plan care and allocate a lead
professional for this population

The single assessment process is well established across health and social care, through
the jointly designed and implemented Understanding You assessment document. This is
used jointly by all health and care professionals to assess people with care needs and
coordinate their care planning. It is also used to inform the funded nursing care
assessment and to inform the completion of the Continuing Health Care (CHC) decision
support tool for decisions about eligibility for CHC funding. There is further work to
ensure that the lead professional is clearly identified for all patients and service users and
their responsibilities for care coordination are fully understood. The development of case
management for case finding for people at risk of ill health and frail older people and use

of personalised care plans will provide the vehicle to embed this approach for patients by
all professionals.

Personalised care planning is being rolled out as part of the Long Term Conditions
framework and it is intended that all patients with one or more LTC will have a

personalised care plan by 2015. This will also identify a lead professional contact for
each person.

Development of an electronic personalised care planning tool accessed across all health
and social care sectors will be key to realising improved care coordination for patients.
A number of initiatives across Somerset are supporting the concept of joint assessment

and accountable lead professional for patients at high risk of hospital admission.
Better Care Fund Page 73 of 105






NHS Somerset CCG and Somerset County Council Final Submission
9 January 2015

Somerset’s Independent Living Teams have an ethos of joint assessment of risk,
planning the care and nominating a lead professional for those people during the period
of intervention.

Somerset GPs use the HealthNumerics-RISC® which is a dynamic, easy to use risk
stratification tool that takes data from multiple sources (including Primary and Secondary
care), to perform a risk assessment of their entire population. The RISC tool gathers
person level details about hospital acute admissions, procedures, over a two- or three-
year baseline, and uses this to rank every person using health services in Somerset as to
their likelihood of undergoing an unplanned hospital admission. The median Somerset
person is then assigned a “RISC score” of 1, and everyone else is scored relative to
them. The RISC score therefore represents how likely an individual person is to undergo
an unplanned admission, relative to the current Somerset median patient. (The most
unwell people have RISC scores in the 30s.) The scores are updated, normally monthly,
as new data comes along. Somerset is unique in the degree of takeup from GP
practices: 71 practices out of 75 are currently sending data for risk stratification.
Therefore, this web-based tool provides timely, comprehensive information to primary
care clinicians to support interventions for those patients most in need, ensuring better
long term patient outcomes whilst driving down costs. It is also used by some community
matrons who might become the lead professional for a patient deemed at risk using this
tool.

Other data is also potentially relevant in calculating a RISC score, for instance data from
social care and mental health. Through the BCF, we would wish to explore this goal.

Currently, GPs and community matrons can examine the details of their own patients’
encounters (both GP-related and acute), and also view the name and NHS number.
Rather than highlighting a particular percentage of individuals, there is a high climbers’
report. This report picks out those individuals whose RISC scores have worsened most
radically since the previous update. The degree of worsening is selectable, but is
normally 50%. However, the list is normally restricted to the 200 most unwell people in
Somerset, as measured by the RISC rank, but this is also selectable — you can select to
include all people in the practice if you wish.

The Symphony project will also be using the concept of risk profiling as part of identifying
those groups of patients in South Somerset that are highest risk and making greatest use
of health and social care services.

iii) Please state what proportion of individuals at high risk already have a joint care plan in
place

Somerset’'s community based Health and Social Care services have developed a joint
assessment and care plan tool called “Understanding You”. This plan is used for all
service users that require care planning and intervention from Adults Social Care
services and from a range of community Health services, including Community Nursing
and the integrated Reablement service. This means that all individuals that the services
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identify as being at risk within their service model are being provided with joint care plan
when entering their services. This approach is not proactively case finding, as the
individual has experienced a change in their condition or management to trigger a
reactive contact with a service, but over time will capture the proportion of individuals at
risk across these wide ranging community services. The extension of the single care
planning approach and ability to share this across agencies will increase the number of
people that are considered at risk depending on the risk stratification tool in operation by
the service, and enable these patients to have a joint care plan. The care planning
approach is a universal offer within these services, and so the number of people that are
at high risk with a care plan are not discernible from the wider population with a care
plan.

All those who benefit from the reablement service have a single care plan.
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8) ENGAGEMENT

a) Patient, service user and public engagement

Please describe how patients, service users and the public have been involved in the
development of this plan to date and will be involved in the future

Service users and carers are at the heart of the way in which we design integrated
services in Somerset. Through some of the current and previous initiatives we have been
able to shape our vision for the Better Care Fund based on what people have told us is
most important to them. In autumn 2013 users and carers told us they wanted our vision
for integrated care to focus on:

-Excellent care

-Communication between departments
-Easy access

-Approachable and caring staff
-Patient focused care

Compass Disability is Somerset’s user-led organisation that supports both service users
and carers and has been part of developing the aims and objectives of this plan.

The Somerset Health and Wellbeing Board’s members include councillors, health
professionals and Healthwatch Somerset. Their engagement is core to the success of the
Better Care Fund. Separate discussions with our local Healthwatch representatives have
been arranged to ensure that those who use our services are involved in the process as
much as possible, as well as understanding how they would like services to look.

Healthwatch Somerset, Compass Disability, the patient and user forums, our advocacy
services and our peer support network play an important role in providing feedback
around service users’ and carers’ experience and designing integrated services.

Annex 1 illustrates our current involvement and engagement sessions and engagement
narrative.

Somerset CCG incorporates nine GP Federations and each of these has local patient
participation groups. We have ensured that the transformation and integration agenda
has been consistently raised at the more recent quarterly meetings of these Federation
patient participation groups and feedback will continue to be feed into this plan. In
addition the CCG organises Health Forums linked to each GP Federation to discuss
specific topics with patients and users.

Somerset County Council is scheduling "drop in" sessions for all staff to explain the
Better Care Fund and the Care Bill agenda. This will be open to all, not just those in
social care and in the past this has been an effective way of gathering opinions and
engaging a wider audience.

During 2015, we intend to undertake a public consultation on our plans to understand the
impact on the people of Somerset. This will include those who find it hard to access
health and care services and formal consultation with identified groups under the Equality
Act 2010.
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b) Service provider engagement

Please describe how the following groups of providers have been engaged in the
development of the plan and the extent to which it is aligned with their operational plans

i) NHS Trusts

Somerset Clinical Commissioning Group (‘CCG’) and Somerset County Council’'s (‘'SCC’)
approach to commissioning is to involve service users, carers and providers in service
redesign. There are currently a number of projects in various stages of development
which involve health and social care providers (and users and carers) at the heart of the
planning process. Many of these fit the theme of integration and will become part of our
Better Care Fund strategy. These include reablement through the integrated Independent
Living Teams (‘ILT’); the Symphony project; the House of Care initiative and a
Community Services Review, though this is not an exhaustive list.

In order to deliver the Better Care Fund effectively, Somerset has established the Health
and Care Leadership Group which leads on system transformation and the integration
agenda across health and social care. This incorporates providers and commissioners
and has representation from the following organisations:

-Somerset County Council
-Somerset CCG

-Taunton and Somerset NHS Trust
-Yeovil District Hospital NHS Trust
-Somerset Partnership NHS Trust
-Somerset LMC (as observer)

Staff and partner organisations were engaged in workshops in October 2013 for the
Symphony project planning stage which looked at plans for the shape of future care in
Somerset.

The main themes that evolved from these events were:
a. The need for integrated I.T.
b. Fewer boundaries between organisations
c. A need for seamless care/continuity
d. To make Staff feel valued
e. Real sustainable change
These themes have been taken forward into our Better Care Fund planning.

i) primary care providers

We have primary care representation on all our planning groups, from the Somerset
Health and Care Leadership Group (CEO level) to Local Implementation Groups (local
delivery mechanism for populations of approximately 130,000). Nine GP federations
covering an average population of 61,000 are a key part of the engagement and planning
system. The CCG has also supported the development of a county-wide GP provider
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organisation which all practices are members of. Significant investment in out of hospital
care has been made available through Local Implementation Groups for primary care
and other providers to plan against. The key operational priorities identified by primary
care providers are: better integrated care, better information sharing and the
development of sustainable primary care delivery models.

iii) social care and providers from the voluntary and community sector

Somerset Clinical Commissioning Group (‘CCG’) and Somerset County Council’'s (‘'SCC’)
approach to commissioning is to involve service users, carers and providers in service
redesign. There are currently a number of projects in various stages of development
which involve health and social care providers (and users and carers) at the heart of the
planning process. Many of these fit the theme of integration and will become part of our
Better Care Fund strategy. These include reablement through the integrated Independent
Living Teams (‘ILT’); the Symphony project; the House of Care initiative and a
Community Services Review, though this is not an exhaustive list.

Providers have been engaged initially through briefing sessions which gave them an
understanding of the aims and objectives of the Better Care Fund and an opportunity to
contribute feedback and ideas; and specific workshops that supported the development
of the Plan. Annex C illustrates the specific Better Care Fund engagement work across
providers and staff of health, social care and housing services including a workshop on
6" February at which over twenty provider representatives attended.

Staff and partner organisations were engaged in workshops in October 2013 for the
Symphony project planning stage which looked at plans for the shape of future care in
Somerset.

The main themes that evolved from these events were:
a. The need for integrated I.T.
b. Fewer boundaries between organisations
c. A need for seamless care/continuity
d. To make Staff feel valued
e. Real sustainable change
These themes have been taken forward into our Better Care Fund planning.
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This workshop brought together a very wide range of providers to explain the BCF and
explore the opportunities it presented. The day was a success with very positive
feedback as providers sought to understand each other’s perspectives and how
integration could improve patient and user outcomes.

Name of Attendee

Organisation

Role

Liz Harper Somerset Care Care Provider
Richard Pitman Compass Disability CEO
Simon Lewis TDBC Assistant Director

Jonathan Higman

Yeovil District Hospital

Director Of Operations

Alison Chisolm

Adult Social Care

Strategic Operations Manager Adults
and Health

Rosie Benneyworth

Somerset CCG

GP

Martin Young

Somerset County Council

Finance Strategy Manager

Chris Perry

Taunton and Somerset

Executive Director of Change

Dave Baxter

Mendip DC

Strategic Housing Manager

Jeremy Martin

Yeovil District Hospital

Symphony Project Director

Claire Higdon Somerset CCG Deputy Director of Clinical
Commissioning Pathway Development
Trudi Grant Somerset County Council Director of Public Health

Colin McDonald

SSDC Strategic Housing

Strategic Housing Manager

Mel Lock Somerset County Council Strategic Commissioning Manager
Adults and Health

Nicky Dalton Brunel Care Community Services Director

Peter Lewis Taunton and Somerset Deputy CEO

Ann Anderson Somerset CCG Director of Clinical Commissioning
Development

Roger Wharton RCPA Executive Officer

Tim Baverstock

Somerset County Council

Senior Commissioning Officer Adults
and Health

Tom Bourne Somerset Care Care Provider
Andy Eisenhauer Principal EHO Principle EHO
Mark Marriott Yeovil District Hospital PMO Director
Matthew Dolman Somerset CCG GP

Sara Harding

Somerset Partnership

Head of Adult Community services

Alison Henly

Somerset CCG

Deputy Chief Financial Officer

Steven Foster

Somerset CCG and Somerset
County Council

Interim Director of Transformation
Programmes
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¢) Implications for acute providers

Please clearly quantify the impact on NHS acute service delivery targets. The details of
this response must be developed with the relevant NHS providers, and include:
- What is the impact of the proposed BCF schemes on activity, income and
spending for local acute providers?
- Are local providers’ plans for 2015/16 consistent with the BCF plan set out here?

Our understanding is that the majority of NHS resource transferred into the BCF will
come with existing commitments. A savings plan will be developed so that over a five
year period services can be improved and savings delivered. This will be challenging as
the current working assumptions of the NHS Trusts in Somerset are that savings from
bed closures will be needed to support their own cost improvement plans (in excess of
4% per annum). Nationally it is also assumed that acute savings will fund additional
investment in primary care

As part of the BCF preparation we have engaged with the two major acute trusts in
Somerset (Taunton & Somerset NHS FT, and Yeovil & District Hospital NHS FT) and the
Somerset Partnership NHS FT. The Trusts understand the implications of the BCF and
the potential impact on their operating costs and practices.

Although the NHS FT’s have their own cost pressures we have seen a very positive
approach to BCF from the Trusts. There is broad mutual understanding that savings in
care costs must release cash from hospitals (acute and community). This is achieved
through reducing demands for beds and length of stay.

To effect changes will require sharing of objectives and better understanding at the
system-wide level — for example:
e More services provided in the community will help patients become less

‘institutionalised’ which reduces demand

e Clinicians will no longer view admission to hospital as the default option because
other readily accessible services are available in the community’; and

e Clinicians will no longer view social care as the default option for safe and
sustainable hospital discharge, because other readily accessible options are
available and understood by clinicians.

However, we recognise that:

e Fewer beds (closed wards) could have an impact on the financial viability of the
acute Trusts as currently configured unless alternative services are developed
and/or staff redeployed.

e Transformation could also change the pattern of specialism within the NHS
consultant base — specialists may prove to be expensive unless pooled into larger
units.

Somerset’'s NHS Trusts already have challenging financial targets as part of their own
cost reduction plans. The BCF is part of their cost reduction strategy but also brings
additional challenges as services are redesigned and relocated. The impact of BCF
changes on the finances, workforce and capacity in the acute hospitals and community
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services will become clearer as our transformation projects (such as Symphony) begin to
implement new pathways and interactions with patients and users.

All the major health and care organisations in Somerset have engaged in the service
transformation agenda and contributed to the establishment of integration projects across
the County.
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Note A. Summary: alignment between BCF schemes and

ambition

The following tables illustrate the alignment between our schemes and our ambitions.

Summary of 8CF Benelits by scheme

Sthems
[Pesson
i Frall
2004415 Medvare Total Peads] Cent 1 rall Elderly  Houslng
! Assessment  |Adaptations
Care
. - . - - i s ]
ol ot o vt Increase in m-nhet of people over 65 who are still st home = pan 7
00 days after discharge...
Reduction in pe esidential sdmissions® |Inc O in et of peaple in residentisl care 19 9 v
Total a3 0 0 0
Scherne
[ Person Frall Ederly |Housing
p Total .
2m5/16 Measure otal Ambition  |Reablement bomiitind ciraln -
Reduction in p dinissions® | Increase/Decroate In number of people in residential care 43 -48 v
Reduction in delayed transters of care Reduction in numbers of DTOCs -25% -330 -130 v
Reduction in non-elective (genera + acute only)  [Reduction in non-alective (general + acute anly) -2066 v -566| 1500 v
2 Incroase In number of people ower 65 who are still at hame
- - v
Increased effectiveness of reablement 50 afkie discharge... 3 3]
Proportion of people feeling suppried to manage
tal trom GP patient survey v vy
thelr longterm conditions™* A ——— !
C | i it t Y
Local Memsures* r«op(:n«.m of people responding positively to the CQC v .
P survey
Total &4 710 -1630 0

*Note: increass in 2013/14 dus to intreased demand snd lag In BCF. Decrease achieved (n 2014/15
T Measure i3 8 standardised proportion and not an absolute number
NOD-Masurable of Propormionate measwes contributing 10 schemes are indicated by & Tick

Note: The reduction in non-elective admissions (general + acute) is quantified against schemes B (Person-
Centred Care) and C (Frail Elderly Assessment) only. In the contract negotiations for risk sharing (P4P) the
CCG will take into account the potential contribution from Schemes A (Reablement) and D (Housing
Adaptations) so to avoid placing unfair risks on individual providers as one component of the health and

care economy.
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Note B. BCF NEL target distributed to local GP practices

In addition, to meet the targets for reductions NELs, we are working with GP practices to agree
local targets for reductions. The following table shows the target NEL reduction by GP practice,
based on their 2013/14 admission numbers.

Our BCF schemes support GPs in helping to reduce NELs but it is important that the targets are
owned locally and are tracked against past performance to ensure an audit trail of improvement.

12 Month's Emergency Admission Activity by All Somerset GP Practices
Covering the Period 1st Oct 2013 to 30th Sept 2014

Current GP
Total number of Practice Reduction target
individual Patients Population  split by Practice
Practice Name admitted Total Admissions Count Population
TOTAL 38392 56027 555789

AXBRIDGE AND WEDMORE MEDICAL CENTRE 431 633 8552 318
HAMDON MEDICAL CENTRE 267 385 5170 192
BRENT AREA MEDICAL CENTRE 138 206 2652 9.9
QUEEN CAMEL MEDICAL CENTRE 294 408 5532 206
WESTLAKE SURGERY 145 219 2714 101
SOMERSET BRIDGE MEDICAL CENTRE 207 278 3784 151
OAKHILL SURGERY 148 216 2616 9.7

THE BRUTON SURGERY 347 470 5048 221
THE BECKINGTON FAMILY PRACTICE 537 790 9193 382
GLASTONBURY HEALTH CENTRE 380 530 6454 240
THE ILCHESTER SURGERY 203 287 3432 128
CREWKERNE SURGERY 106 128 1792 6.7

MILLBROOK SURGERY 287 406 4792 17.8
THE GLASTONBURY SURGERY 786 1125 13031 484
ABBEY MANOR MEDICAL PRACTICE 167 263 2761 103
ILMINSTER MEDICAL CENTRE 210 308 3433 128
CANNINGTON HEALTH CENTRE 327 478 5291 19.7
WELLS CITY PRACTICE 430 622 6922 25.7
OAKLANDS SURGERY 227 334 3630 135
NORTH PETHERTON SURGERY 345 503 5437 202
MILBORNE PORT SURGERY 355 497 5588 208
CHEDDAR MEDICAL CENTRE 486 733 7580 282
LANGPORT SURGERY 772 1078 12008 436
QUANTOCKX MEDICAL CENTRE 209 299 3236 120
RYALLS PARK MEDICAL CENTRE 400 577 6165 229
PORLOCK MEDICAL CENTRE 125 172 1914 7.1

CHURCH VIEW SURGERY 144 197 2201 82

THE MENDIP COUNTRY PRACTICE 342 490 5190 193
EDINGTON SURGERY 488 687 7379 27.4
TAWSTOCK MEDICAL CENTRE 325 455 4909 182
FRENCH WEIR HEALTH CENTRE 1059 1480 15948 59.3
WINCANTON HEALTH CENTRE 574 788 8560 318
WELLINGTON MEDICAL CENTRE 983 1441 14623 54.4
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FROME MEDICAL PRACTICE 1950 2893 28948 107.6
NORTH CURRY HEALTH CENTRE 264 388 3902 145
BRENDON HILLS SURGERY 118 157 1742 6.5

VINE SURGERY (x2) 556 833 81838 304
VICTORIA PARK MEDICAL CENTRE 306 208 4500 16.7
THE PARK MEDICAL PRACTICE 706 1009 10368 385
LISTER HOUSE SURGERY 448 626 6576 244
VINE SURGERY (X2) 284 419 4142 154
HIGHBRIDGE MEDICAL CENTRE 929 1414 13547 504
GROVE HOUSE SURGERY 443 643 6544 243
ST JAMES MEDICAL CENTRE Q28 1311 13457 500
QUANTOCK VALE SURGERY 383 566 5509 205
CREWKERNE HEALTH CENTRE 796 1131 11381 423
EAST QUAY MEDICAL CENTRE 1043 1527 14689 546
CREECH MEDICAL CENTRE 244 351 3417 127
DUNSTER SURGERY 158 250 2206 82

LUSON SURGERY 421 630 5826 217
EXMOOR MEDICAL CENTRE 280 393 3874 144
VICTORIA GATE SURGERY 307 479 4225 15.7
CROWN MEDICAL CENTRE 680 1031 9301 346
ILMINSTER MEDICAL CENTRE 534 750 7259 27.0
HENDFORD LODGE MEDICAL CENTRE 843 1262 11446 425
TAUNTON ROAD MEDICAL CENTRE 1057 1559 14310 532
ESSEX HOUSE MEDICAL CENTRE 635 1012 9259 344
THE BLACKBROOK SURGERY 750 1076 100398 375
REDGATE MEDICAL CENTRE 491 719 6582 245
PRESTON GROVE MEDICAL CENTRE a58 1432 12836 47.7
COLLEGE WAY SURGERY 930 1351 12459 463
YEOVIL HEALTH CENTRE 345 506 4595 171
IRNHAM LODGE SURGERY 501 726 6603 246
LYNGFORD PARK SURGERY 436 670 5705 212
PENN HILL SURGERY 750 1095 9767 363
CHURCH STREET SURGERY Bas 1189 11001 409
WELLS HEALTH CENTRE 882 1284 11356 422
WARWICK HOUSE MEDICAL CENTRE 526 774 6764 251
WEST SOMERSET HEALTHCARE 785 1211 9976 371
HARLEY HOUSE SURGERY 556 8i8 7063 263
BURNHAM MEDICAL CENTRE 1263 1972 160448 5986
THE SOMERTON SURGERY 400 552 5018 18.7
CRANLEIGH GARDENS MEDICAL CENTRE 731 1108 9145 340
SPRINGMEAD SURGERY 533 772 6557 2448
WESTLAKE SURGERY 96 141 1165 43
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ANNEX la — Detailed Scheme Description

Scheme ref no.

A

Scheme name

Reablement

What is the strategic objective of this scheme?

Reablement in Somerset is key to delivering several of the joint strategic objectives
agreed by health and social care. By utilising integrated teams and promoting joint
working with shared resources and co-location, reablement plays a significant role in the
following strategic objectives:

o To improve the Health and Wellbeing of the people of Somerset

o To deliver affordable and sustainable health and social care services to the
population of Somerset.

o To increase the percentage of people living independently at home.

o To ensure people in Somerset are healthier with access to high quality care

that is affordable and sustainable; they can receive the very best care that is
delivered by staff with the right clinical skills and the time to provide care with
compassion every day. All Staff have pride in what they do and are respected
by patients and the public

o To attract and retain the best mix of health and care professionals and workers
in Somerset through a combination of education and training, promotion of
opportunities and innovation in service delivery.

The reablement model continues to be developed and adapted and has its own more
specific objectives in order to deliver on the aforementioned strategic ones. It aims to:

e Reduce unplanned admissions to hospital and readmissions to hospital.

e Reduce hospital length of stay by enabling people, who no longer require acute
medical intervention, to have a timely discharge from hospital.

e Reduce demand for domiciliary care and residential/nursing care.

e Deliver improvement in an individual’s quality of life.

These are in line with the statutory ASCOF return which has been introduced regarding a
joint social care and health approach to keeping people at home for 91 days or more
after discharge. This is part of the of the NHS outcomes framework.

Overview of the scheme

Please provide a brief description of what you are proposing to do including:
- What is the model of care and support?
- Which patient cohorts are being targeted?

Health and social care commissioners in Somerset have chosen to integrate services at
the point of delivery using their existing providers, rather than to commission the service
externally or require organisational integration or reconfiguration. The key providers are
Adult Social Care (“ASC”), Somerset Partnership Foundation NHS Trust (“The
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Partnership”) and the council’s strategic domiciliary care partners.

Small locally based Independent Living Teams of social workers, occupational therapists
(from both ASC and the Partnership), physiotherapists, rehabilitation assistants (from the
Partnership) and care workers work to one, two or three GP practice populations
(dependent on size). As an indication there are six teams in the Taunton GP Federation,
and six in South Somerset GP Federation. The teams’ brief is to invest professional time
and energy “up front” to fully understand the service user and deliver solutions that
maximise their independence. Because the team is multi-disciplinary, resources,
including domiciliary care, can be deployed rapidly without the need for hand-off or other
wasteful administrative processes, and all staff in the team work to the same agreed end
with each service user. Where the expertise of professionals outside the team is
required, the expertise is “pulled in” to the team rather than the case being passed on.

Reablement support is offered to anyone who would benefit from this intervention,
regardless of their financial situation or the level of their needs. For ASC this is a very
different offer to that offered for other services which are primarily provided only to those
who meet a level of need as critical or substantial and who require local authority
assistance to fund this care.

At the end of the reablement period an assessment is completed identifying on going
needs. A financial assessment is also completed. Anyone requiring ongoing support who
meets the social care eligibility criteria, move into the Community Support teams, where
their outcomes continue to be monitored and care support adjusted.

The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and
providers involved

The Reablement programme is jointly commissioned by the County Council and the
Clinical Commissioning Group (CCG) with key decisions about finance and evolution
being agreed by the Joint Commissioning Board (previously the Adult Services
Partnership Board). The programme is steered by a multi-agency Commissioning for
Reablement Board chaired by Steven Foster, Interim Director of Transformation
Programmes. Members of the Programme Board have individual accountabilities within
their organisation.

The service is governed by a Partnership Agreement between the service providers and
works to an agreed Operating Framework. Both the Agreement and the Framework have
been discussed with and agreed by the Care Quality Commission.

Commissioners are conducting an ongoing review of the current service in its fledgling
form and will aim, via the BCF, to refine the model to deliver the outcomes required within
the best possible value package.

The evidence base

Please reference the evidence base which you have drawn on
- to support the selection and design of this scheme
- to drive assumptions about impact and outcomes

Prior to Somerset’s initial piloted implementation of a formal reablement service, joint
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planning groups explored the experience of other local authorities and took on board the
national research available such as the Glendinning report (Glendinning, C. et al. (2010)
Home care re-ablement services: investigating the longer-term impacts (prospective
longitudinal study), York/Canterbury: SPRU, PSSRU.)

Somerset’s model evolved, based on the elements which had proven to deliver effective
outcomes. These included principles of integrated services, joint teams and co-location.
Certainly the evidence is clear that patient experience is greatly improved when health
and social care work more closely together. Following on from the conceptual ideas, with
support from Vanguard Consultancy, the programme has taken an iterative and
experimental approach to implementation:

1. Detailed research on what is actually happening to individual service users as they
experience health and social care services.

2. An experimental pilot with patients of the St James Medical Centre in Taunton in
late 2010 to begin to identify how a small and local multi-agency team can deliver
more effective and appropriate services.

3. Piloting across the Taunton GP Federation to refine the original model and
understand the staffing implications for partner agencies.

4. Roll-out of the model to the South Somerset GP Federation, to learn how best to
introduce the model at scale.

5. In January 2013 the Adult Service Partnership Board agreed that reablement
should be rolled out to the remainder of the County:

Part of this process included auditing by Public Health colleagues to gain an
understanding of ‘who’ is using the service and for what purpose, in order to assist the
Measuring Impact group and ultimately the Programme Board to assess the outcome
measures for the service against the context of how the service is being used. This would
help establish a monitoring and scorecard process for understanding the key drivers and
successes.

The audit therefore was able to capture the demographics of those using the service and
to describe referral routes to the service, the reason for the referral and the outcome of
the referral. In addition it compared the outcomes for those included in the audit against
the high level outcomes described in the specification and scorecards. This audit has
helped shape future modelling of the service and it is intended to repeat the exercise in
2014/15.

As other models and evidence emerge, the Leadership Group has mandated further work
on reablement in Somerset and the BCF will help support that work.

Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
Expenditure Plan

Impact of scheme

Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan

Please provide any further information about anticipated outcomes that is not captured in
headline metrics below
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The following section was submitted as part of the initial BCF plans (April 2014). It is
reproduced here as it calculates the benefits of a reablement scheme using ASCOF as a
measure.

Metric: Proportion of older people (65 and over) who were still at home 91 days
after discharge from hospital into reablement / rehabilitation services

There is strong evidence that reablement services lead to improved outcomes and value
for money across the health and social care sectors. Reablement seeks to support people
and maximise their level of independence, in order to minimise their need of on-going
support and dependence on public services.

This measure is of the benefit to individuals from reablement, intermediate care and
rehabilitation following a hospital episode, by determining whether an individual remains
living at home 91 days following discharge — the key outcome for many people using
reablement services. It captures the joint work of social services and health staff and
services commissioned by joint teams, as well as adult social care reablement.
Baseline

Current Somerset All Somerset
Baseline comparator | England Target
BCF metric (April 2012- group (2012/1 | 2015/16
March (2012/13) 3)
2013)
ASCOF 2B (part 1) Metric Value 85.5 80.6 814 84.9
Proportion of older people
(65 and over) who were still | Numerator 215 215
at home 91 days after
discharge from hospital into | Denominator 250
reablement / rehabilitation
service. Higher is better

2012/13 outturn data for this measure shows Somerset performing better than our
comparator group and better than the all England average. However, the cohort was
small and performance may well dip for 2013/14 due to increased numbers resulting from
the roll out of the ILT Teams across the county. 2013/14 should provide a more realistic
baseline.

This raises issues for the Council with regards to target setting as we expect to see a
reduction in performance resulting from the increase in the overall cohort.

Calculations using BCF ready reckoner and adjusting 2013/14 due to increased cohort:

Metric Increase Increase % Confidence level
(numerator)
2012/13 baseline | 85.5
2013/14 estimate | 80 664 -6.4%
2014/15 82.6% 301 3% 95%
2015/16 84.9% 75 3% 95%
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Proportion of older people (aged 65 & over) who were still at home 91 days after
discharge from hospital to reablement services

100
== Proportion of older

people still at home
91 days after
90 discharge

/ BCF Projection
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70

Log. (Proportion of
older people still at
home 91 days after
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In 2012/13 the numerator was 213 and in 2013/14 we estimate that the numerator will be
in the region of approximately 880. For 2013/14 although there will be a big increase in
numbers we estimate the metric will show a decrease of 6.4% before improving in
2014/15 and beyond.

The increase in 2014/15 numerator will be as a result of the ILT teams in the Sedgemoor
& West Somerset area coming on stream.

From 2015/16 onwards increases will be primarily due to demographic changes.
For the reablement chart a logarithmic trend line was used. The linear trend used
elsewhere in this document was inappropriate for this measure type (i.e. the measure

can never be above 100).

This metric is not currently measured in year.
[ ]

e [NOTE: Add in residential care placement reduction chart?]

Feedback loop
What is your approach to measuring the outcomes of this scheme, in order to understand
what is and is not working in terms of integrated care in your area?

Outcomes are measured against those in the specification framework. Currently these
include:

-Demonstrating improvement in self-reported outcomes following team involvement.
- Demonstrating increased admission avoidance to acute and community hospitals,
seven days a week

- Demonstrating a decrease in long term package of care and care home placements
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These will be reported via national statistical reports such as ASCOF.

In addition providers are asked to report on staff retention and sickness in order to
monitor the morale and performance of integrated teams.

All teams will submit a monthly activity report which will monitor numbers of referrals and
outcomes of current caseload. The providers of the service (ASC and Partnership) have
monthly management issues to discuss how integrated care is working, with particular
reference to the staff and local teams. This information is fed back to the Commissioning
for Reablement Board.

What are the key success factors for implementation of this scheme?

The key success factors for this scheme and any future revisions of it are linked to the
strategic objectives of the CCG and SCC. The service should deliver integrated care that
meets people’s needs and expectations and joins up their health and social care
pathways seamlessly. It does however need to do this in the context of budgetary
pressures and must therefore demonstrate an ability to reduce future care needs across
the health and social care system via prevention and education over a short period.

Success will be ensuring more individuals can live independently at home and be less
reliant on costly services, using self-management and targeted intervention.

Success would also mean reduced admissions and delayed discharges for the health
community, whilst ensuring that this does not come at additional cost for social care, or
that if it does, the money follows the individual through the system. Overall the long term
cost envelope needs to be reduced but it is recognised that in the short term this may
require some pump priming for the preventative, short term care.
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ANNEX 1b — Detailed Scheme Description

Scheme ref no.

B

Scheme name

Joined-up Person-Centric care (building on Symphony)

What is the strategic objective of this scheme?

To dramatically improve the way health and social care is delivered in Somerset. We
want to develop a fundamentally different approach to the care of our complex patients,
which puts them and their carers at the heart of their care and is focused on achieving
the best individual outcomes and enabling independence and wellbeing into later life.

Overview of the scheme

Please provide a brief description of what you are proposing to do including:
- What is the model of care and support?
- Which patient cohorts are being targeted?

It has been acknowledged that there is increasing demand across Health and Social
Care services. Despite the majority of urgent care being delivered in the primary care
setting, an increasing number of older people are attending emergency departments and
accessing urgent health and social care services. Sophisticated and complex medical
options are now available that are designed to manage single conditions, with limited
viable alternatives to admission. This demand is expected to grow further as a
consequence of the demographic changes which will see a continued rapid increase in
the number of older people. Older people are admitted to hospital more frequently, have
longer length of stay and occupy more bed days in acute hospitals compared to other
individual groups.

Selection of patient cohort (building on Symphony data in South Somerset)

One of the considerations in selecting the group of patients that the project will focus on initially,
alongside quality and patient experience, is cost. The dataset we have assembled with the Centre
for Health Economics has enabled us to look at whether age or the number of conditions is the
greater driver of cost. Regression analysis shows that age predicts 3.35% of variation in cost,
whereas the number of conditions predicts 11.45%. This suggests that the Symphony Project
should focus initially on patients with multiple conditions whatever their age, although the
majority of these patients will be over 65.

Through the work carried out with the Centre for Health Economics, we are developing an
excellent understanding of the current spend across health and social care in South Somerset,
how this varies according to age and the number of conditions, and how this spend is split across
primary, secondary, community, mental health and social care.

As an example, the chart above shows average spending split across each setting of care in
South Somerset GP Federation (the largest of the two federations in South Somerset and the
initial focus of the data analysis), according to the number of conditions a patient is recorded as
having (the analysis uses Episode Treatment Groups (ETGs) to enable us to combine primary and
secondary care coding). This shows that costs increase the more conditions a patient has, and
that the marginal increase in cost is greater the more conditions are present. This is primarily
driven by acute inpatient costs, and this pattern is repeated when you look at individual
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conditions with increasing numbers of comorbidities.

This rich data set has enabled us to develop a robust analytical strategy to determine the groups
of patients where there will be the most benefit in taking an integrated approach, as set out in
the table below:

Basis Rationale Analytical approach
Frequency of In developing a “year of care” budget, Assess how many people have
occurrence there needs to be a reasonably large particular conditions (ETG) and

number of people to form the “risk pool”. | combinations of conditions.
People with multiple conditions are more
likely to require collaborative care

arrangements.
Costs of care Potential savings are likely to be greater | Summarise total costs and setting-
the higher are the costs of care. specific costs by ETG.
Utilisation of People who require services across Summarise the number and type of
services across diverse settings are most likely to benefit | settings in which patients receive
settings from collaborative care requirements care by ETG.

Based on evidence from elsewhere, the care model will include:
e much greater involvement of patients and their carers in the design of their care and
managing their condition.

e a multidisciplinary team drawn from among the partner organisations

e care coordination

e single point of access for GPs and patients

e asingle assessment process

e shared records

e shared protocols and ways of working

¢ the ability to draw other staff into the team for more specialist input as required

The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and
providers involved

The Symphony project is two years old and has demonstrated the benefits of multi-
agency working.

Participation in the programme was encouraged through a multi-agency board on which
sat representatives from Primary Care (GPs in South Somerset), Yeovil District Hospital
FT, Somerset Partnership FT, the NHS Local Area Team, NHS Somerset CCG,
Somerset County Council and South Somerset District Council.

The current design for the Care Model requires cooperation from primary care (GPs),
community and social care and specialist input including from the acute hospitals. We
have found that a ‘host’ provider will be required to oversee and manage the programme.

As the programme is rolled out across Somerset the host provider might differ depending
on local circumstances. We are using four Local Implementation Groups to manage the
programmes (see Governance section)

The evidence base
Please reference the evidence base which you have drawn on
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- to support the selection and design of this scheme
- to drive assumptions about impact and outcomes

This pathway has been developed by the Somerset Frail Older People Programme
Board, a multi-agency group representing Health and Social Care providers,
the independent sector, patient groups and users. Consideration has been
given to examples of best practice, evidence based practice and policy
developments. These all contain common high level principles:

o access to specialist care — the British Geriatric Society recommends that
frail older people should have access to comprehensive assessment in
order to develop a co-ordinated and integrated plan for treatment and
long term follow up

o a shared definition of the target population

. an integrated multi-disciplinary and system wide approach to include
information sharing across organisations

o care co-ordinator role with appropriate clinical skills, authority and
expertise to negotiate care across pathways and organisations.

The Kings Fund has reported that when older people are asked what they value in terms

of wellbeing and quality of life, they report that what matters is:

o the ability to remain at home in clean, warm, affordable accommodation

. to remain socially engaged; to continue with activities that give their life
meaning

o to contribute to their family or community; to feel safe and to maintain
independence, choice, control, personal appearance and dignity

. to be free from discrimination; and to feel they are not a ‘burden’ to their
own families and that they can continue their own role as caregivers

Somerser
* Elnical Comwbitioning Group
— Symphony Outcomes
What matters to patients
Forus M znd my canen{s), taking account of all my conditions and our physicl, mentzl, sockl znd
emotional nesds
Outcome am helped to manage my conditions and Fee in the wey | want to the best of my abiity
Fagtires ACTIVE POSITIVE EASY SEAMILESS OODRDINATION
KOLVEMIENT RELATIONISHIPS ADCESS

Tnabimrn * {Caring, compassionate, competent and Enowledgesile st wiork in mualti-disdplireny teams sooss
onEanisationail bourdaries with upeto-dats, shansd neonnds, fadilitated and supported by onranisstions and
wpshems.

*  Partierts ard caners sne asiosd for fesdbeck O SEnices and sss FTprowerneTts Fappen e & resuft.

Investment requirements
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Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
Expenditure Plan

Impact of scheme

Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan

Please provide any further information about anticipated outcomes that is not captured in
headline metrics below

Using Symphony data (South Somerset)

« Based on modelling, indicative saving of £1m / year for 1,500 patients

* 40% reduction in unplanned bed days = reduction to no more than 2 admissions
per year (6+ now for some pts. each year ), plus shorter stays

* 35% reduction in follow up out-patients (6+ now)

* 30% reduction in A&E attendances (|2)

* Reduce community hospital average stay from 21 to 15 days

* Reduction in attendances and contacts with the practice (some patients 30+ now)

* Reduce duplication — co-ordination/ contacts/assessments/follow up

Feedback loop
What is your approach to measuring the outcomes of this scheme, in order to understand
what is and is not working in terms of integrated care in your area?

The Symphony project has been managed through its own programme Board and
programme management team. Moving forward the principles of Symphony are being
rolled out across Somerset through the Local Implementation Groups. They hold
accountability for the success of the programmes.

In addition metrics are required to:
e Demonstrate improvement in self-reported outcomes following team involvement.
e Demonstrating increased admission avoidance to acute and community hospitals,
seven days a week
e Demonstrating a decrease in long term package of care and care home
placements

What are the key success factors for implementation of this scheme?

The key success factors for this scheme and any future revisions of it are linked to the
strategic objectives of the CCG and SCC. The service should deliver integrated care that
meets people’s needs and expectations and joins up their health and social care
pathways seamlessly. It does however need to do this in the context of budgetary
pressures and must therefore demonstrate an ability to reduce future care needs across
the health and social care system via prevention and education over a short period.

Success will be ensuring more individuals can live independently at home and be less
reliant on costly services, using self-management and targeted intervention.
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Success would also mean reduced admissions and delayed discharges for the health
community, whilst ensuring that this does not come at additional cost for social care, or
that if it does, the money follows the individual through the system. Overall the long term
cost envelope needs to be reduced but it is recognised that in the short term this may
require some pump priming for the preventative, short term care.
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ANNEX 1c — Detailed Scheme Description

Scheme ref no.

C

Scheme name

Avoiding Admissions for Frail Older People

What is the strategic objective of this scheme?

By early assessment and promoting joint working across teams and services,
admission avoidance services such as FOPAS in Yeovil District Hospital play
a significant role in the following strategic objectives:

o To identify and agree priority areas to improve outcomes for the
health and wellbeing of the population and to agree plans for
implementation.

o To deliver affordable and sustainable health and social care
services to the population of Somerset.

o To increase the percentage of people living independently at home.

o To ensure people in Somerset are healthier with access to high

guality care that is affordable and sustainable; they can receive the
very best care that is delivered by staff with the right clinical skills
and the time to provide care with compassion every day. All Staff
have pride in what they do and are respected by patients and the
public

o To attract and retain the best mix of health and care professionals
and workers in Somerset through a combination of education and
training, promotion of opportunities and innovation in service
delivery.

Frail Older peoples assessment services take a number of different forms but
have common aims:

e Reduce unplanned admissions to hospital and readmissions to hospital
through access to early and senior decision making and liaison and
integration with primary and community care

e Reduce hospital length of stay by delivering comprehensive geriatric
assessments and holistic management early, enabling a timely
discharge from hospital.

e Deliver improvement in an individual’s experience of care and support

Overview of the scheme

Please provide a brief description of what you are proposing to do including:
- What is the model of care and support?
- Which patient cohorts are being targeted?

A multi-disciplinary team dedicated to working with people with frailty are
located in or near to the Emergency Department. This has the clinical
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leadership of a consultant in the Care of the Elderly, and supported by OT,
Physio, nursing, pharmacy and the third sector.

Referrals are accepted for people who are considered with “frailty” from either
an ED presentation or can be booked from Primary Care for high risk
individuals.

The team have a broad skill set, and the rapid access to CGA and diagnostics
/ investigations in order to rapidly provide a treatment plan and appropriate
discharge plans with the intention that individuals will return home following
attendance. This is enhanced by the support of the third sector in providing a
transport service.

On-going clinical management, care and support returns to the community
and primary care services, with a timely out-patient review available for those
that require it.

The delivery chain
Please provide evidence of a coherent delivery chain, naming the
commissioners and providers involved

The current service model is funded and managed by Yeovil District Hospital,
but the outcomes and learning / development is shared with the Urgent and
Emergency Care Working Group to contribute to the wider urgent care system
strategic development.

The Provider is conducting an review and evaluation of the current service in
its current form and will aim, via the BCF, to refine the model to upscale the
reach and scale across the county, to deliver the outcomes required within the
best possible value package.

The evidence base

Please reference the evidence base which you have drawn on
- to support the selection and design of this scheme
- to drive assumptions about impact and outcomes

National best practice models have demonstrated this dedicated service at
the Hospital front door, with staff trained to look after frail, focussing on rapid
assessment treatment and discharge can deliver the intended outcomes.

A number of these models were outlined in the Kings Fund 2004 “Making our
health and care systems fit for an aging population” ,identifying studies that
have shown the benefit in terms of reduced admission rates, reduced bed
occupancy and higher rates of discharge home within 24 hours of
presentation. Further models are reported by the Health Foundation 2013 in
improving patient flow.

The first local model has been piloted in 2013, and the early benefit analysis
showed avoided admissions as well as reduced bed days. It also identified
where service development was required in having a dedicated team, space
and access to community services.

The learning led to refinements in the service model and investment in the
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environment. The current service has been running for 6 months and is being
evaluated in Autumn 2014.

This includes cost benefits analysis, and measurement of patient experience
and patient outcomes.

This evaluation will help shape future modelling of the service and it is
extension to a county wide model in 2015.

Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3.
HWB Expenditure Plan

Impact of scheme

Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits
Plan

Please provide any further information about anticipated outcomes that is not
captured in headline metrics below

It is anticipated that there will be further benefit in the increase in
understanding and knowledge / skills for frailty management in community
and primary care settings over time that enables more people to be supported
to be effectively managed at home.

Feedback loop

What is your approach to measuring the outcomes of this scheme, in order to
understand what is and is not working in terms of integrated care in your
area?

Each patient presenting in the service has their pathway monitored and
outcomes recorded with respect to:
e Time in each part of the pathway
Discharge destination
Support required for discharge
Patient satisfaction
Admission and readmission rates
Gaps in service provision or issues with access /capacity in services

These outcomes are monitored by the Project group.

What are the key success factors for implementation of this scheme?

The key success factors for this scheme and any future revisions of it are
linked to the strategic objectives of the CCG and SCC. The service should
deliver responsive and expert support at times of an urgent care need and
joins up their health and social care pathways seamlessly. It does however
need to do this in the context of budgetary pressures and must therefore
demonstrate an ability to reduce admissions to hospital and support improved
care planning, and escalation planning, across the health and social care
system.

Success will be ensuring more individuals can live independently at home and
be less reliant on costly urgent care services, using escalation plans and
targeted intervention.
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ANNEX 1d - Detailed Scheme Description

Scheme ref no.

D

Scheme name

Housing Adaptations (Disabled Facilities Grant)

What is the strategic objective of this scheme?

Enabling vulnerable disabled people to remain in their own homes by having access to
facilities in and around the home. Maintaining independence in the home can significantly
reduce a multitude of health and social care support costs. Disabled Facilities Grants
(DFG's) will form an important element to the Better Care transition by avoiding
expensive care through hospital admission. There is also a substantial saving to the NHS
by avoiding bed blocking and people going into respite care. Council has a statutory duty
to deliver the grants under the Housing Grants, Construction and Regeneration Act 1996,
The Regulatory Reform (Housing Assistance) Order 2002, and the Housing Act 2004. In
addition;

e Reduce unplanned admissions to hospital and readmissions to hospital.

e Reduce hospital length of stay by enabling people, who no longer require acute
medical intervention, to have a timely discharge from hospital.

¢ Reduce demand for domiciliary care and residential/nursing care.

e Deliver improvement in an individual’s quality of life.

Note: These grants are mandatory and it is a statutary requirement that
adequate funding must be provided to meet all anticipated expenditure.

Overview of the scheme

Please provide a brief description of what you are proposing to do including:
- What is the model of care and support?
- Which patient cohorts are being targeted?

Provision of a DFG enables adaptations to take place in someone’s home to enable them
to have access to essential facilities. Works may include; providing ramps and/or door
widening to enable wheelchair access, installing straight or curved stair lifts’ or a through
floor lift to enable access to the bathroom and bedrooms, extension for downstairs
bedroom and bathing facilities. The grants are mandatory and means tested. The DFG
process is triggered by a Recommendation from an Occupational Therapist who
identifies the applicants’ medical need and recommends the work appropriate to meet
that need. The applicants range from owner-occupiers, tenants of Registered Providers
and tenants in private rented accommodation. The DFG can be for an adult or a child.
Council tenants are funded through the HRA programme. The first stage of the process is
for the person to contact Somerset Direct. This may be via signposting or the person
finding out about the service.
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The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and
providers involved

The majority of the DFG’s are delivered through the Council’s preferred Home
Improvement Agency Aster Living. The HIA were commissioned jointly between
Somerset County Council, the District Councils in Somerset excluding South Somerset,
and the NHS. The HIA assist their client in applying for the DFG including completing the
application forms, drawing up a viable scheme, tendering the works, and presenting to
the District Council a valid application. The HIA also check the works once complete and
submit the invoice. The District Council’s role is to provide guidance to the HIA on works
which are feasible, approve the grants, and pay invoices received on satisfactory
completion of the works. The grant process is set down in statute and the latest guidance
from the Housing Adaptations Consortium. “Home Adaptations for disabled people — a
detailed guide to related legislation, guidance and good practice.” Published in 2013.

The evidence base

Please reference the evidence base which you have drawn on
- to support the selection and design of this scheme
- to drive assumptions about impact and outcomes

The evidence base is determined through need identified through the Governments
needs framework. A formula is used by Central Government which takes into account
previous demand, current disabled need through the ONS data. The formula determines
the Government allocation.

Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB
Expenditure Plan

Impact of scheme

Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan

Please provide any further information about anticipated outcomes that is not captured in
headline metrics below

The adaptation will help improve their quality of life and assist people to remain at home
providing a valuable contribution to their community. Reducing the cost in regard to
retrospective health care.

No metrics are available which demonstrate that housing adaptations lead to reduced
hospital admissions.

Feedback loop
What is your approach to measuring the outcomes of this scheme, in order to understand
what is and is not working in terms of integrated care in your area?

Disabled adaptations are measured through the number, type, and quality of installations,
customer satisfaction, and value for money against bed blocking and residential care
costs.

What are the key success factors for implementation of this scheme?

e By providing adaptations the Council is maintaining people’s ability to remain in their
home and maintain or improve their quality of life.

e Disabled adaptations are driven by value for money through either a tendering
process for each job or a schedule of rates. The processes are constantly reviewed to
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ensure that we are working in the most efficient way for the customer, providing
speedy adaptations at as less a cost to the Council in processing as possible.

e By keeping people in their own home, the Council is able to ensure that the property
is still occupied and not become empty, so preventing the potential for blight and/or
vandalism and crime. The individual can also continue to provide a valuable
contribution to the community.

e Maintaining a statutory responsibility which will contribute to the overall
responsibilities of the Council. The image of the Council is maintained through good
customer satisfaction.
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ANNEX 2a — Provider commentary

For further detail on how to use this Annex to obtain commentary from local, acute
providers, please refer to the Technical Guidance.

Name of Health & Wellbeing
Board

Somerset HWB

Name of Provider organisation | Yeovil District Hospital FT

Name of Provider CEO Paul Mears, CEO

Signature (electronic or typed) | Paul Mears (by email)

For HWB to populate:

Total number of 2013/14 Outturn 58,571
non-elective 2014/15 Plan 58,998
FFCEs in general  |'5015/16 Plan 55,953
£ alelE 14/15 Change compared to 13/14

outturn 427

15/16 Change compared to planned

14/15 outturn -3,045

How many non-elective admissions
is the BCF planned to prevent in 14-
157 0

How many non-elective admissions
is the BCF planned to prevent in 15-

16?

-3,045

For Provider to populate:

Question

Response

Do you agree with the data
above relating to the impact of
the BCF in terms of a reduction
in non-elective (general and

The base data was provided by the CSU and
the Somerset HWB has accepted the national
BCF target of a 3.5% reduction in NEL
admissions. There is a risk that the target may

= acute) admissions in 15/16 not be met as demand on urgent and
compared to planned 14/15 emergency services continues to increase.
outturn?
If you answered 'no' to Q.2 The planned reduction in emergency
above, please explain why you | admissions are ambitious and we have
do not agree with the projected | reservations that this level of reduction will be
impact? achievable in one year. We have seen a year

on year reduction of 1% in emergency
2. admissions following our new FOPAS service

being introduced and would anticipate that as
the service develops we will see further
reductions.

The Somerset Health and Wellbeing Economy
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are working together to address the demand on
services and YDH is playing a full and active
part through its FOPAS service and Symphony
project.

Can you confirm that you have
considered the resultant
implications on services
provided by your organisation?

We have undertaken considerable work to
assess the impact of demand and activity
increases on the hospital in the coming years.
We believe that the only way to deliver the
reduction in admissions that are necessary to
deliver a sustainable future for the hospital is to
integrate care across hospital, community,
primary care and social care and deliver new
models of care.

We are working closely with the CCG and
Council to develop this model which we believe
is the only way in which we will be able to
deliver the changes in emergency admissions
activity which are required to secure the local
health and social care system.
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For further detail on how to use this Annex to obtain commentary from local, acute

providers, please refer to the Technical Guidance.

Name of Health & Wellbeing

Board

Somerset HWB

Name of Provider organisation

Taunton & Somerset NHS FT

Name of Provider CEO

Jo Cubbon, CEO

Signature (electronic or typed)

Jo Cubbon (by email)

For HWB to populate:

Total number of
non-elective
FFCEs in general
& acute

2013/14 Outturn 58,571
2014/15 Plan 58,998
2015/16 Plan 55,953
14/15 Change compared to 13/14

outturn 427
15/16 Change compared to planned

14/15 outturn -3,045
How many non-elective admissions

is the BCF planned to prevent in 14-

1572 0
How many non-elective admissions

is the BCF planned to prevent in 15-

167 -3,045

For Provider to populate:

Question

Response

Do you agree with the data
above relating to the impact of
the BCF in terms of a reduction
in non-elective (general and
acute) admissions in 15/16
compared to planned 14/15

1. | outturn?

T&S are not the only acute provider in Somerset
and the data above relates to the whole
Somerset Community. We understand the
figures came from the CSU but do not show
T&S’s breakdown within the whole (although we
expect that T&S receives ¢.60% of NELs in the
County). With regard to the forecast reduction,
the Trust’s Strategic Plan Document for 2014-
19 highlighted activity planning assumptions,
using ONS projections, weighted to reflect
current demand and forecast a 3% increase in
non-elective activity over the 5 year period.
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If you answered 'no’ to Q.2
above, please explain why you
do not agree with the projected

The data contained in the T&S Trust plan is
based on recent trends and known service
changes. The Trust has aspirations and a

impact? desire to reduce emergency admissions as the
2. current trend is not sustainable, either clinically
or financially, and is committed to working with
partners in the health and social care
community to achieve this.
Can you confirm that you have
considered the resultant The Better Care Fund submission outlines
implications on services ambitions around redesigning health and social
provided by your organisation? | care services to reduce emergency admissions
and help people to stay at home.
If the plans succeed then emergency
admissions should reduce but we recognise the
risk of increasing emergency admissions
without additional capacity or resource to
support that demand.
We are part of the wider health and social care
3 economy in Somerset and are working with our

partners to create the clarity required on
implementing the vision for the health and social
care including the development and
implementation of models of integrated care.

We will continue to contribute to these new
models which will require the development of a
framework within which different services can
be tested and clarity on how those services will
then be commissioned and provided.
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Foreword

Positive mental health is essential for our quality of life. It is important for thriving
communities, for economic productivity and for personal relationships. Life will
always have ups and downs but positive mental health helps us to deal with these
more effectively.

This strategy is for all ages. It is for both children and for adults. It is vitally important
that we enable our children and young people to have positive wellbeing and that we
provide effective support and treatment when problems occur. Promoting the mental
health of the working age population, including parental mental health and the health
of people at work has been identified as being a sound investment both socially and
economically. The mental health of older people is an important part of healthy
ageing, supporting Somerset’s key aim of keeping everyone living healthy
independent lives for longer.

The rural nature of Somerset brings benefits for positive mental health through the
beauty of the landscape and access to green spaces, but it also poses particular
challenges in the design and delivery of services, which we need to take into
account.

Unfortunately mental health problems are extremely common. One in six people will
have a mental health problem at any one time. For some people this may be a brief
episode of iliness, for others, mental health problems last for many years, particularly
if inadequately treated. The social and financial costs of mental health problems are
immense and impact on individuals, their families and society as a whole.

On the other hand, improving mental health and supporting recovery also benefits
everyone. There is a clear association between good mental health and better
physical health, positive educational achievement, improved productivity at work and
crime reduction. Mental health and physical health are entirely connected. We
cannot afford not to act.

There is something for everyone to do, whether it is as an individual, a community
organisation, a public body or an employer. Mental health is everyone’s business in
one way or another.

| hope that you will join us by giving your support to this work.

@L& A ¥enca .
C’/“{

ClIr. Christine Lawrence
Chair Somerset Health and Wellbeing Board





1.

EXECUTIVE SUMMARY

This strategy is about both children and adults. It looks at how to build positive
wellbeing, how to prevent mental illness and what good services should look like. It
sets out best practice which can be used to inform policy, commissioning and service
delivery plans.

Practical things we can do are listed in each section. A high level action plan can be
found at the end of the document. The best way to read the document is to use the
contents list to find the sections which you want to look at.

To promote positive mental health we can:

Invest in thriving, connected and inclusive communities

Invest in homes for all and address homelessness and insecure housing
Provide extra support to people who are vulnerable

Promote a safer Somerset for all

Invest in parenting support and behaviour programmes for children
Develop resources for teachers and information for parents and families

Make sure that people are accepted and valued in Somerset, whatever their
sexual orientation, ethnicity or gender identity

Make sure that mental health and physical health are equally important

Make sure that everyone has positive wellbeing, including people who have
mental health conditions

When we become unwell we need:

High quality treatment services, at the right time and in the right place through
self-help, a GP, a community group or specialist mental health services

To make sure that everyone can use our services, with no barriers because of
age, ethnicity, disability, including learning disability and other conditions like
autism

As users of mental health services, carers and families to be at the heart of
everything

To have access to social and psychological as well as medical support

To have choice and control through access to personal budgets and a range
of service options





2. SETTING THE SCENE

The aim of this strategy is to set out the principles and best practice which support,
promote and protect positive mental health. This information can be used to inform
decisions about policy and services in Somerset.

High quality treatment services, accessed at the right time and in the right place, are
one important part of a whole system approach to population mental health and
wellbeing. Mental ill health currently represents 23% of the total burden of ill health
in the UK and is the largest single cause of disability*. Nearly 11% of England’s
annual secondary health budget is spent on mental health? and estimates suggest
the cost of treating mental health problems could double over the next 20 years®.

It is important, in this context, that we understand how we can create the conditions
to keep people mentally healthy and that we understand the patterns of risk within
our communities. The rural geography of Somerset brings benefits such as access to
green spaces, but also particular challenges in the design and delivery of services.

The national strategy for Mental Health ‘No Health without Mental Health 2014’ *
identifies six priority themes, which are reflected in this strategy for Somerset:

o More people to have good mental health

o More people with mental health problems will recover

o More people with mental health problems will have good physical health
o More people will have a positive experience of care and support

o Fewer people will suffer avoidable harm

o Fewer people will experience stigma and discrimination

This strategy is for all ages. Indeed, mental and emotional health is an essential part
of the developmental experience which shapes each and every one of us, with 40%
of all lifetime mental ill health manifesting before the age of 14° ®. The importance of
creating resilient people, able to deal with the ups and downs of life and the benefits
of having in place modern, non-stigmatising support and treatment for mental health
problems, goes far beyond the impact on individuals, but has implications for
employers, wider family networks and society generally. With an ageing population,
the mental and emotional health of older people is becoming a higher priority, with
social isolation and loneliness an issue of increasing concern as highlighted by the
Local Government Association ‘Campaign to End Loneliness”.

A great deal is now known about the conditions which create positive mental health
and those which place individuals and communities at greater risk of poor lifetime
mental and emotional health. Evidence around effective treatments and quality of
care for mental and emotional health conditions has also advanced enormously in
recent years, with a greater understanding of the importance of the social





dimensions of mental iliness, the concept of recovery and of patients as experts in
their own condition.

Figure 1 describes a whole system approach which includes the creation and
promotion of mental health, prevention and early intervention and treatment and
recovery.

The themes of physical health and wellbeing cut across all levels and are as relevant
to healthy communities as they are to people receiving treatments and living with
complex mental health conditions.

The three boxes on which the pyramid sits represent the Somerset Health and
Wellbeing Board'’s three main priorities, while challenging stigma is a clear
underpinning principle.

Delivery of the different elements of this strategy will require further and more
detailed work in terms of programme and commissioning plans. These will be led by
the relevant commissioning and programme boards.

Figl: Awhole system approach to population mental health in Somerset
Treatment
and recovery

Prevention and
early intervention

Resilient people and
communities

Wellbeing across the life course
Physical health

Public policy and planning for
positive mental health

Challenging stigma

People, families and " g Somerset people are
communities take Families an able to live
I communities are .
responsibility for L . independently for as
. thriving and resilient .
their own health and long as possible
wellbeing





Fig 2: Thematic Analysis of Consultation Feedback

SOMERSET JOINT STRATEGY FOR POSTIVE MENTAL HEALTH

Vision

People in Somerset are supported to
maintain their mental health and wellbeing
and are always able to access the right help,
treatment and support when needed to
maintain their independence and increase
their resilience, recovery and wellbeing

Questionnaire:

sernvice users and

We received 105 responses
from members of the public,

families/carers. Detailed
responses were received
from charitable crganisations

Consultation Responses

Consultation events:
We held two events in
Taunton and Yeaovil
which were attended by
approximately 75
people

Health Forums:

We held events within all GP
Federations attended by
members of the local community
including representatives from
GP practices, local council and
charitable organisations

Top priorities from the consultation

More choice and
control

Encourage voluntary and
community sectors as service
providers

Improve the choice of mental
health services which are
available

Please consider eating
disorder services

Better access to talking
therapies services

Improve engagement and
participation for service users
and carers in the planning of
senvices

Better quality of information
including better signposting,
and clearer care pathways

Promotion of positive
mental health, early
intervention and
prevention

Do more to promote positive
mental health

Improve links with schools to
support the mental and
emotional health of young

people

Provide more options and
have better services in place
when things start to go wrong

Developing more campaigns
and activities to reduce
discrimination and stigma

Support and advice on
employment or volunteering
opportunities for people with
mental health problems

Joined-up approach

Better sharing of information
between health and social care

Joined up response for people
who have both mental health
and substance misuse
problems

Improve links with General
Hospitals

Better liaison between mental
health services and GP
Practices

More focus on the link
between mental and physical
health

Improve links with the police

Improve advice and support for
housing related issues

Better links with social care
and support

Person-centred
approach

Remove barmriers and improve
access for everyone

Individualised and person
centred care for everyone

Personalised and appropriate
provision for people who
have particular needs such as
people with autism, learming
disabilities and dementia

More support for families and
carers of people who have
mental health problems

More robust complaints
procedure






3. MENTAL HEALTH NEEDS IN SOMERSET

3.1 Overview

Mental Health needs are more fully described in the Mental
Health Needs Assessment for Somerset (2014). This
chapter provides a summary of that information.

It is estimated that one in six people will have a mental
health problem at any one time, while one in a hundred will
have a serious mental health problem requiring specialist
~ management and treatment. Half of all adult mental health
- problems have developed by age 14. Around 50% of these
| Eroblems are potentially preventable

Mental health needs are diverse. The one in six of the population who have a mental
or emotional health need will include those whose level of need is low or transient,
those whose level of need would benefit from a social or psychological intervention
and those who require more complex assessment and treatment. It is an on-going
challenge for policy makers and service planners to understand these different
needs and to develop appropriate responses which promote wellbeing, prevent
mental illness and ensure timely, effective and appropriate treatment.

Risk factors for poor mental health in adulthood include unemployment, low income,
debt, violence, stressful life events, inadequate housing, fuel poverty and other
adversity such as serving in combat. Risk factors disproportionately affect the
mental health of people from marginalised groups. Targeted intervention for groups
at higher risk of mental illness can prevent a widening of inequalities in comparison
with the general population. Protective factors include stable housing, strong,
positive social networks and support; access to green space; feeling safe and having
a good sense of meaning and purpose.

To understand mental health needs within a population and be able to make good
decisions about policy and services it is necessary to look at the picture from several
different angles. These include an understanding of:

o Wider risks and protective factors, such as deprivation, exclusion, environment,
employment, education and housing

o The expected prevalence of mental health conditions

o Use of mental health and other services

Public Health England has recently launched a national Mental Health Dashboard
which can be found here: http://fingertips.phe.org.uk/profile-group/mental-health.

The dashboard is still in development; however, live updates are expected and we
recommend that commissioners and service planners refer to the central dataset




http://fingertips.phe.org.uk/profile-group/mental-health



through the link above. Other sources of information are the Public Health
Outcomes Framework www.pho.org.uk and the Child and Maternal Health
Intelligence Network www.chimat.org.uk/.

The following information has been extracted from the mental health dataset and the
Public Health Outcomes Framework (in June 2014):

o Measures of self-reported wellbeing, now routinely collected, suggest that in
Somerset people are somewhat less ‘happy’ than England as a whole, but they
are less anxious

o Indicators suggest that Somerset has somewhat higher levels of adults with
depression (6.2% adults 18+) recorded on GP registers. This percentage has
declined steeply since 2011-12, along with figures for the rest of England,
when the percentage was 14.24% compared to England as a whole (11.68%).
However, this may simply reflect changes in the incentives and recording for
primary care during this period, rather than reflecting an actual reduction in
need

o The number of people in contact with mental health services in Somerset is
slightly higher (2332 per 100,000) than the England rate (2176)

o Somerset Mental Health Services are performing well in terms of patients with a
diagnosis recorded, 25.6% compared to the England average of 17.8%

o The number of people with mental illness in residential nursing care in
Somerset is lower at 17.8% compared to England (32.7%) or Somerset’s Office
of National Statistics (ONS) cluster group (26.4%)

o Detentions in Somerset under the mental health act are broadly similar to the
all England rate of 12% per 100,000

o The percentage of people with mental illness or disability in settled
accommodation at 57.4% is less good than for England as a whole (66.8%)

3.2 The mental health needs of children and young people

Mental health is strongly linked to positive child development and there are strong
links between mental health problems in children and young people and social
disadvantage. Children and young people in the poorest households are three times
more likely to have a mental health problem than those growing up in better-off
homes.

In line with the South West, in Somerset around 24% of children and young people
aged under 18 experience some form of emotional or mental health problem. Out of
a population of 109,300 this equates to 26,190 children. Of these, a light touch
response would be appropriate for 15%, a slightly higher level of response for 7%,
with around1.85% requiring specialist intervention and 0.08% requiring highly
specialist treatment, including inpatient facilities®.



http://www.pho.org.uk/



The mental wellbeing of children is dependent on the mental wellbeing of their
parents or carers. Poor parental mental health increases the risk that children will
develop emotional or behavioural disorders. Research has shown that by the age of
20 the children of parents with affective disorders have a 40% chance of
experiencing a depressive episode®®. Parental mental illness is associated with
increased rates of mental health problems in children and young people, with an
estimated one-third to two-thirds of children and young people whose parents have a
mental health problem experiencing difficulties themselves.

3.3 The mental health needs of older adults

The number of older people over 65 years in Somerset is projected to increase by
63% in the next 20 years. This is likely to give rise to an increase in the number of
older people experiencing social isolation and to related mental health needs
including depression and functional memory problems. It will also put significant
pressure on dementia services. Mental health problems have been found to be
present in; **

o 40% of older people who attend their GP
o 50% of older adult patients in inpatient facilities in general hospitals

. 60% of residents of care homes

Depression in older people is common and often unrecognised?. Building
connected communities, encouraging participation, supporting active ageing
programmes, addressing sensory deficits and poverty reduction initiatives will all
make a difference. Older people should not be excluded from mainstream mental
health services on the basis of age. Mainstream mental health services include
services such as social prescribing, talking therapies, alcohol services and
community mental health services and crisis teams.

3.4 The mental health needs of military veterans

Somerset has a long and proud association with the military, hosting a number of
garrison towns and other significant military bases. While it is not possible to know
with accuracy the number of veterans living in the area, information from the 2011
census suggests that 6,685 veterans are receiving pensions in Somerset. However
this is considered a significant underestimate. In addition the use of reservist forces
is increasing, extending the number of individuals who will experience armed combat
and who will face the adjustment back to civilian life. Around 8% of military veterans
are estimated to have a mental health condition. Of those veterans with mental
health disorders around 5% may have Post Traumatic Stress Disorder, 13.5% a
common mental health disorder (or neurosis) and 18% alcohol related problems™®.

3.5 Learning disability and mental health

The risk of mental ill health is greater among people with learning disabilities than
among the general population and approximately 40% of young people with learning
difficulties are likely to develop a mental health need**. It is important for the mental
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health of people with learning disability that they are enabled to live independent,
meaningful lives.

The prevalence of mental health problems among people with learning disabilities is
considerably higher than the general population®> and in addition to mental iliness,
people with learning disabilities can have co-existing autistic spectrum disorders,
behaviours that challenge services, offending behaviour or physical health
conditions. Somerset’s demographic data'® estimates that there are currently 1,600
people aged 18 years and over with a moderate to severe learning disability. Of
these, 446 people aged between 18-64 years are estimated to have a severe
learning disability.

Over the next five years the number of people with a learning disability living in
Somerset is projected to increase by 4.15% for all age groups and by 15.74% for
those aged 65 and over'’. The increase in those aged over 65 is particularly
significant, as not only are people in this group likely to have parent carers who have
died or are themselves increasingly frail, they are also likely to have co-morbidity
alongside their learning disability or other conditions associated with old age,
including dementia.

3.6  Autism spectrum disorder and mental health

People on the autistic spectrum have specific difficulties in understanding the
communication and language of others*®. They also have difficulty in communicating
themselves and in understanding the social behaviour of others and as a
consequence can behave in socially inappropriate ways. Autism spectrum disorders
(ASDs) are thought to affect around one in 200 children and adults, although this is
likely to be an under-estimate. A Somerset Autism Strategy will be published in the
autumn of 2014 in response to the Autism Act (2009)*°.

Autism is not a mental health condition; however, particular aspects of autism can
place stress on families who may benefit from mental or emotional health support.
Due to the complexity of the condition, diagnosis and treatment for mental health
conditions for people with autism spectrum disorder is a highly specialised and
largely under-developed area.

People with autism or Asperger’'s Syndrome are particularly vulnerable to mental
health problems, such as anxiety and depression, especially in late adolescence and
early adult life. Some studies have found that as many as 65% of patients with
Asperger’s Syndrome also presented with symptoms of psychiatric disorder.

3.7 Mental health and other health risks

People with mental health problems have higher levels of alcohol misuse and obesity
than the population as a whole and do less physical activity. Approximately 42% of
all tobacco smoked is by people with mental health problems. Smoking is
responsible for a large proportion of the excess mortality of people with mental
illness. These difficulties are frequently exacerbated by poverty, poor social
networks and difficulties accessing housing, employment, education and other
opportunities. These issues are, of course, heightened by the stigma and
discrimination still experienced by people living with mental health problems®.
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Poor mental health, including anxiety and depression, is linked to risk behaviours
and negative coping strategies, including smoking, alcohol and drug misuse, higher-
risk sexual behaviour, lack of exercise, unhealthy eating and obesity. Alcohol
misuse and harmful drinking are of growing concern nationally, with hospital
admissions for alcohol-attributable conditions in Somerset being higher than the
England average®'.

3.8 Domestic abuse and sexual violence

A quarter of women will experience domestic abuse in their lifetime®? and research
suggests between 35 - 75% of abused women experience depression or anxiety
disorders®. Estimates suggest that 50-60% of women within mental health services
have experienced domestic violence and that 70% of female psychiatric inpatients
and 80% of those in secure settings have histories of physical or sexual abuse?.

3.9 Self-harm

Emergency admissions for self-harm are higher for Somerset (252.2 per 100,000)
compared to the average for all England (191 per 100,000)%. Self-harm is an issue
of growing concern nationally, with rates increasing across the UK. Self-harm is one
of the most common reasons for emergency hospital admissions in England.
Admissions for self-harm represent only a small proportion of self-harming
behaviour, the majority of which does not result in hospital attendance.

The latest Child Health Profile®® indicates that the directly standardised admission
rate for self-harm for children and young people aged 10-24 years in the 2010/11-
2012/13 period in Somerset is higher than the England average. However, it is
important to note that in line with The National Institute for Health and Care
Excellence (NICE) guidance, Somerset hospitals admit all young people who present
to Accident and Emergency with self-harm to enable a full assessment and
appropriate treatment. This may not be the case in other areas and may explain why
we appear to have higher admission rates for self-harm. The Somerset Children’s
Safeguarding Board has highlighted this as an area which requires further work.

3.10 Suicide

The suicide rate for Somerset is 8.8 per 100,000 which is not significantly different to
the whole of England®’. On average, men are three times more likely to end their
own lives than women, with the peak relative difference occurring between ages 30 —
39 years. There is also a steep socio-economic gradient in male suicide, with men
from the most deprived population groups more than twice as likely to take their own
lives as men in the least deprived areas. Men are half as likely as women to be
diagnosed with depression?.

3.11 Substance misuse and mental health

The majority of injecting drug users are men (70% men versus 30% women) and
‘problem’ drinking is higher among men than women. Problem drinking is heavily
associated with mental illness (from anxiety and depression through to
schizophrenia) and personality difficulties. Heavy drinkers are more than twice as
likely to commit suicide as non-drinkers. Between 16% and 45% of suicides are
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thought to be linked to alcohol and 50% of those 'presenting with self-harm' are
regular excessive drinkers®.

3.12 Criminal justice and mental health

Approximately 70% of prisoners have a psychosis, a neurosis, a personality disorder
or a substance misuse problem®. In addition, there are specific concerns about
certain groups such as women, people from black and minority ethnic communities
and young offenders. The proportion of women in prison has increased dramatically
over the last ten years and black and minority ethnic communities are over
represented in the criminal justice system. The rate of self-harm and suicide
amongst women in the criminal justice system greatly exceeds that of the general
population.

The inter-relatedness of domestic violence, harmful drinking, substance misuse and
criminal justice present both opportunities and challenges in addressing some of the
most complex needs.

3.13 Mental health and homelessness

Rates of self-harm amongst homeless people are estimated to be more than three
times as high as the general population and rates of depression and/or anxiety
around five times as high®'. Mental health problems can also lead to homelessness
and is often given as a reason for loss of tenancy. Conversely housing problems are
often given as reasons for people being admitted or re-admitted to inpatient care. It
is important that mental health staff are aware of housing issues and for housing
sector staff to be aware of mental health issues so that individuals can be offered
appropriate support.
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4. DISCRIMINATION, EXCLUSION, DISABILTY AND MENTAL HEALTH

4.1 Race equality and mental health

Black Caribbean, Black African and other Black groups are less likely to be referred
by GPs and are over 40% more likely than the general population to be referred to
mental health services through the criminal justice system® 3. These inequalities
are likely to be due to discrimination and socio-demographic deprivation. National
and local evidence draws attention to the importance of culturally appropriate,
responsive services. In Somerset, where communities are in the minority (2%), care
needs to be taken to ensure that services are culturally aware and early help is
available to all.

4.2  Sexual orientation and gender identity

Estimates of the proportion of the population who are lesbian, gay or bisexual vary
but are generally thought to be around 4%%*. This is likely to be an underestimate
due to the discrimination which people experience because of their sexual
orientation. This creates a barrier to receiving appropriate care and treatment and
can impact profoundly on mental and emotional health, including risk from self-harm,
particularly among young people who are coming to terms with their identity or those
from communities or families where there will be rejection or censure.

4.3 Deafness and mental health

Approximately 1 in 1000 children is born with severe or profound hearing loss® %,
Profoundly deaf people are disproportionately represented in specialist mental health
services, largely as a direct consequence of the language exclusion which acts as a
barrier to accessing general health information and primary care services as well as
broader support for families in relation to child and family development. Addressing
these barriers will support the positive mental health of deaf people.

4.4  Disability and mental health

At the 2011 census just under 18.8% of the population said that they had a long
term, limiting condition. Disabled people have higher levels of depression than the
general population®”. This is linked both to the social challenges which disability
brings, such as maintaining employment and managing daily life, as well as the
particular challenges from the condition or impairment, which may include chronic
pain, discomfort or medication. The emotional and mental health needs of disabled
people can often be overlooked.

An NHS Confederation paper, “Equally accessible? Making mental health services
more accessible for learning disabled or autistic people” (2012)%*, identified that
people with learning disabilities or autism receive variable treatment across England.
It is a statutory requirement under the Equality Act (2010)* and the Health and
Social Care Act (2014)* that public sector agencies make “reasonable adjustments”
to their practice to make them accessible and effective for all, including people with
autism, learning disabilities and mental health issues.
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5. TACKLING STIGMA

People with mental health problems have worse life chances than other

people. Part of this is the direct effect of the condition, but a very large part is

due to stigma and discrimination, driven by ignorance and fear and some people’s
negative attitudes. Stigma can exclude people from day-to-day activities, stop
people getting and keeping jobs, prevent people seeking help, have a negative
impact on physical health, delay treatment and impair recovery.

No Health without Mental Health Strategy (2011) ** includes as objective six that
‘Fewer people will experience stigma and discrimination’. It is also included in the
twenty six priorities outlined in the Department of Health document - ‘Closing the
Gap - priorities for essential change in mental health™*

The Stigma Shout survey® undertaken by the national campaign, ‘Time to Change’
showed that almost nine out of ten people with mental health problems (87%)
reported the negative impact of stigma and discrimination on their lives. The
research also showed that the way family, friends, neighbours and colleagues
behave can have a big impact on the lives of people with mental health problems.

There is no doubt that attitudes have improved in recent decades but stigma and
discrimination against people with mental health problems remain a significant factor
in determining their social status, employment opportunities, their physical health,
their chances of leading independent, fulfilling lives and making the best recovery
possible from their mental health problems.

Stigma can also affect the attitudes and behaviours of clinicians, including mental
health clinicians, primary care staff and commissioners.

‘Time to Change’ *‘is England's most ambitious programme to end discrimination
faced by people who experience mental health problems. Locally, organisations
have started to sign up to the ‘Time to Change’ pledge and have been setting up
events to improve public understanding of mental health such as touring roadshows,
attending Fresher’s Fairs and putting on exhibitions to share life stories.

People with a lived experience of mental health problems, often working through
voluntary and community organisations, can be powerful agents and advocates for
changing attitudes and beliefs**. A local example is the ‘Brolly Project’ which has
been set up by Mind in Taunton and West Somerset through a grant from ‘Time To
Change’.

Employers, including health and care employers, can lead from the front by
implementing training and awareness raising initiatives. Employers can also sign up
and become a ‘Mindful Employer’*®. Commissioners can evaluate the anti-
discriminatory policies of potential providers of services when they bid for contracts.

12





6. POLICY AND PLANNING FOR POSITIVE MENTAL HEALTH

Decisions about housing, planning, transport, leisure and green spaces and other
community services all directly affect mental health and wellbeing *’. Actions to
promote mental health will have tangible benefits across all sectors in the form of
reduced health risk behaviours and health care use, improved resilience to a broad
range of adversity, improved educational achievements and outcomes, reduced
sickness absence and decreases in anti-social behaviour.

Some of the broad social factors which shape positive mental health and wellbeing
include having a home which meets good housing standards, feeling safe and being
free from harm, having a secure income, having access to green space and walkable
neighbourhoods, feeling connected to others and feeling part of wider society”®.

Investing in workplace mental health has been shown to produce considerable return
on investment in terms of reduced sickness absence and improved productivity*°.

Local authorities and other public bodies can assess how their strategies,
commissioning decisions and directly provided services support and improve mental
health and wellbeing. Greater understanding of the wide range of factors that
influence mental health and mental iliness highlights the need for social solutions
that cannot be tackled by individuals alone.

Mental Wellbeing Impact Assessment™ is a new methodology which can be
incorporated into Health, Environmental and Equality Impact Assessments to identify
the impacts of public policy and planning proposals on mental health.

Focusing on the social determinants of health and the environment in which
communities live, will deliver a good return on investment. As we begin to achieve
economic recovery we have to ensure that we also strengthen the assets and

capabilities of our communities. Policy and planning action which will support
positive mental health in Somerset includes:

e Affordable, good quality homes for all
e Addressing poverty, particularly child poverty and financial exclusion

e Ensure equitable access to education and training

e Address the impacts of mental health and wellbeing within the workplace
e Support active travel, walking, cycling and public transport

e Value and protect green spaces and ensure equity of access

e Reduce isolation through a focus on transport, digital connectedness and
accessible public spaces
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7. RESILIENT PEOPLE AND COMMUNITIES

Wellbeing is about feeling good and functioning well.

Understanding people’s wellbeing is closely linked to understanding their
experiences. Experiencing a good balance of positive to negative emotions and
judging that your life is going well, are key parts of feeling good. People living with a
mental illness, such as bi-polar disorder for example, can also have positive or
negative wellbeing.

Undertaking activities which allow you to experience a sense of meaning and
purpose, a sense of control over your own life and strong relationships with others,
are key parts of good functioning. People have high wellbeing when they feel good
and function well in the world.

There is now substantial research which points to the factors which promote
wellbeing. Some of these are external to a person; for example, not living in poverty,
employment status and the strength of the social networks around you. Others are
within the person; for example, optimism, sense of self-esteem and resilience.
Resilience is the capacity of people to confront and cope with life’s challenges; to
maintain their wellbeing in the face of adversity. Activities that promote wellbeing
have a profound effect on helping people to be resilient>* *2.

People who report higher levels of wellbeing tend to be more involved in social and
civic life>*, are more likely to behave in environmentally responsible ways>*, have
better family and social relationships at home®® and are more productive at work®.
A recent review of evidence found that wellbeing is positively associated with other
positive health outcomes such as reduced smoking and less harmful levels of
drinking®’.

Increasingly positive mental states actually precede and help to cause good
outcomes in health and wellbeing. For instance, longitudinal studies of wellbeing
have shown that the prevalence of good moods predicts working days lost through
illness five years later®®, likelihood of stroke six years later and of cardiovascular
disease ten years later®.

The benefits of promoting wellbeing can be felt across generations and accrue over
many years®.
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The Five Ways to Wellbeing® were developed by the New Economics Foundation
from evidence gathered in the UK government’s Foresight Project on Mental Capital
and Wellbeing. The Five Ways to Wellbeing are a set of evidence-based actions
which promote a practical way to help people feel good about themselves and
function well in the world. These are:

Connect......Be Active......Take Notice......Keep Learning...... Give®.
The Five Ways to Wellbeing have been used by health organisations, schools and
community projects across the UK and around the world to help people take action
to improve their wellbeing. They have been used in lots of different ways; for
example, to get people to start thinking about wellbeing, develop organisational
strategy, measure impact, assess need, staff development and to help people to
incorporate more wellbeing-promoting activities into their lives.
Somerset Public Health have produced an application for smart phones to support
the individual practice of the five ways and partners can use the five ways framework
to shape services and interventions which build social relationships, facilitate social
connections, support learning, encourage giving and promote active living.
To support resilient people and communities in Somerset we can usefully:

e Tackle isolation and reduce loneliness

e Work with voluntary and community groups to develop sustainable, resilient
communities that are accessible to everyone

e Support activities which connect people

e Enable people to feel in control of their lives and decisions which impact on
them

e Encourage activities and cultures which allow people to find meaning and
purpose for their lives

e Support and promote volunteering and a culture of giving
e Help people to understand how to take care of their positive mental health
e Promote and practice the Five Ways to Wellbeing across all communities and

settings. This will include providing training on mental health, wellbeing and
resilience to front-line staff as well as community groups and service providers

15





8. MENTAL AND PHYSICAL HEALTH - PARITY OF ESTEEM
8.1 Overview

“One quarter of all patients admitted to hospital with a physical illness also have a
mental health condition that, in most cases, is not treated while the patient is in
hospital.” ®®

In its mandate to NHS England®, the government has included the specific objective
to “put mental health on a par with physical health and to close the gap between
people with mental health problems and the population as a whole”. A report by the
Centre for Economic Performance’s Mental Health Policy Group® sets out the
economic case for parity of esteem.

Mental illness has the same detrimental effect on life expectancy as smoking does
and a greater detrimental effect on life expectancy than obesity. Someone with long-
term severe and enduring mental health problems can expect to live on average
about 10 to 15 years less than someone without such problems®®.

A large part of the economic argument is based on the fact that there is a strong
relationship between physical and mental illness; with about a third of people with
physical illness also suffering from mental ill health. Table 1 illustrates the overall
health impacts of physical and mental iliness with over a third (38%) of all morbidity
associated with mental ill health.

Table 1: Morbidity/Burden of Disease for Physical and Mental lliness
“How MH Loses out in the NHS” 2012

Mental iliness 38 23
Cardiovascular disease 6 16
Cancer 3 16
Respiratory diseases 11 8
Sense organ diseases 13 7
Digestive diseases 4 5
Musculoskeletal diseases 7 4
Accidents 3 4
Diabetes 2 2
Other 13 15
Total 100 100

Recognising that mental and emotional stress can result in physical symptoms is the
first step to a holistic assessment of an individual’s needs and can lead to better
outcomes and greater resilience and self-reliance on the part of the patient.
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However, this represents a huge change in approach and there is a need for training
and awareness raising across all sectors and organisations, for both physical and
mental health, including the general public and users of services.

The development of Increasing Access to Psychological Therapies (IAPT) services
for people with long-term conditions is a government priority and makes sound
economic sense, as the evidence suggests that individuals with such support
achieve better outcomes in their physical health and use fewer NHS services in the
longer term.

Only a quarter of all those with mental iliness are in treatment, compared with the
vast majority of those with physical conditions. More expenditure on the most
common mental health disorders would almost certainly cost the NHS nothing; for
instance, efficient investment in mental health services can be paid for by the
resulting savings in physical healthcare and reduction in mental health inpatient
stays.

Meeting the challenge of improving physical health and reducing early deaths for
people with mental health problems is an essential part of achieving parity of
esteem. People with mental health problems are less likely to access screening
programmes for cancer and other serious illnesses. They are more likely to: suffer
the effects of poor lifestyle choices, be heavy smokers and suffer the effects of drug
or alcohol misuse. They are also more likely to experience unemployment, to live in
poor accommodation or be homeless and to suffer the effects of social isolation.

Older people with mental health problems can often have both physical and mental
co-morbidities such as depression, dementia and physical health problems, often
exacerbated by social isolation. Joint working across the health and social care
professions needs to become more adept at providing a seamless response to
multiple needs.

“One quarter of all patients admitted to hospital with a physical iliness also have a
mental health condition that, in most cases, is not treated while the patient is in
hospital.”

“Most patients who frequently attend A&E departments do so because of an
untreated mental health problem.”

“Two thirds of NHS beds are occupied by older people, 60% of whom have, or will
develop, a mental health disorder during their admission.”

NHS Confederation (2009), Healthy Mind, Healthy Body: How liaison psychiatry services can
transform quality and productivity in acute settings

Liaison services play a key part in the management of the emotional needs of
patients presenting to acute hospitals. Liaison services in Somerset are provided by
Somerset Partnership NHS Foundation Trust. The service provides professional
assessment and support to A&E and other departments within hospital settings,
ensuring that patients with mental health needs are provided with the help they need.
A comprehensive mental health liaison service has the potential to improve service
user experience and care outcomes®’; improve access to mental health care for a
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population with high morbidity; reduce A&E waiting times; reduce admissions, re-
admissions and lengths of stay; reduce use of acute beds by people with dementia;
reduce the risk of adverse events; enhance the knowledge and skills of acute
hospital staff and improve compliance with the Mental Health Act 2007°® and the
Mental Capacity Act 2005%,

8.2

8.3

8.4

What can we do to improve the physical health of people with mental
health problems?

We can improve the screening and testing procedures for physical health
problems in the population of mental health service users

We can provide help with lifestyle changes, for example: smoking cessation
and healthy diet initiatives as an integrated part of mental health services

We can commission wellbeing initiatives targeted at the population of mental
health service users

We can integrate physical healthcare with mental health interventions
whenever possible and also take every opportunity to deliver health and social
care packages as part of an integrated, personalised care plan

What can we do to improve the mental health of people with physical
health problems?

We can improve access to talking therapies and other forms of psychological
support for people with long-term physical health problems

We can develop access to dedicated health psychology services for severe,
acute conditions, operating within acute hospitals, community hospitals and
primary care health premises

We can improve joint working across the health and social care professions
and become more adept at providing a seamless response to multiple needs

We can improve the screening and testing procedures for physical health
problems in the population of mental health service users

We can provide help with lifestyle changes for example smoking cessation
and healthy eating as an integrated part of mental health services

What can we do to make the best use of mental health liaison services?

We can review the current liaison services provided to our acute hospitals in
line with best practice guidelines, ensuring acute Trusts have a key role

We can consider whether the services are optimal in capacity, able to respond
to needs and have an appropriate skill mix of teams
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9. THE MENTAL AND EMOTIONAL HEALTH OF CHILDREN, YOUNG
PEOPLE AND FAMILIES

9.1 Overview

“Half of all lifetime mental health problems emerge before the age of 14” "

Mental health problems in children and young people are associated with excess
costs estimated as being between £11,030
and £59,130 annually per child. These costs
fall to a variety of agencies (for example:
education, social services and youth justice)
and also include the direct costs to the family
of the child’s illness”.

The mental health of our children and young
people is crucial to long-term mental health. Ensuring that universal services and
public policy foster and protect young people’s positive mental health, that
appropriate help is available in the in the early stages of emotional and mental
distress and by putting in place preventative measures, support and treatment
packages; we invest in the future wellbeing of society and the chances of a full and
lasting individual recovery are maximised. This in turn reduces the burden on
services through transition to adulthood and creates lifelong benefits for the young
person, their family and for statutory health and social care services.

This strategy highlights the importance of children, young people and families in
achieving positive mental health for Somerset. A dedicated work stream is already
taking forward improvements in the pathway for children and young people with
mental health problems, which includes commissioning developments across all tiers
of provision and in services commissioned by both health and social care. The
Emotional and Mental Health of Children and Young People Plan for Somerset’?
specifically addresses issues of promotion and prevention.

9.2 Perinatal mental health

Childbirth and new motherhood is associated with an expectation of happiness but it
can also be a time of emotional upheaval, involving changes in lifestyle and
relationships. Mental health problems at this time cause enormous distress and can
interfere with the adjustment to motherhood and the care of the baby. Poorly
managed, perinatal mental health problems can have lasting effects on maternal
self-esteem, partner and family relationships as well as the mental health and social
adjustment of the child. The roles of midwives, health visitors and children’s centres
are very important in supporting women during pregnancy and during the first year of
the baby’s life’>.

Acute serious perinatal illness often requires inpatient care. The separation of
mother and infant can interfere with the early development of mother-infant
attachment and relationship. Separation can also cause great maternal distress and
may interfere with treatment of the mother as well as preventing breastfeeding and
bonding which may have long standing effects on both child and mother. The design
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and delivery of specialist services is challenging in rural areas; however, support for
commissioners is available from the National Mental Health Commissioning Panel”.

9.3 Family life and the role of universal services for children

Building good mental and emotional health is part and parcel of child development.
Attachment relationships and parenting are universal experiences which can act as
positive or negative factors for individual development depending upon the quality. In
addition to these universal influences there are a range of other family context
factors which can act as risks for development. Investments in parenting
programmes and in services such as the child family nurse partnership, have been
identified as effective measures in addressing the positive emotional development of
children.

Universal services include schools, family health care, children’s centres and leisure
and recreational activities which families might access. Staff working in these
services need to be trained in understanding emotional and psychological health,
how best to support children and families and how to access help when needed.

9.4 Early help and support

If problems develop, it is vital that these are recognised and supported early. There
is a great deal of evidence to suggest that early help prevents the onset of greater
problems through not only childhood, but later life.

Get Set Early Help is a new service to support resilience, positive coping skills and
promote good mental health in children and families. Get Set will strengthen
preventative services, a level of targeted support beyond that provided by universal
services. Primary mental health care workers provide a bridge early help / targeted
support and specialist mental health service through training support and
consultation and supporting referrals to specialist services when appropriate.

The most common problems in childhood are conduct disorders, attention deficit
hyperactivity disorder (ADHD), emotional disorders (anxiety and depression) and
autism spectrum disorders. Two reviews of Child and Adolescent Mental Health
Services (CAMHS) within Somerset identified a range of improvements. These are
now being implemented and overseen by a multi-agency board. Language delay is a
also a very powerful marker of psychological vulnerability and an important warning
sign. We also know that language delay is a potential sign of neglect. Many young
children in care have such problems as a result of the abuse or neglect they have
suffered and language problems are extremely common in children excluded from
school.

Psychological therapy services for children and young people are a key part of

central government plans for the expansion of services under the IAPT initiative and
plans are well underway for the development of these services in Somerset.
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9.5 Specialist mental health services

Specialist mental health services for young people are commissioned differently
across the country. In Somerset, local authority services are commissioned through
Children’s Social Care, specialist community services are commissioned by the
Somerset Clinical Commissioning Group (CCG) while in-patient care and specialist
health residential placements are commissioned by NHS England. This
fragmentation of commissioning responsibility can be problematic. Good
communication and collaboration by commissioners across the care pathway is
essential to ensuring that individual young people have their needs met. In
Somerset this is achieved through a multi-agency CAMHS Commissioning Group,
which oversees the separately commissioned services.

Substance misuse among young people is a pre-disposing factor for mental health
problems and Somerset’s substance misuse treatment service for children and
young people has recently been re-commissioned, incorporating a number of service
improvements. However, a greater emphasis on alcohol and substance misuse
awareness will be important.

Lack of sufficient services at the targeted and early help level, coupled with the
impacts of reductions in third sector services as a result of the recent budgetary
pressure and the recession, has increased demand on the specialist community and
in-patient services. The lack of sufficient capacity in specialist in patient services
(those commissioned by NHS England) has been identified as a national issue and
NHS England has plans in place to address this. Recent local innovations to
manage demand include the creation of a telephone advice and guidance service for
referrers and the development of a new Emotional and Mental Health of Children
and Young People Plan, which will address promotion and prevention.

9.6 Gaps and pressures

More needs to be done to intervene early. This can reduce the risk of later disorder
and has the potential to generate savings for services and society. Undiagnosed or
untreated depression in young people creates a more treatment-resistant form of the
illness.

Deliberate self-harm is an issue of increasing concern, both nationally and in
Somerset. This is a complex issue which impacts on many young people and their
families each day.

Current service shortfalls include specialist services for children and young people
with eating disorders, support to parents and carers with mental health problems and
targeted early help interventions for young people who have experienced sexual
abuse but who may not meet the criteria for referral to the specialist mental health
service.

The lack of specialist in-patient services across the country has the impact of
children and young people either not receiving appropriate treatment or being placed
many miles from home.
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9.7

What can we do to support the emotional health of children and young
people?

We can involve young people and their families in the co-design,
co-production and co-delivery of services to support their health and wellbeing

We can make sure that everyone in the children and young people’s
workforce is well informed about emotional and mental health

We can invest in parenting programmes which are low cost, high value
interventions which can be developed and delivered in a flexible and inclusive

way’®

We can protect children, young people and families from risks such as
exposure to bullying, violence, discrimination and from the effects of harmful
drinking and substance misuse

We can invest in interventions for behaviour and for conduct disorder which
have been identified as a ‘best buy for mental health’ with potential savings
from each case through early intervention estimated at £150,000 for severe
conduct problems and £75,000 for moderate conduct problems’®
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10. MENTAL HEALTH SERVICES: THE JOURNEY SO FAR

Mental health services in the UK have been transformed in recent decades from
largely institution-based care; with limited outcomes for service users and significant
other problems, including the stigmatising of people with mental health problems to a
system where community-based care is provided as close to people’s homes as
possible; utilising a range of therapeutic interventions and other forms of care and
support to help people recover.

We should not underestimate the gains and advances that have been made in the
delivery of effective mental health services. Culturally, socially, economically and
therapeutically, the lives of people with lived experience of mental health problems
have been improved beyond measure by the closing of the large mental health
hospitals that characterised services until the 1990s. Since that time modern,
recovery-oriented services, based in the community, have developed to support
people with more personalised services designed around their needs.

The National Service Framework for Mental Health (1999 to 2009) ’’ set the
standards necessary to ensure effective community services and led to the
development of specific functions, such as crisis resolution and home treatment,
assertive outreach and early intervention in psychosis. Community mental health
teams now support thousands of people in Somerset with bespoke packages of care
and treatment. Good community-based care is not necessarily cheaper than
institutional care. In Somerset, there is increased demand on resources available
and the focus of care provision has been mostly on those with the most complex,
serious and enduring mental health needs.

It is important to recognise the significant achievements that have been made in
Somerset. Services such as the Somerset Team for Early Psychosis (STEP) and
the Crisis Resolution and Home Treatment Service are deservedly valued and
appreciated by referrers and service users. Many other aspects of our services are
first class in terms of their quality and ability to respond to their users’ needs. In
many services, however, capacity is an issue in the face of increasing demand. As a
consequence, thresholds for accessing services are rising and complaints from
people, their families and referrers are increasing.

Since 2009, the IAPT programme in Somerset has ensured that many people have
access to talking therapies. People with common mental health problems, such as
mild to moderate depression or anxiety, previously found it difficult to get help. The
current service is treating less than 15% of those with depression and anxiety in
Somerset’®. The challenge for services is to increase the proportion of people
accessing help. In secondary care, mental health criteria for referral are still
relatively high, leaving many people for whom the only option is to seek support from
their GP.
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11. COMMISSIONING FOR QUALITY AND BEST OUTCOMES

11.1 Commissioning mental health services in Somerset

Mental health and related social care services
within Somerset are commissioned by a range of
P w agencies including Somerset CCG, NHS England
o “. = A and Somerset County Council. The majority of
: services are commissioned from our main mental
ju ! health provider, Somerset Partnership NHS
& Foundation Trust, along with some voluntary and
community service providers.

A joint commissioning approach across health and

social care, with aligned resources mobilised

through a single health and social care
commissioning team with links both into the CCG and SCC, will be the most effective
means of securing high quality mental health services for our population.

Integrated working can offer the opportunity for health and social care to operate
equally, breaking down traditional barriers and creating seamless services. In
particular, it provides the chance for the role of social care to be enhanced and
recognised as a key contributor to the planning and delivery of services. Additionally
the role of the third sector as an increasingly important partner in the planning and
delivery of services creates a powerful triumvirate for local health and social care
economies. The National Voices Narrative for Person-Centred Co-ordinated
(‘Integrated’) Care’® defines the service user vision for integrated care.

11.2 Commissioning across the life course for mental health and
wellbeing

In line with the overarching Health and Wellbeing Strategy, this strategy takes a life
course approach, committed to improving outcomes for people with, or at risk of,
mental health problems, whatever their age. It means understanding the impact of
poor mental health and wellbeing from birth, through childhood, into adulthood and
older age. It also means recognising the determinants of poor mental health and
wellbeing, taking steps to address them and ensuring the provision of high quality
services for people, based on need rather than age, across the span of their lives.

For Somerset, with an aging population, investing in the wellbeing of older people is
a high priority which will help maintain healthy, independent living.

The most important action that we can take for the future, to secure better outcomes
for the people and communities who live in Somerset, is to support children and
young people, their parents, families and communities to develop the building blocks
of good mental health through increasing resilience, laying the foundations of good
mental health for later life.
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11.3 Commissioning for parity of esteem

The relationship between physical and mental health is more fully described
elsewhere in this document. For commissioners, the task is twofold. Firstly, to
ensure that the physical health needs of people with mental health problems are
identified and the gap which exists in terms of healthy life expectancy is reduced.
Secondly, to ensure that the emotional, psychological and mental health needs of
people with physical health problems are addressed.

11.4 Commissioning for person-centred services

Local authorities have, over the past few years, been working towards
personalisation of services for all users of adult social care services®. Take up of
personal budgets as an aspect of personalisation, however, has traditionally been
low amongst mental health service users.

The Care Act 20143 proposes a single legislative framework for adult social care,
replacing the current complex framework of adult social care law. The Act confirms
a statutory duty on local authorities to promote mental health and emotional
wellbeing, embeds the promotion of individual wellbeing as the driving force
underpinning the provision of care and support. It places population-level duties on
local authorities to provide information and advice, prevention services and shape
the market for care and support services. These will be supported by duties to
promote co-operation and integration to improve the way organisations work
together. The Act also sets out in law that everyone, including carers, should have a
personal budget as part of their care and support plan and gives people the right to
ask for this to be made as a direct payment. It also includes the statutory right for
advocacy services in specific circumstances.

More generally, NHS England and CCGs have a statutory duty to work with local
authorities to promote integrated health and social care, making person-centred co-
ordinated health and social care the norm for people with multiple health problems,
including mental health problems, to ensure seamless support for people outside of
hospital. The creation of the ‘Better Care Fund®?, a fund to promote integrated care
that is overseen by Health and Wellbeing Boards, is intended to support the delivery
of this vision.

11.5 Patient engagement, participation and co- production

Co-production with people who have, or who have had, mental health problems is a
crucial aspect of designing and delivering services. Mechanisms for engaging with
people with existing services were strengthened through the Somerset Partnership
NHS Foundation Trust. Users and carers are able to participate as members of the
Trust and be represented at board level. The Trust also participates in specific
initiatives such as the ‘Acute Care Declaration®® and the ‘Triangle of Care®*’ which
facilitate a voice for service users in the delivery and improvement of services.
Similarly, the creation of patient experience groups in GP practices has added to the
opportunities for service users to have their say.

There remains, however, a need for a formal local network where people with a lived
experience of mental health can contribute to the development and co-production of
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future service provision. Since the Somerset Local Involvement Team (Mental
Health LIT) was discontinued, there has been a gap in this kind of participation and
engagement. The South West Mental Health Alliance ® has strong service user,
lived experience and community sector representation which is a valuable resource
for us in Somerset.

There is also an opportunity for Healthwatch Somerset to take a lead role in
gathering and representing the views of people with mental health issues. The new
organisation came into being on 1 April 2013, replacing and building upon the work
of the Somerset Local Improvement Network (LINK). Healthwatch Somerset will
champion the views and priorities of the public across health and social care
services, paying particular attention to the needs of those facing the widest
inequalities. To achieve this, it will work closely with the existing local infrastructure
and patient and public participation groups.

11.6 Commissioning for recovery and social inclusion

Recovery emphasises the importance of a meaningful, valued and satisfying life,
whether in the presence or absence of symptoms. There is a strong link between
the recovery process and social inclusion. A key role for services is to support
people to regain their place in the communities where they live and take part in
mainstream activities and opportunities along with everyone else.

Important factors on the road to recovery include good relationships, financial
security, satisfying work, personal growth and the right living environment,
developing one’s own cultural or spiritual perspectives and developing resilience to
possible adversity or stress in the future. There is a growing body of evidence that
demonstrates that taking part in social, educational, training, volunteering and
employment opportunities can support the process of individual recovery.

Of particular importance is the need to work in partnership with housing and the
voluntary sector to ensure that no resident of Somerset is homeless because of their
mental health problems.

11.7 Accommodation and housing as an essential part of recovery

A settled home is vital for good mental health. People with mental health problems
are less likely to be homeowners and more likely to live in an unstable environment.
We also know that support with housing can improve the health of individuals and
help reduce overall demand for health and social care services. Ensuring service
users have a suitable and settled place to live can aid recovery from mental health
problems, without a settled place to live, recovery can be significantly impeded. ‘No
Health without Mental Health 2014’ %(the cross-government mental health outcomes
strategy 2014) stresses the importance of housing for mental health.

Addressing housing need within the care pathway can contribute to meeting some of
the overarching issues facing the NHS and local authorities in relation to avoidable
admission to inpatient care and timely discharge. By working in partnership, mental
health providers and housing associations can deliver better outcomes for service
users. To achieve this we need to work with district council colleagues and other key
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stakeholders to develop a range of accommodation options and floating support for
people with mental health problems.

11.8 Commissioning for quality care and support in mental health services

Care and support, wherever it takes place, should offer access to timely, evidence-
based interventions and approaches that give people the greatest choice and control
over their own lives, in the least restrictive environment and should ensure that
people’s human rights are protected to provide the best possible outcomes, as well
as making the best use of resources. It is essential that people receive the
interventions they require early and at an appropriate level.

The Final Report of the Independent Inquiry Into Care Provided By Mid Staffordshire
NHS Foundation Trust (the Francis Report)®’, examined the high mortality rate and
poor patient and carer experience at Mid-Staffordshire Foundation Trust between
2005-2008. The Winterbourne View Report®® followed a Panorama programme
which exposed the abuse of people with learning disabilities at a private hospital.
The findings of these two significant reports have helped to stimulate a renewed
focus on care quality. There is an increasing requirement that both commissioners
and providers ensure that patients and service users are at the heart of everything
that they do. Furthermore, the Keogh Review® and the Berwick Report® make
clear recommendations for developing the learning culture of the NHS as part of an
overall approach to quality.

It is important that a range of advocacy services are in place to support individuals
and families to raise issues about the services they are receiving or trying to access.

11.9 The vital role of families and carers

Carers play a vital role in the lives of many people with a mental health problem. Up
to 1.5 million people in the UK care for someone with a mental health problem®*.

Being a carer is a risk factor for mental health problems:

o 40% of carers experience psychological distress or depression, with those
caring for people with behavioural problems experiencing the highest levels of
distress

o 33% of those providing more than 50 hours of care a week report depression
and disturbed sleep

o Those providing more than 20 hours of care a week over an extended period
have double the risk of psychological distress compared to non-carers. Risk
increases progressively as the time spent caring each week increases

o Caring can also limit carers’ ability to take time out to exercise. Reduced
income and lack of cooking skills may contribute to excess weight gain or loss.
As many as 20% of adult carers increase their alcohol consumption as a coping
strategy
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o Emotional impacts such as worry, depression and self-harm have been
identified in young carers

The Carers and Disabled Children’s Act (2000) % states that all carers aged 16 or
above, who provide a ‘regular and substantial amount of care’ for someone aged 18
or over, have the right to an assessment of their needs as a carer. These rights will
be extended in The Care Act (2014) **

11.10 Developing the market for the provision of high quality services

The new NHS Procurement Patient Choice and Competition Regulations place
requirements on commissioners to improve the quality and efficiency of services by
procuring from the providers most capable of meeting that objective and delivering
best value for money. The Care Act (2014) ** also places a duty on local authorities
to develop the market to offer flexible, personalised services and choice.

11.11 What can we do to ensure quality mental health services?

e We can develop joint commissioning arrangements and take a life course
approach to commissioning

e \We can ensure that service users and their families are at the heart of
everything we do

e We can improve information and training for carers

e We can ensure the delivery of the Young Carers Plan, which includes young
carers of people with mental health problems

e We can work with district council colleagues and other key stakeholders to
develop a range of accommodation options

e We can use our purchasing power to stimulate the local economy and
maximise employment opportunities for local people, taking into account the
provisions of the Public Services Social Value Act (2012)%

e We can, wherever possible, encourage local, smaller providers in complex
procurements to ensure they are not disadvantaged

e We can work with our providers to achieve a balance of value for money and
risk that is sustainable for the provider as well as the commissioner
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12. RIGHT SERVICE, RIGHT TIME, RIGHT PLACE

12.1 Overview

Guidance for commissioners is available from a
number of sources. At a national level the Joint
Commissioning Panel for Mental Health has
produced range of guidance, including
commissioning models and calculators to support
the design and delivery of high quality evidence
based service®®. NICE®" provides up to date
clinical guidance, recommendations and evidence
reviews to support quality and safety in care
design and delivery. At a more local level, the

¢ South West Clinical Network for Mental Health,
Dementia and Neurological Conditions®,
supported by the South West Mental Health Alliance® , a network of service users,
carers and champions, provides local intelligence to support quality, innovation and
recovery.

Evidence from research and from service user feedback suggests that people benefit
from a menu of services, enabling them to step up or step down between services to
receive the right care at the right time.

It is recognised that the use of diagnostic labels to describe mental health conditions
is not always helpful, as mental and emotional health problems do not always fit
neatly into diagnostic ‘boxes’. However, a useful distinction, in terms of service
planning, is to look at ‘common mental health disorders’ (CMDs) and other mental
health conditions.

Common mental health disorders include issues such as anxiety, depression, panic
and phobia; and can be episodic, long term and of varied severity. Other mental
health conditions include psychosis and personality disorder; these conditions tend
to be long-term or recur over a period of years. Different services and treatments
are required and recommended for the different sorts of conditions, with early help at
the appropriate level being the optimum.

The last few decades have seen some significant changes in the way that services
are delivered. There is now a greater emphasis on a personalised and service user
focused approach to service provision, less reliance on a traditional medical model of
care and a recognition that services need a recovery focus.

In meeting the significant demographic and financial challenges predicted for the
future, we need to maintain a focus on a transformative approach to the
development of mental health services. The principles include; personalised
services, offering real choice for service users, involving people in the planning and
delivery of their care, integrating our interventions across health, care and education,
maintaining a focus on quality and outcomes and shifting our attention more towards
early intervention, prevention and the strengthening of personal and community
resilience.
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12.2 Accessing mental health services

Over time we should expect to see less reliance on hospital-based care as
alternatives to in-patient services are developed. A renewed focus on providing
support, care and treatment as close to people’s homes as possible can be
facilitated by re-thinking the delivery mechanisms for services; utilising new
technology and ‘meeting people where they are’, both in terms of their physical
location and in their cultural and social circumstances. Innovation and flexibility in
the provision of services needs to be stepped up to meet the increases in demand
we expect to see in the coming years.

Treatments for common mental health problems include self-help, GP managed
support and talking therapies. The development and improvement of access to
talking therapies since 2009 has begun to address significant levels of unmet needs
for people with common mental health problems, such as depression and anxiety.

Primary care liaison is an under-developed aspect of mental health provision in
Somerset. Patients being supported by GPs for physical illnesses often have co-
morbid mental health problems; Equally, GPs support many people whose primary
problem is a common mental health disorder.

The traditional model of referral from primary care to specialist secondary care
mental health services is appropriate for patients with potentially severe or enduring
mental health diagnoses. Equally, referral to IAPT services for talking therapy is a
useful recent addition to pathways for people with less severe or enduring problems.

There remains, however, a need for people to have better access to self-help and
social support and to be supported by GPs when a referral is not the appropriate
course of action. Patients may need the support of their GP for low level or
intermittent mental health problems; in those situations when they are reluctant to be
referred or for maintaining their mental wellbeing after discharge from specialist
services.

12.3 What can we do to improve access to services?

e We can develop self-care and self-management resources for mental health

e We can improve mental health support within primary care to ensure that
people can be effectively supported by primary care staff where this is
appropriate and ensure that specialist secondary mental health services are
targeted appropriately

e We can develop personal budgets and direct payments for mental health
services

e We can consider social interventions and services, alongside psychological
and medical treatments
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e We can commission services that allow for seamless transition from CAMHS
to adult mental health services. This applies in particular to areas of self-
harm, eating disorders, ADHD and substance misuse.

12.4 Talking therapies services

Treatments for common mental health problems include self-help, GP managed
support and talking therapies. The development and improvement of access to
talking therapies since 2009 has begun to address significant levels of unmet needs
for people with common mental health problems such as depression and anxiety.
More needs to be done to expand capacity for the adult population and to widen
availability to children and young people. This will prevent mental health problems in
young people from becoming entrenched and extending into adulthood. The
government-sponsored IAPT programme has started to make progress in treating
many more people than would ever have been possible before its inception.

In Somerset we are on course to treat 15% of known need by March 2015 (for
adults), the government target. The IAPT programme has begun a process of
expansion of talking therapy provision. It is for local commissioners to pick up the
challenge of further expansion of talking therapies and to make sure the benefits of
the service are available to all who need them, including children, young people and
older people. The benefits of talking therapies are not limited to those with mental
health disorders. There is significant evidence that providing psychological support
to people with acute or long-term physical health conditions can improve their
outcomes and reduce the need for physical health interventions.

The development of IAPT services for people with long-term conditions is a
government priority. Evidence suggests that individuals with such support achieve
better outcomes in their physical health and consume less NHS services in the
longer term. Another government requirement is to focus on medically unexplained
symptoms, based on evidence that providing psychological therapy for individuals
with unexplained physical symptoms can reduce or eliminate their symptoms and
reduce their requests for further interventions or diagnostic tests. We have made a
good start in meeting unmet need in the Somerset population but there is much more
that can be done. Over 65s are under-represented in the referred population for
IAPT services but are often living with ageing-related diseases which they could self-
manage more successfully with psychological help. Overall targeted investment,
based on savings generated elsewhere in the health economy, will improve overall
levels of health and wellbeing and will pay for itself in the medium to long term.

12.5 What can we do to improve outcomes through talking therapies?

e We can expand access to talking therapies and other forms of psychological
support for people with long-term physical health problems and serious acute
illnesses. This will require dedicated health psychology services, operating
within acute hospitals, community hospitals and primary care health premises

e We can introduce IAPT services for people with symptoms which cannot be
explained medically
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e We can expand the capacity of primary care talking therapies for anxiety,
depression, phobias and other common mental health problems

e We can extend talking therapy services for young people

e We can make a concerted effort to ensure that older people access
psychological help when they need it

12.6 Mental health liaison with primary care

The traditional model of referral from primary care to specialist secondary care
mental health services for assessment and treatment is appropriate for patients with
potentially severe or enduring mental health diagnoses. Equally, referral to IAPT
services for assessment and talking therapy is a useful recent addition to treatment
pathways for some conditions.

Patients will continue to be supported by their GP for low level or intermittent mental
health problems, in those situations when they are reluctant to be referred or for
maintaining their mental wellbeing after discharge from specialist services. Shared
responsibility for patient care, where the GP and specialist mental health services
collaborate to provide care, can be very effective. The flexibility to step up or step
down between services is facilitated by good communication and liaison between
their GP and mental health professionals.

12.7 What we do to improve primary care mental health liaison?

e We can review the current liaison function with primary care and consider
future commissioning arrangements

e We can work with GPs to better understand their need for specialist mental
health advice and support in managing patients

12.8 Mental health crisis services

The publication of the Mental Health Crisis Care Concordat'® in February 2014
brings a fresh approach to multi-agency working to improve care, support and
outcomes for people in crisis. The challenge to local areas is to produce a local
declaration by health, social care and criminal justice agencies, committing them to
work together to prevent crises happening whenever possible, through intervention
at an early stage by providing appropriate urgent and emergency access to crisis
care in an appropriate setting. Where necessary this should include a designated
place of safety, compliant with the requirements of the Mental Health Act; high
guality treatment and care from professionals with the right skills who focus on
recovery; provision of support for people to speak for themselves and be involved in
their own care and treatment; supporting and helping people to stay well and
preventing future crises by providing information, signposting and referral to services
that will support recovery.
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12.9 What can we do to improve mental health crisis services?

e We can undertake an audit of our crisis pathway against the Crisis Concordat
and take appropriate action

e We can develop alternatives to admission for acute care including 24/7
intensive supported housing and crisis beds

12.10 Services for people living with dementia

Within Somerset, it is currently estimated that there are 8,720 people with dementia
of whom approximately 150 are aged under-65. Both the number and proportion of
people aged over 65 with dementia is set to increase. By 2021 the expectation is

that there will be almost 11,400 people with the condition®*.

The National Dementia Strategy, Living Well with Dementia*®? identified 17 key
objectives which, when implemented, will result in significant improvements in the
quality of services provided to people with dementia and should promote a greater
understanding of the causes and consequences of dementia.

The National Dementia Strategy and the Somerset Dementia Strategy **provide
detailed plans for addressing the challenges posed by the predicted increase in
dementia cases in coming years. Somerset’'s Dementia Strategy has been in place
for more than two years and the implementation of its action plan is making steady
progress in improving the response of the health and social care community.
Recently refreshed, the Somerset strategy focuses on raising awareness and
understanding of dementia within the general public, ensuring early diagnosis,
support and intervention for people with dementia and their carers, providing a
higher quality of care to enable people to live well with dementia and support and
training to professionals engaged in the provision of services to people with
dementia.

Somerset has made a good start in improving the diagnosis, treatment and on-going
support opportunities for people with dementia. In addition to the plan set out in our
local strategy we continue to take advantage of opportunities such as the Prime
Minister’s ‘Dementia Challenge’ to innovate and commission new aspects of support,
such as the employment of dementia support workers and the facilitation of
befriending schemes. A growing network of ‘memory cafes’ and ‘singing for the
brain’ groups complement health and social care provision and help to achieve the
overall aim of promoting wellbeing and independence.

Somerset was recently successful in obtaining funding for a dementia friendly
community. The vision is for people with dementia and their carers to live within an
environment which is dementia friendly. The community will take into account their
needs, access to local services and facilities and how these will best support them.
The project initially focuses on one locality which is within the Chard, Crewkerne and
liIminster GP Federation. This involves developing local networks to improve
awareness of dementia; implementing a befriending scheme which offers a vital
lifeline and opportunities for people to continue to engage in local activities with
trusted support; building on existing training programmes so that people receive
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personalised care, enabling them to make positive choices and improving the
hospital experience for people with dementia and their carers

12.11 What can we do to improve services for people living with dementia?

e We can work together across organisational boundaries to improve outcomes
for all those affected. Commissioners in both health and social care have a
particular part to play in meeting the challenge

e We can ensure that the quality and capacity of memory assessment services
is able to meet the scale of expected referrals and to enable early diagnosis

e NHS services can adjust their services to meet the needs of people with
dementia

e Social care can ensure that residential and nursing care providers deliver the
best evidence-based care and that they are properly supported to do so with
specialist input when necessary

e The independent and voluntary sectors also have their part to play, either as
providers of services or in facilitating the voice of service users and carers to
be heard by those planning and delivering services

12.12 Learning disability and mental health services

The NHS Concordat advises that CCGs should work with local authorities to ensure
that vulnerable people, particularly those with learning disabilities and autism,
receive safe, appropriate, high quality care. As a first principle, services should be
available locally so that people remain in their communities and there should not be
a reliance on in-patient care. To facilitate this, reasonable adjustments should be put
in place to enable access to all mainstream services where appropriate and learning
disability services should be provided alongside mainstream mental health services,
SO th(fofkills and expertise from both can be utilised in order to respond to individual
need™".

There should be clarity with regard to commissioning arrangements between
learning disability and mental health commissioners, with a presumption of
accessing generic services wherever possible. There should also be protocols
setting out clear pathways between mainstream and specialist services.

In addition, the Health Inequalities & People with Learning Disabilities in the UK
Report’®® states that a number of syndromes associated with learning disabilities are
also associated with specific health issues. Mental health problems and challenging
behaviours are more prevalent among people with: autism spectrum disorders, Rett
syndrome, Cornelia de Lange syndrome, Riley-Day syndrome, Fragile-X syndrome,
Prader-Willi syndrome, Velocardiofacial syndrome, Williams syndrome, Lesch-Nyhan
syndrome, Cri du Chat syndrome and Smith-Magenis syndrome.

The Royal College of Psychiatrists’ report, “Enabling people with mild intellectual

disability and mental health problems to access healthcare services” (2012)'°, was
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aimed at practitioners, with a view to enabling people with mild learning disability and
mental health problems to access (primarily mental) healthcare services. Their
conclusions suggest that people with people with mild intellectual disability, as well
as those with neuro-developmental disorders and other behavioural and social
difficulties, present with significant mental ill health and complex needs.

Services for adults with a learning disability have been jointly commissioned by SCC
and the NHS since the early 1990s, using a pooled budget approach. Unlike other
areas of adult social care, SCC still has a large in-house service that provides for all
aspects of service user need and accounts for 50% of the budget. Other contracts
with a wide range of external providers on a spot or block contract basis account for
the rest of the service provision.

12.13 What can we do for people with a learning disability and a mental health
need?

e We can respect the fact that people with learning disabilities and their families
are in the best position to determine their own needs and goals and to plan for
the future

e We can recognise that families, friends and personal networks are the
foundations of a rich and valued life in the community and support people and
families to maintain these connections and help them to flourish

e We can plan for individuals and their families to directly commission the
support they receive if they wish to

e We can recognise that communities are enriched by the inclusion and
participation of people with learning disabilities and these communities are the
most important way of providing friendship, support and a meaningful life to
people with learning disabilities, their families and carers

e We can acknowledge that the lives of people with learning disabilities are
enhanced when they can determine their preferred support and services

e We can recognise that partnerships between individuals, families and carers,
communities, local government, service providers and the business sector are
vital in meeting the needs of people with learning disabilities. We can
facilitate such partnership working in the way we commission services

e We can support people to gain the skills, development and progression in
order to be as independent as possible

e We can ensure that mainstream services make reasonable adjustments such
as: having clear signs in buildings, giving directions; using pictures and large
print on appointment letters; making alterations to policies and procedures;
training staff

35





12.14 Autism spectrum disorder and mental health

Autism is not a mental health condition. Itis included in this strategy because of the
particular aspects of autism which can place stress on families who may benefit from
mental or emotional health support; but also because the complexity of the condition
requires specialist and skilled intervention for mental health diagnosis and treatment.
Autism spectrum disorder is thought to affect around one in two hundred children
and adults, although this is likely to be an under-estimate. A Somerset Autism
Strategl%7will be published in the autumn of 2014 in response to the Autism Act
(2009) .

More can be done to ensure that people with autism get a good deal from mental
health services and to ensure legal requirements are met. Many issues need to be
resolved, such as differences in eligibility thresholds, effective health promotion,
access to comprehensive assessments, data sharing, the availability of evidence
regarding efficiency of particular interventions and how specialists can support
mainstream services to make adjustments.

Good practice exists within Somerset and we need to share this. For instance, when
Rydon Ward, an in-patient unit, was closed for a renovation, speech and language
therapists from the Specialist Learning Disability nursing team advised on updated
signs and communication aids in and around the ward, which now make it a fully
inclusive environment for those patients with communication needs.

12.15 What can we do to improve mental health services for people with
autism?

e We can use simple language

e We can learn from patient experience programmes elsewhere

e We can develop inclusive environments and provide all staff with autism
awareness training

e We can be aware that some people are hypersensitive to medication, so
prescriptions should begin at below average dose and increase gradually,
with careful monitoring for side-effects

e We can make sure that services are person -centred and meet legislative
requirements for equal access

12.16 Dual diagnosis services

Dual diagnosis is the term used to describe patients with both severe mental illness
(mainly psychotic disorders) and problematic drug and/or alcohol use*®®. Personality
disorders may also co-exist with psychiatric illness and/or substance misuse. The
term originated in the USA in the 1980s and has been adopted in the UK more
recently. The nature of the relationship between the two conditions is complex and
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sometimes controversial; however, the fact that they are linked is broadly accepted.
Many people self-medicate with drugs or alcohol to deal with mental health problems
and equally, some mental health conditions are caused at least partly by the misuse
of drugs. People with dual diagnosis have complex needs relating to health, social,
economic and emotional stressors or circumstances which can often be exacerbated
by their substance misuse. In the UK, it is thought that the number of people with a
potential dual diagnosis is high and possibly rising.

Approximately one third to a half of those with severe mental health problems will
also have substance misuse problems; about half of patients in drug and alcohol
services have a mental health problem, most commonly depression or personality
disorder. Alcohol misuse is the most common type of substance misuse and where
drug misuse occurs, it tends also to co-exist with alcohol misuse. Between 22% and
44% of adult psychiatric in-patients also have problematic drug or alcohol use, up to
a half also being drug-dependent.

Protocols need to be detailed enough to remove any confusion over roles and
responsibilities; clearly set out the responsibilities for funding aspects of treatment
and provide a clear process for resolving any disputes, ensuring that resolution
processes do not delay effective treatment for the service user.

12.17 What can we do to improve services for people with a dual
diagnosis?

e We can continue to develop dual diagnosis policies and protocols and ensure
contractual duty to collaborate by providers

e We can provide education and training about dual diagnosis

12.18 Criminal justice and mental health services

Around 15% of incidents that the police deal have some kind of mental health
dimension®®. Yet police officers rarely have mental health training and there are few
opportunities to divert people from police stations to health and social care services.
In 2009 work began in six Department of Health pilot sites to see how children and
young people with mental health, learning disabilities and other difficulties such as
family conflict, homelessness or drug and alcohol misuse can get the help they need
as soon as they come into contact with the police. The Bradley Report**’ has called
for criminal justice mental health teams to be set up across England to divert people
from police stations and courts to more appropriate care.

The Mental Health Act (1983) Section 136! enables the police to detain people
suspected of being in need of a mental health assessment when they are in a place
to which the public has access. The number of such detentions has risen sharply in
recent years, leading to concerns that hospital places of safety may sometimes lack
the capacity to accommodate all those detained. This can mean that people are
detained in a police cell rather than a hospital environment. Local work to develop a
Somerset Crisis Concordat declaration will be undertaken with partner organisations,
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including the police, with a view to committing all agencies to working together for
the benefit of people experiencing a mental health crisis.

12.19 What can we do in Somerset for mental health and criminal justice?

e NHS England commissions the Court Liaison and Diversion Service in
Somerset. It is important that the development of this service is influenced by
local stakeholders, including service users, the majority of whom will also
access services commissioned by the SCC and the CCG

e Local commissioners therefore need to continue to foster communication with
their counterparts in NHS England, the police, the courts and the probation
service to ensure that a collaborative approach guides future changes to the
service

e Health and social care commissioners will need to develop collaborative
agreements with the police in relation to the police powers under Section 136
of the Mental Health Act (1983)'*?

e We can will look to improve our Section 136 protocol, a joint pilot scheme
providing ‘street triage’ by mental health staff and police officers and a
commitment to provide cross-agency support between the police and mental
health service providers, including the provision of training for staff on the
ground

12.20 The role of employment in positive mental health and recovery

A recent comprehensive review of research into mental health and employment**®
concluded that overall, work is beneficial to health and wellbeing. Equally, lack of
work is detrimental to health and wellbeing. People who are unemployed consult
their GPs more often than the general population and those who have been
unemployed for more than 12 weeks show between four and ten times the
prevalence of depression and anxiety. Unemployment is also associated with
increased rates of suicide.

For people without work, re-employment leads to improvement in health and
wellbeing and further unemployment leads to deterioration. For people who are sick
or disabled, placement in work improves health and psychosocial status. The health
status of people of all ages who move off welfare benefits improves. These benefits
apply equally to people who have mental health problems, including those with
severe mental health problems.

There is no evidence that work is harmful to the mental health of people with severe
mental illness. Work provides a social identity and status; social contacts and
support; a means of structuring and occupying time; activity and involvement and a
sense of personal achievement. The social exclusion that people can experience as
a result of mental ill health is reduced by work and aggravated by unemployment.
Work is therefore central to social inclusion and recovery.
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12.21 What can we do to support the role of employment in positive mental
health?

e We can review the current employment services, which are already seen
nationally as an example of good practice, to see if further improvements can
be made

e We can develop public services as exemplar employers and encourage the
development of social enterprises and other service user led initiatives
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13. CONCLUSION

This strategy and the accompanying Mental
Health Needs Assessment report set out the
case for positive mental health for Somerset.

Public policy has a huge role to play in creating
the conditions which promote good mental
health in the shape of housing, employment,
community safety and thriving, connected
communities.

. There is something for everyone to do;
individuals, communities, small organisations, employers and public sector
organisations can all play a part.

As individuals and communities, we can use and promote the five ways to wellbeing,
which in small ways will build and sustain our own and others’ mental health.

Employers can be aware of the mental and emotional impacts within the workplace,
supporting people to gain and retain employment and challenging discrimination.

Quality mental health services are hugely important and need to be recovery
focused, person-centred and accessible. The best services are designed by the
people who use the services who should be instrumental in their design and delivery.
The next step for positive mental health in Somerset is to put this strategy into

action. Throughout this document we have highlighted what could be done in
Somerset. We have also included links to references and further information.

What action will you take?
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14. STRATEGIC ACTION PLAN

Strategic Action Plan for Positive Mental Health in Somerset

Area for action

Our commitment

Lead agency

Public policy and
planning for
positive mental
health

We will provide support, advice and
guidance for policy makers and
planners around mental health impacts

Public Health with
policy makers

Resilient people
and communities

We will promote 5 ways to wellbeing

We will work with employers to support
positive mental health at work

We will help create resilient and
connected communities

Public Health with
communities and
partners

Public Health with
employers

Health and
Wellbeing Board

Prevention and
early intervention

We will develop a mental health toolkit
for schools

We will identify our vulnerable and at
risk communities and develop targeted
programmes of support

Public Health with
partners

Public Health with
joint commissioners
and partners

Treatment and
recovery

We will continue to invest in talking
therapy services

We will support GPs to develop their
mental health skills

We will work towards good mental
health in physical health and good
health for people who use mental health
services

CCG Mental Health
Commissioner

Joint commissioners
with service
providers and GPs

Joint commissioners
with service
providers

Quality services

We will develop joint commissioning
arrangements for mental health

We will review the quality of our
services against best practice standards

Joint commissioners

Joint commissioners
with service users
and providers

We will develop service user As above
involvement at all levels
We will involve families and carers in As above
everything we do
Monitoring and We will annually review progress Strategy
review against this plan implementation
group
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Crisis Care

Concordat

Somerset’s action plan to enable delivery of shared goals of the Mental Health Crisis Care Concordat

Somerset Local Action Plan: Version 3 Mental Health Crisis Care Concordat

This action plan to be read in conjunction with the Somerset Mental Health Crisis Concordat Declaration

This plan will enhance the response of partner organisations and improve the experience and outcomes of people in
mental health crisis by ensuring services in Somerset are appropriately commissioned and resourced to deliver 24/7
crisis response for patients and carers in the most appropriate settings, including their own homes

1. Commissioning to allow earlier intervention and responsive crisis services

Action

Timescale

Led By

Outcomes

Progress

Updates/Comments

Matching local need with a suitable range of services
1.1 | Evaluate SWASFT | April 2016 SWASFT Assess effectiveness of pilot in helping to | In progress.
/DPT Pilot Scheme avert crisis and in responding to crisis
for provision of more effectively. Gather evidence for Newcastle University are now
mental health possible permanent incorporation into undertaking a review of the
nurse in the service and to share with other areas. pilot.
Clinical Hub. Assess suitability for combining with street
triage pilot (see action no. 3.10) SWASFT lead to keep group
Consider most appropriate geographic updated.
coverage and potential collaborations
across Counties. Decisions waited re. Triage
pilot update, being led by Avon
& Somerset Constabulary.
1.2 | Improve Somerset Dissemination of overarching information | Completed
information CCG sharing protocol.
sharing from
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working with NHS
111 Provider to
facilitate fast
access to
telephone support
for people in
crisis, including
links with 999
where possible.

While links are in

trained mental health nurse.

Review links and effectiveness of support.

emergency
services to
primary care and | May 2016 Agreement of local information sharing
secondary care protocols to support timely and useful To be started.
health services sharing of relevant information concerning
including individuals, including crisis plans for those | To address at sub group on
substance misuse with complex needs including access to Information Sharing.
service and vice Adastra.
versa, taking
existing protocols
and agreements
and adapting
them for use in
mental health
crisis situations.
1.3 | Improving NHS October Somerset Immediate access to advice and In progress.
111 Mental health | 2016 Partnership | signposting via NHS 111, including the
Support by NHS FT facility for telephone support from a

Links in places.

Somerset Partnership NHS FT
to resend link information as a
reminder for providers.

Invitation to providers to
attend first Group meeting of
2016 to review effectiveness.
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place with both
providers, group
to invite both
providers to next
Group to review

that these
arrangements are
working.

1.4 | Develop and April 2016 All partner Improved outcomes for vulnerable To be started.
implement plan agencies individuals with protected characteristics
for awareness who are in mental health crisis. Joint Head of Mental Health
raising and Services to discuss with Joint
training on Improved flagging of people with Learning | Head of LD prior to the 2016
equality issues for Disabilities on patient information systems. | Group meeting. All agencies
frontline staff, are agreed on a joint
with particular approach.
emphasis on
vulnerable groups
who may

otherwise be
disadvantaged in
their interactions
with services e.g.
people with
limited capacity or
with a recognised
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Learning
Disability.

1.5 | Evaluate potential | July 2016 Somerset Maintain independence, treatment and To be started.
for a dedicated Partnership | care/support in home environment where
home treatment / NHS FT & possible, avoiding of institutional care and | Chair to meet with Somerset
rapid response Somerset potential dependence. Map existing Partnership NHS FT to discuss
intermediate care CCG situation and develop proposals for and to include Service
team for older emergency/urgent support e.g. emergency | Development and Clinical
people with respite or rapid response. Facilitate options | Engagement Manager (CCG),
dementia. for Independent Living Teams to access. who is supporting work around

dementia.

2. Access to support before crisis point

Timescale Led By Outcomes
Improve access to support via primary care
2.1 Develop schematic | October 2016 | Somerset Improved primary care practice in To be started.
resource describing Partnership referral and signposting, reduced
mental health NHS FT and | level of inappropriate referrals and of | CCG lead GP for Mental Health
pathways, referral Somerset secondary care referrals & Somerset Partnership NHS
and signposting CCG Easy access for GPs to existing FT to be engaged in this work.
options for people information resources e.g. Somerset
in mental health Choices.
crisis, for inclusion
on GP Navigator
App in Somerset.
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3. Urgent and emergency access to crisis care

Timescale Led By Outcomes
Improve NHS emergency response to mental health crisis
3.1 Develop proposal July 2015 Somerset Extension of working hours of Completed
and business case Partnership existing community crisis provision
for 24/7 NHS FT and (was until 10pm only, although there | Group to receive information
Somerset are Night Assessor roles), enabling on revised model at next

community crisis

. CCG fast access to assessment and meeting.
resolution and support 24 hours per day, 7 days per
home treatment week NB posts advertised and are
service. by ensuring services in Somerset are | being recruited to.

appropriately commissioned and
resourced to deliver 24/7 crisis
response for patients and carers the
in the most appropriate settings
including their own homes. Includes
liaison with ambulance crews to
reduce inappropriate conveyance to
A&E. Reduces need for psychiatric
assessments via A&E departments.
Develop and disseminate agreed
definition of revised model.

3.2 Review Mental October 2016 | Somerset Prioritisation of changes and To be started
Health Acute Care CCG improvements to pathway and
Pathway: Organise evidence of potential outcome Joint Head of Mental Health
local conference of improvements for inclusion in Services to contact SW SCN to
partner agencies business planning discuss and agree date.
and service users NB: Liaise with SW SCN to avoid

Version 3. DH 04/12/15
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to consult on gaps,
pathway changes
and improvements.

duplication of planned events.
Involve service users and carers.

3.3

Develop business
case and proposal
for crisis/recovery
house/sanctuary
provision in
Somerset,
providing step up
and step down
residential facilities
to avert admission
to hospital and to
provide a
supported return to
home following a
period of in-patient
treatment. Works
alongside crisis
resolution and
home treatment
service.

July 2016

Somerset
Partnership
NHS FT,
working with
third sector
partners and
Somerset
CCG

Reduced need for admissions to
hospital. Reduced length of stay for
people who do need admission.
Improved recovery outcomes and
reduced re-admissions.

In progress.

Mind Taunton and West
Somerset also getting views on
this from service users.

3.4

Review and
develop business
case for specialist
CAMHS outreach
response for young
people

October 2016

Somerset
Partnership
NHS FT and
Somerset
CCG

Reduced admissions to local CAMHS
unit and to out of area provision.
More young people supported at
home and in the community.
Reduced pressure on the on-call
psychiatrist cover at night

In progress.

Business case completed and
funding agreed.
Initial meeting to develop
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experiencing a service specification took place
mental health on 27/10/15 and to be
crisis, including out completed by 31/12/15.
of hours crisis
response protocols.
3.5 Clarify pathways October 2016 | Somerset Clarity across partners agencies and | In progress.
for urgent Partnership avoided delays for Children and
assessment of NHS FT Young People in mental health crisis.
children and young Establish / map operational working | Head of Adult Inpatient
people, including links with Children’s Social Care. Services (Somerset Partnership
management Tie in with current work in Somerset | NHS FT) to liaise with Head of
arrangements for on developing a 0-25 youth service Division — Children (Somerset
out of hours/on call Partnership NHS FT) to
arrangements. arrange for this work to be
taken forward.
Social services’ contribution to mental health crisis services
3.6 Improve July 2016 Somerset Reduce inappropriate use of police In progress.
collaborative County cells and arrest powers
arrangements in Council
deciding whether Somerset Decisions waited re. Triage
an individual Partnership pilot update, being led by Avon
requires a Mental NHS FT & Somerset Constabulary.
Health Act Avon and
Assessment. Somerset
Constabulary.
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3.7 Disseminate March 2015 SWASFT Improved emergency response and Completed
agreement arrangements for conveyance.
between police and
ambulance services
to ensure
ambulance service
is always called to
red flag incidents

by police.
Emergency Services contribution to mental health crisis services

3.8 Review October 2016 | Somerset AMHP provision available and able to | In progress.
arrangements for County respond within required timescales
out of hours AMHP Council agreed locally between agencies.
provision and Initial review completed. AMHP
ensure that it is hubs now in place.
effective and Service Operations Manager
sufficient to meet Mental Health - Adult Social
need. Explore Care to review with Head of
potential for Division — Adults (Somerset
collaboration with Partnership NHS FT)
NHS mental health opportunities for greater

collaboration with Crisis
Response and Home
Treatment Team.

out of hours
services.

Version 3. DH 04/12/15





Crisis Care
Concordat

Somerset’s action plan to enable delivery of shared goals of the Mental Health Crisis Care Concordat

Improved quality of response when people are detained under Section 135 and 136
of the Mental Health Act 1983

Improved information and advice available to front line staff to enable better response to

detainees enabling follow up work
with these individuals.

This project will look at potential
collaborations between police and
ambulance control rooms and
coverage across multiple counties;
and potential collaborations with other
service areas such as substance

individuals

3.9 Review and refresh | January 2016 | Somerset Ensure that the protocol reflects latest | In progress.
the Somerset joint Partnership good practice and facilitates improved
policy guidance for NHS FT & user experience and outcomes. Clarify
all staff involved in Avon and agencies’ role when service users are | Multi-agency review group in
operational mental Avon and inebriated and/or violent or pose a place. Meetings taking place
health crisis Somerset risk to staff. from September to end of
response. To Constabulary. December 2015 to agree
include refresh of protocol.
the joint section
135/136 operating
protocol

3.10 Develop a proposal | April 2016 Somerset More responsive triage and initial In progress.
and business case Partnership assessment of individuals involved in
for a section 136 NHS FT and | incidents. Reduced number of
triage pilot Avon and detentions under section 136 and Police exploring a force wide
programme Somerset therefore reduced demand for places | control solution.

Constabulary | of safety. Identification of multiple Local Model also being

explored.
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misuse.
3.11 Review current September Somerset Extending psychiatric liaison to a In progress.
liaison psychiatry 2016 Partnership whole hospital, multi-disciplinary
arrangements in NHS FT, approach enabling a holistic response | Review of current provision and
Musgrove Park and Taunton and | to people experiencing mental health | required model commencing in
Yeovil District Somerset crises and averting crises for those at | November 2015.
Hospitals with a NHS FT, risk
view to adopting Yeovil District | Where physical space restrictions limit
RAID approach, Hospital NHS | the availability of rooms, alternative
incorporating FT, Somerset | solutions on site will be evaluated
facilities within A&E CCG
departments for Includes identification and escalation
mental health of repeat ARE attenders with mental
assessments to be health problems.
managed
appropriately by all Awaiting outcome of business case of
agencies (whether non-recurring funding.
under MHA
provisions or
informally)
Improved training and guidance for emergency services staff
3.12 Incorporate mental | April 2016 Avon and See 3.6 In progress.
health into Somerset
workforce Constabulary Group wanting to adopt a
development and multi-agency approach.
training plan for
police officers
3.13 Source/develop a April 2016 Somerset See 3.6 In progress.
training module for Partnership
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roll out to police NHS FT and

officers and other Somerset Public Health to commence
professionals, County Council attendance at Group to take
including A&E staff Public Health forward action.

who might October 2015

encounter people in College of Policing have revised
mental health crisis, training for Officers.

covering

introduction to Network training approach to
mental health be taken forward by Subgroup.

conditions, Mental
Health First Aid and
knowledge of
relevant provisions
of the Mental

Health Act
3.14 Establish mental March 2015 | SWASFT Increased skills and knowledge of Group in place and ongoing.
health group within mental health among ambulance
SWASFT. Role to personnel, improving patient
include reviewing experience. Opportunities for learning
incidents and by experience

complaints, service
developments and
care pathways.
Incorporate mental
health training and
education internally
and within
university provision

Version 3. DH 04/12/15





Crisis Care

Concordat

Somerset’s action plan to enable delivery of shared goals of the Mental Health Crisis Care Concordat

conveyance of
mental health
patients, or s136
detainees, including
transfers between
NHS facilities and
transport of people
from the community
to NHS care,
including places of
safety. Also
transfers of children
and young people.

SWASFT, Avon
and Somerset
Constabulary

Includes a review of operational
information sharing between crisis
service and ambulance crews

NB: Includes an evaluation of
alternatives to current expenditure on
private ambulances and other possible
improvements to conveyance

3.15 Review of A&E July 2016 Somerset Improved understanding and In progress.
facilities as Partnership response from A&E department to
designated places NHS FT, people in mental health crisis
of safety Taunton and Increased capacity for places of safety | Subgroup to meet and explore
Somerset NHS | in Somerset — as adults stop being options.
FT, Yeovil detained in cells from 2017.
District Evaluation of options for detention of
Hospital NHS | children and young people
F'l'
3.16 Review transport July 2016 Somerset Provides clarity to staff of all In progress.
and transfer Partnership agencies, sets agreed response times
protocols for NHS FT, and reduces delays

Transport contract under
review, SWASFT lead to keep
group updated.

AMHP hub to support
review/establishing level of
need with data provision.

Review of Transport for Mental
Health patients taking place on
17" December 2015.

Improved services for those with co-existing mental health and substance misuse issues
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3.17 Refresh and roll out | October 2016 | Somerset Improved outcomes for service users | In progress.
joint dual diagnosis Drug and from better collaboration in case
strategy and Alcohol management and access to the right
protocol for people Partnership via | service at the right time and in the Somerset Partnership NHS FT
with co-existing SCC Public right place has agreed to support as part
substance misuse Health, of a working group.
and mental health Somerset
conditions, to CCG,
include young Somerset
people and adults Drug and
Alcohol
Service
(SDAS),
Somerset
Partnership
NHS FT
3.18 Review joint July 2016 Somerset Clarity between agencies regarding In progress.
working protocols Partnership responsibility for conveyance. Avoided
relating to NHS FT, inappropriate conveyances to custody, | To review as part of S.136
conveyance of SWASFT, Avon | A&E or places of safety. protocols and conveyance
people under the and Somerset policies.
influence of any Constabulary,
substance (drugs / Somerset
alcohol) Drug &
Alcohol
Partnership
via SCC Public
Health
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4. Quality of treatment and care when in crisis

Timescale Led By Outcomes
Review police use of places of safety under the Mental Health Act 1983 and results of local
monitoring
4.1 Review Oct 2016 Somerset Provision of more suitable separate In progress.
alternative Partnership place of safety arrangements for under
section 136 NHS FT 18 year olds, leading to improved user | Head of Adults Inpatient
places of safety experience Services (Somerset Partnership
for children and NHS FT) to liaise with Head of
young people Division — Children (Somerset
Partnership NHS FT) to arrange
for review.
Place of Safety subgroup to also
explore options.
4.2 Update and April 2015 Somerset Improved environment for users, Complete.
improve place of Partnership ensuring better separation from ward
safety NHSFT Joint Head of Mental Health
environment at Services visited POS after last
Rowan Ward, meeting.
Yeovil
Service User/Patient safety and safeguarding
4.3 Sharing and October 2016 | Somerset Shared understanding of guidance and | In progress.
dissemination of Partnership limitations on each agency.
each agencies NHSFT, Dissemination and lesson sharing National College of Policing
protocols and SWASFT, between agencies and common reviewing protocols.
sharing of best Avon and understanding of DOH guidance on Somerset Partnership NHS FT
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practice for the Somerset restrictive practice. Avoidance of have a protocol and a Positive

use of restraint in Constabulary | potential dangers to patients and and Proactive Care Group in

relation to mental 2015 reduction in complaints. place.

health patients. Sharing of approaches on restraint and | Joint Forum to be explored.
restrictive practice.

5. Recovery and staying well / preventing future crisis

Action Timescale Led By Outcomes
Joint planning for prevention of crises
5.1 Establish April 2016 Somerset Established mechanism in place, In progress.
mechanism for Partnership understood and used by mental health
routinely recording NHS FT and | service users, for recording and
advance wishes Somerset sharing advance decisions with Police,
within service County mental health services and other
user’s crisis plan. Council agencies. To be developed with user.
To be used to avoid Participation.
future crises Somerset Partnership NHS FT leading.
occurring and/or to
improve the
response of
services when a
crisis has
happened.
5.2 Establish regular October Somerset Reduced repeated detentions under In place and on-going
case review group | 2015 Partnership section 136. Improved recovery
for NHS FT and | outcomes for individuals
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including Military
Police.

Partnership
NHS
Foundation
Trust

appropriate mental health training

multiple/repeated Avon and
section 136 Somerset
detainees, including Constabulary
agreeing follow up and Somerset
appointments for County
joint intervention, Council
with consent of
individuals
concerned
5.3 Explore multi- April 2016 Public Health | All services are sensitive to mental To be started
agency approaches Somerset health and wellbeing needs and issues.
to specific groups CCG
including Veterans Somerset More people have access to
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Somerset Dementia Strategy Priorities for 2013 - 2016

Our Vision How the Vision will be achieved
People with dementia and their People with dementia and their carers have access to appropriate care and support:
family carers can be helped to live » everyone is well informed about dementia and the fear and stigma associated with the illness has been
well and improve the quality of dispelled by changing attitudes, understanding and behaviour

their life, no matter what the stage
of their illness or where they are in

+ families affected by dementia will know where to go for help and what services are available and where
the quality of care is exceptional
* make timely diagnosis and treatment the rule rather than the exception

the health and social care system | .  epable people with dementia and their carers to live well by the provision of good quality care for all from

diagnosis to the end of life, in the community, in hospitals and in care homes

Programme

Key Priorities

Raising Awareness and
Understanding

Timely Diagnosis and
Support

Living Well with
Dementia

Training and Workforce

Continue to promote Dementia Awareness Week and Dementia Champions within the work place

Develop and maintain screen shots for plasma screens in public locations to raise awareness of dementia
Communicate the Somerset Dementia Website www.dementiasomerset.org.uk across the county

Focus awareness raising interventions in other areas such as schools, businesses, employers, housing, pharmacies etc
Involve people with dementia and their carers in service developments for dementia services across Somerset

Ensure the Somerset Dementia Diagnostic Pathway is being utilised effectively across Primary Care

Share the learning across Somerset GP practices regarding dementia diagnosis rates

Encourage all organisations to use the ‘This is Me’ document for everyone diagnosed with dementia

Understand the impact on our current services if more people are diagnosed with dementia

Work with care homes to ensure that people with dementia have a confirmed diagnosis recorded on the GP system

Promote use of Telecare for people with dementia and the support available for carers including courses for carers
Continue to reduce antipsychotic prescribing involving regular reviews of patients

Promote use of Memory Cafes and Singing for the Brain sessions in Somerset

Work with clinical colleagues to ensure that patients with dementia have advanced care plans

Work with existing housing providers and ensure links are made with planning departments for future housing
Develop a model for sitting services, domiciliary care, respite breaks, short breaks, night sitting and step up facilities

Continue training to all Health and Social Care staff, including GPs, Pharmacy staff and up skilling care home staff
Encourage staff to become Dementia Friends or Dementia Champions
Influence educational establishments and the Deanery regarding training for staff on dementia

Outcome: The priorities identified will be implemented to ensure that people with dementia and their carers receive a positive experience of living

with dementia and the workforce is appropriately trained
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1.2

1.3

1.4
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1.6

SOMERSET DEMENTIA STRATEGY

PRIORITIES FOR 2013 - 2016

INTRODUCTION

The Somerset Dementia Strategy was produced in July 2010 following a
public consultation with stakeholders, service users and carers and members
of the public. Their views were reflected in the strategy. Priorities were
identified to implement the strategy within Somerset and a great deal of
progress has been made.

The Somerset Dementia Strategy was produced in response to the National
Dementia Strategy which was published in February 2009 as a key step
towards achieving the goal of building health and social services for dementia
that are fit for the 21st century.

Background

The term ‘dementia’ describes a set of symptoms which include loss of
memory, mood changes and problems with communication and reasoning.
These symptoms occur when the brain is damaged by certain diseases,
including Alzheimer’s disease and damage caused by a series of small
strokef. It is progressive, which means the symptoms will gradually get
worse™.

Purpose of the Strategy

The purpose of this strategy is to ensure continued progress is made for 2013
— 2016 and priorities have been identified. Dementia remains a high priority
for all stakeholders within Somerset. This strategy will build on the framework
already in place for local services to deliver quality improvements within
dementia services and will review the 2010 strategy and comment on the
progress made.

The aim of the strategy is to ensure that people with dementia and their carers
will have an improved experience of dementia services in Somerset, resulting
in improved health outcomes and quality of life.

The Somerset Vision
The vision in Somerset is as follows: ‘People with dementia and their family

carers can be helped to live well and improve the quality of their life, no matter
what the stage of their illness or where they are in the health and social care

! Alzheimer’s Society (2012). Dementia 2012: A National Challenge. Alzheimer’s Society, London.





2.1

2.2

2.3

2.4

2.5

system. They will have access to the appropriate care and support that is
required and:

e the public and professionals are well informed about dementia and the fear
and stigma associated with the iliness has been dispelled by changing
public and professional attitudes, understanding and behaviour

o families affected by dementia will know where to go for help and what
services are available and where the quality of care is exceptional

e timely diagnosis and treatment is the rule rather than the exception
people with dementia and their carers are enabled to live well with their
condition by the provision of good quality care for all from diagnosis to the
end of life, in the community, in hospitals and in care homes’

NATIONAL AND LOCAL CONTEXT
National Context

According to the Alzheimer’s Society report: Dementia 2012: A National
Challenge, it is estimated that there are now 800,000 people with dementia in
the United Kingdom. Over 17,000 younger people (65 years of age or below)
have dementia and an estimated 11,000 people from black and minority
ethnic groups have the condition.

The size of the population is growing and people are living longer, by 2021
there will be over 1 million people living with dementia in the UK. This
currently costs the NHS, local authorities and families £23 billion a year and
this will grow to £27 billion by 20182,

Two-thirds of people with dementia live in the community. There are
estimated to be 670,000 people in the UK acting as primary carers for people
with dementia, which saves the state £8 billion per year. It is important to
recognise that one-third of all people with dementia in the UK live alone in
their own homes.

As the symptoms of dementia progress, people need increasing amounts of
support. Once the symptoms of dementia become severe it is often
appropriate for an individual to live in a care home. One-third of people with
dementia live in a care home and at least two-thirds of care home residents in
the UK have dementia.

People with the condition are also core users of NHS care — a quarter of
hospital beds are occupied by people with dementia over the age of 65 at any
one time®.

2 King’s Fund (2008). Paying the price: The cost of mental health care in England to 2026. The King'’s
Fund, London.
3 Alzheimer's Society (2012). Dementia 2012: A National Challenge. Alzheimer’s Society, London.
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2.9

Local Context

In Somerset there are approximately 8,720 people with dementia, and 150
people are aged under the age of 65 (source of information is the Doncaster
model). This is expected to increase to almost 11,400 by 2021 as Table 1
below demonstrates. A full breakdown by district is available at Appendix A.

Table 1

% of population

Gender Year | 30-64 | 65-74 75+ Total aged 65+ who

have dementia
2012 90 650 2,410 | 3,150 5.8
Males 2017 90 795 2,920 | 3,805 6.0
2021 95 830 3,485 | 4,410 6.4
2012 60 505 5005 | 5,575 8.5
Females | 2017 65 620 5580 | 6,265 8.5
2021 65 650 6,260 | 6,975 8.8
2012 150 1,155 | 7,415 | 8,720 7.3
Persons 2017 155 1,415 | 8,500 | 10,070 7.4
2021 160 1,480 | 9,745 | 11,390 7.7

Table 1 Source of data: Doncaster model (as used on POPPI and by NEPHO)
plus model used on PANSI

Somerset has made steady progress in increasing dementia diagnosis rates
over the last few years. The number of people recorded on GP practice
registers with dementia at the end of March 2013 was 47%. This has
increased from 43% at the end of March 2012. In total there has been a 15%
increase in dementia diagnosis rates from the end of March 2010 when 32%
of people received a diagnosis.

The planned trajectory was to have a 3% increase year on year to achieve
55% by March 2016 or earlier. The Prime Minister's Challenge on Dementia,
delivering major improvements in dementia care and research by 2015:
Annual Report of Progress” set out the ambition to improve diagnosis rates so
that by 2015, two-thirds of people should have a diagnosis, with appropriate
post diagnosis support. Somerset is aiming to meet this challenge.

Dementia remains a priority in a number of key stakeholder strategic
documents across the county. The purpose of this is to ensure that all the

* Department of Health (2013), The Prime Minister's Challenge on Dementia, delivering major
improvements in dementia care and research by 2015: Annual Report of Progress. Department of
Health, London
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3.2
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3.2

appropriate links are made and that services can be joined up as much as
possible around the needs of people with dementia and their carers. Other
significant strategies and documents include:

Somerset Health and Wellbeing Strategy

Joint Somerset Mental Health Strategy

Housing, Health, Care and Support Strategy for Older People in Somerset
Somerset Strategic Housing Framework

Long Term Care and Support Board at Somerset County Council
Alzheimer’s Society Dementia Friends

KEY PROGRESS ACHIEVED FROM THE SOMERSET DEMENTIA
STRATEGY

The Somerset Dementia Strategy set out the vision for dementia services for
Somerset. The Strategy described in detail four key areas of focus to improve
services for people with dementia and their carers:

Raising awareness and understanding
Timely diagnosis and support

Living well with dementia

Workforce and Training

Action plans were developed for each of the four areas and these were
monitored through the Somerset Dementia Strategy Group.

The Operating Framework for the NHS in England 2012/13 required the
Clinical Commissioning Group (CCG) to publish a Dementia Action Plan and
this is available on the Somerset Clinical Commissioning Group’s website.
The comprehensive action plan contains a number of areas that were key
priorities within The Operating Framework.

Table 2 below outlines where key progress has been made with the key
priority areas described in the Somerset Dementia Strategy and identifies
further actions required.

Table 2
Key progress achieved from the Somerset Dementia Strategy
1. Priority Area: Raising Awareness and Understanding
No. | Progress achieved Further actions
identified

1.1 | Dementia Awareness week is held regularly Events to continue to
in Somerset. Events include travelling around | be supported on an
the county raising awareness of dementia annual basis to

and signposting people to relevant reduce the stigma of
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No. | Progress achieved Further actions
identified
information. These events take place in a dementia.
variety of different locations.

1.2 | Somerset Dementia Website The website should
www.dementiasomerset.org.uk developed in | be further promoted to
partnership with the Alzheimer’s Society and | anyone who can
Somerset County Council. All the information | benefit from it.
needed on dementia services in Somerset is
contained on the website and relevant contact
details.

1.3 | Early Case Finding Service developed with
the Alzheimer’s Society to promote greater
knowledge of dementia to the public through
developing new methods of reaching people,
increasing information provision and
awareness of available services and
increasing the opportunity of appropriate early
assessment, intervention, advice and support.

This service has now been integrated with the
wider Somerset Dementia Adviser Service.

1.4 | NHS Somerset and Somerset County Council | To continue promotion
with other partners have developed a leaflet | of leaflets.
‘Are you concerned about memory loss?’

The leaflet contains local information, advice
and contact details. Also continuation of the
‘If Only I'd Known That’ leaflet.

1.5 | In Somerset there are over 120 Active Living | To continue to raise
groups which are led by voluntary and awareness within
community groups. Volunteer organisers in these forums through
Active Living groups work closely with the the Dementia Adviser
Alzheimer’s dementia advisers to ensure that | Service and monitor
information and advice is provided in groups | progress through the
for those with memory loss. Dementia Adviser

Steering Group.
1.6 | Both Taunton and Somerset NHS Foundation | Progress reported and

Trust and Yeovil District Hospital NHS
Foundation Trust have raised awareness of
dementia within their organisations and
Dementia Champions have been trained
across the hospitals. Both Trusts have
implemented ‘An Hour to Remember’
dementia awareness initiatives to all staff.
Somerset Partnership NHS Foundation Trust
has also undertaken this within Community
Hospitals.

monitored on an
ongoing basis through
the Dementia Strategy
Group.
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2. Priority Area: Timely Diagnosis and Support
No. | Progress achieved Further actions
identified
2.1 | Aletter has been sent out to all GP practices | Consider ongoing
giving them information on improving case information letters to
recognition, the benefits of timely diagnosis GP practices with
and a graph showing the proportion of ‘true’ updated graphs
dementia cases on GP registers. The letter indicating progress
also detailed a number of developments that | achieved in number of
are taking place over the next few months people diagnosed.
which may help practices diagnose and
manage people with dementia and help
support people caring for dementia.
2.2 | The Somerset Dementia Diagnostic Pathway | Encourage GP
has now been sent out to all GP practices practices to use the
and includes guidance on diagnostic criteria, | dementia pathway as
referral guidance and management post part of their Quality
diagnosis. The pathway was developed by and Productivity
the Somerset Dementia Strategy Group with | indicators. Further
a wide range of stakeholder involvement. work also required on
The pathway is also available on the GP improving outcomes
navigator app. for patients after they
have been diagnosed
and how the patient
and carer experience
can be improved.
2.3 | Recommended Read codes for dementia MIQUEST query to be
have also been circulated to all GP practices | sent out to GP
to improve the accuracy of practice dementia | practices to get a
registers. The Read codes were developed baseline position
by the GP Dementia Leads from NHS South | regarding dementia so
West and South West Dementia Partnership | that future requests
for consistent use across GP practices in the | will be able to monitor
South West. The memory service has been | whether the use of
asked to include the codes on their letters to | codes has increased.
primary care.
2.4 | Individual GP practice training has been Consider ongoing

delivered across the county by Somerset
Partnership NHS Foundation Trust which
focused on:

e Awareness of dementia
Tools to use to diagnose dementia in
primary care

¢ Referring to Memory Assessment
Services — pathways for patients and
working with specialist older peoples

training requirements
for GP practices.






No.

Progress achieved

Further actions
identified

Community Mental Health Teams

e The role of the Somerset Dementia
Adviser Service

e What ongoing support is required for
people who have been diagnosed and
their carers

As a result of this training, Somerset
Partnership has developed Dementia Toolkits
and a Delirium Toolkit and led on training for
other staff, including staff in other Trusts.

2.5

Two GP education events were held through
the Somerset GP Education Trust (SGPET) in
the county. Speakers included staff from
Somerset Partnership NHS Foundation Trust
including Consultant in dementia care and the
Memory Assessment Service. The Somerset
Dementia Adviser Service was also present.
The aim was to improve recognition and
management of dementia in the community.

2.6

The Somerset Dementia Adviser Service has
been established and provides information
and other support services which aim to put
people with dementia in control of their lives.
Each Adviser is a trusted first point of contact
for people with dementia and provides them
with information to support them to be able to
access the right service, in the right place and
at the right time. The service has been
enhanced with Dementia Support Workers
which supports a more holistic approach to
dementia care. Support Workers run the
Memory Cafes, Singing for the Brain sessions
and help people to get to these support
groups. The service also caters for younger
people with dementia and can run specific
sessions for them when required.

Further promote the
role of the Somerset
Dementia Adviser
Service encouraging
referrals to the
service.

2.7

The Somerset Partnership Directorate of
Mental Health has continued to improve its
Memory Assessment Service, and has been
reviewed by the Royal College of
Psychiatrists National Accreditation
Programme. The Memory Assessment
Service was also reviewed as part of the
combined South West Peer Review process.
The diagnosis rates and numbers of patients

Modelling work is
required to fully
understand the impact
of predicted demand
on the current service.
Development of
commissioning plans
to address any gaps
identified.
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No. | Progress achieved Further actions
identified
supported through the Memory Assessment
Service has increased by 100% during the 12
month period, with over 4,500 people with
identified cognitive problems being assisted.
3. Priority Area: Living Well with Dementia
No. | Progress achieved Further actions
identified

3.1 | The ‘Caring for People with Dementia’ Ensure any future
Information and Guidance booklet for people | publications are
in Somerset continues to be used across the | circulated to as many
county and has been updated. This remains | organisations as
a valuable resource tool for carers. It possible.
contains a whole range of information on
topics such as:
¢ Diagnosis and understanding dementia
e Carer support
e Carer rights and assessments
e Financial and legal implications
e Benefits
¢ Understanding domiciliary care
e Understanding residential care
e Useful telephone numbers and websites

3.2 | Memory Cafes and Singing for the Brain Identify funding
sessions take place regularly in Somerset. sources and
This creates a welcoming place for both volunteering
people with dementia and their carers to relax | opportunities to
and talk to others in a safe environment. ensure sustainability
There are also regular activities that take and consistency
place for younger people with dementia. across the county.

3.3 | The acute hospitals have done a great deal of | Continue to monitor

work in implementing hospital dementia
champions across the hospitals and
improving their environments for people with
dementia:

Taunton and Somerset participated in the
King’s Fund Enhancing the Health
Environment Programme and redesigned
Sedgemoor Ward. The Trust has also
completed the Safer Patient Networks
Innovation Programme with the Institute for

progress and
outcomes through the
Dementia Strategy
Group.
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No.

Progress achieved

Further actions
identified

Healthcare Improvement in dementia.
Yeovil District Hospital is working more
closely with other bodies such as GPs and
care homes to have assessments done at
home where possible and are encouraging
greater use of the ‘This is Me’ document.
They have a wide range of initiatives
regarding carer involvement and are also
developing a ‘contented dementia’ toolkit.
Befrienders have also been recruited who will
work across all ward settings for people with
dementia. Yeovil Hospital has also been
awarded funding from the Department of
Health to transform a ward into a dementia-
friendly environment for patients coming into
hospital.

3.4

The End of Life Care Strategy is in place
which includes people with dementia. The
Gold Standards Framework in Care Homes
Project has provided training for staff in care
homes for people with dementia. End of Life
Care and Advance Care Planning training has
been provided to domiciliary care providers
and Older People’s Mental Health Services.
People with dementia are also added to the
End of Life register.

Continue to
encourage all
clinicians to place
people with dementia
on the End of Life
register when
appropriate.

3.5

Somerset Clinical Commissioning Group in
partnership with Somerset County Council
supports the Specialised Residential Care
(SRC) Project provided by Somerset
Partnership NHS Foundation Trust. This
project includes the provision of specialist
mental health nurses linking with residential
care providers specifically to improve quality
of care standards for people with dementia in
partnership with local providers. Somerset
Partnership NHS Foundation Trust provides
specialist mental health nurses linked to
residential care providers specifically to
improve the quality of care in long term care
homes.

Continue to monitor
progress and
outcomes through the
Somerset Partnership
NHS Foundation Trust
contract, working
jointly with Somerset
County Council
commissioners.

3.6

Some GP practices have undertaken
antipsychotic audits during the year and
medication reviews for their patients who
have dementia. Somerset Partnership NHS
Foundation Trust also undertook

Providers should carry
out regular audits and
this should be

positively encouraged.
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access to a wide range of learning and

No. | Progress achieved Further actions
identified
antipsychotic audits and medication reviews
during the year.

3.7 | Arange of carers services are commissioned
by Somerset Clinical Commissioning Group
and Somerset County Council including
support for carers for people with dementia.

4, Priority Area: Training and Workforce

No. | Progress achieved Further actions

identified

4.1 | “Ten Top Tips in supporting someone who is | Encourage
confused or may have Dementia’ have been | organisations to
developed by the Somerset Dementia ensure all staff read
Strategy Group. These have been circulated | the ‘Ten Top Tips’ as
widely to de-stigmatise dementia. a minimum.

4.2 | Public Services and Private Sector Learning
and Development directories have been
compiled. These outline courses and
resources that are available and how to
access them. The information has been
presented with four levels of training.

4.3 | Somerset Partnership and the Acute Trusts in
Somerset participated in the SSIF (Strategic
Service Improvement Fund) dementia project
which involved a training programme on
‘dementia the lived experience’ and ward
based projects in 7 community hospitals.

4.4 | The acute and community hospitals have To support continued
implemented a range of training for their staff, | education and training
some of which includes: programmes across

acute and community
e Networks of link practitioners/Dementia services and monitor
Champions at Taunton and Yeovil progress through the
¢ Rolling education programmes at Taunton | Dementia Strategy
and Yeovil Group.
e ‘Hour to Remember’ training for all staff at
Taunton and Yeovil
¢ ‘Nourish and Flourish’ nutritional training
at Yeovil
e Dementia Champions and dementia
awareness included in induction training
for community hospitals
4.5 | Care homes across Somerset have had To support continued

education and training
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4.1

No. | Progress achieved Further actions
identified

training opportunities, some of which has programmes across
been funded. This has ranged from e-learning | acute and community
at an introductory level through to the more services and monitor
specialised services, accessing nationally progress through the
recognised higher level qualifications and Dementia Strategy
approaches e.g. Bradford University — Group.
Dementia Care Mapping.

4.6 | A scoping exercise has been conducted to Future aims are to
identify what Dementia Care learning and widen access of the
support programmes for Carers are currently | various carers’
provided within Somerset. A multi-disciplinary | programmes across
consultation meeting was held with Carers the county and to
UK, NHS Somerset’s Public Health promote the learning
Department, Somerset County Council Adult | and support
Social Care and Somerset Partnership NHS programmes available
Foundation Trust to identify learning needs through Carer
gaps and have initial discussions around Forums, Carer
delivery opportunities. Champions within GP

surgeries, and the
new Compass Carers
service.

4.7 | Training has been delivered across a wide To identify further
range of organisations within the county opportunities for
including health and social care, housing training.
associations, voluntary sector etc.

4.8 | Dementia Fellow appointed with Severn
Deanery and delivering training within GP
practices. Also delivered training to Village
Agents and involvement with Complex Care
GPs.

4.9 | Somerset Local Pharmaceutical Committee in

conjunction with the Centre for Pharmacy
Postgraduate Education (CPPEO and the
CCG has developed and run Dementia
Friends/Clinical sessions for registered
Pharmacists/technicians.

FRAMEWORK FOR DELIVERING THE STRATEGY

Somerset is renowned for excellent partnership working and commissioners,
providers and the voluntary sector organisations have worked together for a
number of years to improve dementia services. The Somerset Dementia
Strategy Group comprises of the following organisations:

¢ Somerset Clinical Commissioning Group
e Somerset County Council

14






4.2

4.3

4.4

5.1

5.2

Somerset Partnership NHS Foundation Trust
Taunton and Somerset NHS Foundation Trust
Yeovil District Hospital NHS Foundation Trust
Care Focus

Alzheimer’s Society

Local Pharmaceutical Committee

Public Health

Somerset Strategic Housing Officers Group

The Somerset Dementia Strategy Group is chaired by the Somerset Clinical
Commissioning Group GP lead for dementia and reports progress to the
countywide Adult Services Partnership Board which is a joint health and adult
social care commissioning group, which feeds into the Somerset Health and
Wellbeing Board.

The Somerset Clinical Commissioning Group has identified improving the
diagnosis of dementia and support for patients and carers as a key area of
work for 2013 — 2014. A workshop for stakeholders was held in October 2012
and included a presentation from a GP who has dementia, giving a patient’s
perspective on what it is like to live with dementia. The workshop also took
the opportunity to review the dementia pathway and a roundtable discussion
took place on considering what excellent services would look like. The
feedback from the workshop has helped inform the key priorities for this
strategy.

A detailed action plan will be developed to support delivery against the key
priorities outlined in Section 5. Each priority will have a clear description of
what will be achieved, by when and who is responsible for the action. The
action plan will be monitored by the Somerset Dementia Strategy Group on a
guarterly basis.

KEY PRIORITIES FOR 2013 - 2016

Somerset will continue the Dementia Friendly Community Project which
commenced in November 2012. This project was a result of securing funding
of £415,000 through a bidding process from the NHS South of England
Dementia Challenge 2012. The project is focusing on ensuring that people
with dementia and their carers live in an environment that is dementia friendly.
The project is taking place within the Chard, Crewkerne and Iiminster GP
Federation area.

The aim of the project is to support the Federation to become dementia
friendly by encouraging the community to take into account people’s needs
and how they can be supported to access local services and facilities. This is
particularly important as Somerset is a rural county and access to services
can be difficult for a range of people including people with dementia. The
project is:

e developing local networks to improve awareness of dementia
15





5.3

5.4

5.5

5.6

¢ implementing a befriending scheme that offers a vital lifeline and
opportunities for people to continue to engage in local activities with
trusted support

¢ building on existing training programmes so people receive personalised
care enabling them to make positive choices

e improving the hospital experience for people with dementia and their
carers

In March 2013, the project was also successful in securing funding of £56,000
from NHS Somerset to implement ‘Archie’s Story’ which is an exciting,
intergenerational dementia awareness tool that is designed to help make
communities’ dementia friendly. It will be used as part of the developing local
networks to improve awareness of dementia to link the local schools, Care
Homes, local businesses and services and the community together.

In addition to the Somerset Dementia Friendly Community Project, the key
priorities outlined below have been identified by the Somerset Dementia
Strategy Group through two workshops that took place in October 2012 and
June 2013. People with dementia and their carers have been asked via the
Alzheimer’s Society, what they think the priorities should include and these
have also been incorporated.

The feedback received from people with dementia and their carers focuses
on:

transport/travel issues

receiving more respite

having more befriending opportunities given to them

easier access to information and a named person to coordinate services
simpler access to adaptations in the home

identifying that a person has a diagnosis of dementia when being admitted
encouraging the use of the ‘This is Me’ document

encouraging the use of the ‘forget me not’ flower for people with dementia
exploring alternatives to admissions into hospital

alternative A&E environment for people with dementia.

The priorities have been grouped within a timeline across a 3 year period.
Further detailed action plans will be developed.

Key Priority 2013/ | 2014/ | 2015/
2014 2015 2016

Raising Awareness and Understanding

Continue organising activities for Dementia
Awareness Week on an annual basis.

Continue to promote Dementia Champions within
the work place.

Develop and maintain screen shots for plasma N N N
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Key Priority

2013/
2014

2014/
2015

2015/
2016

screens in GP surgeries, local council offices, post
offices and a range of other organisations etc to
raise awareness of dementia.

Ensure information on dementia leaflets and
booklets within Somerset is kept up to date and
relevant.

Ensure there are regular slots within
commissioning and provider organisations
newsletters on dementia.

Communicate the Somerset Dementia website
www.dementiasomerset.org.uk extensively across
the county and include web link from the CCG’s
website to signpost people with dementia and their
carers to transport information.

Implement the Archie Scarecrow Project in the
Chard, Crewkerne and liminster GP Federation
which aims to increase awareness of dementia
within schools and links to care homes.

Establish and implement a clear plan on how
people with dementia and their carers will be

involved with developing dementia services in
Somerset.

Develop and implement a Dementia
Communications strategy/plan for the county.

Focus awareness raising interventions in other
areas such as district councils, schools,
businesses, employers, housing, police,
pharmacies etc and encourage employers to
become dementia friendly.

Ensure links are made between dementia
awareness raising and other initiatives within the
county for example Stay Safe.

Encourage use of the ‘forget me not’ flower symbol
for dementia patients and if this can be used for
other organisations such as the ambulance
service.

Evaluate and roll out the learning from the raising
awareness part of the Somerset Dementia Friendly
Community Project to other GP Federations.

Timely Diagnosis and Support

Encourage use of and update accordingly the
Somerset Dementia Diagnostic Pathway and
empower GPs to diagnose people with dementia
effectively.

17
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Key Priority

2013/
2014

2014/
2015

2015/
2016

Investigate GP practice diagnosis rates in the
county and find out from GP practices that have
high diagnosis rates what they are doing to identify
patients and then share the learning with GP
practices that have low diagnosis rates on an
annual basis.

All organisations to encourage the use of the ‘This
is Me’ document for everyone diagnosed with
dementia.

Ensure the Somerset Dementia Adviser Service
responds to the needs identified by people with
dementia and their carers, and clinicians.

Primary Care/Community Pharmacists to identify
during any clinical activity or Medicines Use
Reviews where a possible medication cause to a
person’s cognitive impairment has been identified
and signpost to GPs.

Primary Care/Community Pharmacists to actively
target patients on dementia drugs for a Medicines
Use Review and identify any dose optimisation,
compliance issues or inappropriate prescribing of
antipsychotics/anti depressants.

Undertake demand and capacity modelling for
future support services, to understand the impact
on services and ensure there is the capacity within
the current system to meet the predicted demand.

Ensure links are made between the Somerset
Dementia Adviser Service and Carers Champions
in GP practices so that effective signposting and
information can be given to carers.

Investigate how Primary Care/Community
Pharmacists can actively support and feed in to
the Dementia Diagnostic Pathway through
abbreviated mental tests to improve diagnosis
rates.

Join up acute care screening with primary care by
reviewing the mechanisms of capturing the data
effectively within secondary care and how this is
recorded on GP systems.

Work with care homes to ensure that patients with
dementia are recorded on GP practices.
Investigate whether this can be formalised through
the Complex Care Local Enhanced Service.

Living Well with Dementia

Encourage promotion of courses for carers and
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Key Priority

2013/
2014

2014/
2015

2015/
2016

ensure clinicians are aware of the support services
available for carers.

Continue to promote the use of Telecare for
people with dementia.

Continue the acute and community hospital peer
review process within Somerset and responding to
the carers views received, consider the A&E
environment for those with dementia.

Continue to reduce antipsychotic prescribing which
will involve regular reviews.

Conduct regular reviews of patients with dementia
to ensure that there is appropriate use of
medication.

Encourage use of Memory Cafes and Singing for
the Brain sessions in Somerset to ensure that
each is utilised effectively and help to identify
funding sources if applicable.

Work with clinical colleagues to ensure that
patients with dementia have advanced care plans
so they are able to die in the place of their choice.

Continue to support Specialised Residential Care
in Somerset.

Maintain the links to the Active Living Network in
Somerset with the Somerset Dementia Adviser
Service.

Raise awareness of the Somerset County
Council’s Rethink Programme across the county
which supports people with dementia.

Shared Lives will be extended to provide support
to people with memory loss. The Shared Lives
team will work with the Alzheimer’s Society to
ensure the Shared Lives carer forms a relationship
with the person at an early stage of their memory
loss.

Ensure links are made with planning departments
for future provision of care homes and homes fit
for purpose for people with dementia.

Develop a model and action plan for:
e Sitting services

Domiciliary care

Respite breaks

Short breaks

Night sitting

Step up facilities

Work with existing housing providers and consider
implications of housing policies for people with
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6.2

Key Priority

2013/
2014

2014/
2015

2015/
2016

dementia.

Evaluate and roll out the learning from the
befriending part of the Somerset Dementia
Friendly Community Project to other GP
Federations.

Training and Workforce

Continue training to all staff in acute and
community hospitals and the wider Health and
Social Care Community, including ongoing
implementation of Toolkits.

Continue to support training for GPs.

Continue to increase skills of care home staff.

Support dementia training for pharmacy staff.

Encourage staff when undertaking training to
become a Dementia Friend or Dementia
Champion.

2|22 |2 ]

2|22 |2 ]

2|22 |<2 ]

Investigate the benefits of delivering the Focused

Intervention Training and Support (FITS)

programme for care home staff and implement if

applicable.

<

<

Influence educational establishments and the

Deanery regarding training for staff on dementia.

Evaluate and roll out the learning from the training

part of the Somerset Dementia Friendly
Community Project to other GP Federations.

CONCLUSION

Dementia is a key priority for all of the organisations in Somerset and there is

a real commitment to continue to work together. The priorities identified
above will continue to ensure that people with dementia and their carers
receive a positive experience and the workforce is appropriately trained.

A great deal of progress has been achieved to improve dementia services and

this refreshed strategy sets out further improvements to help realise the

Somerset vision.
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Appendix A

% of
populatio
District Gender Year 30-64 | 65-74 75+ Total 6%3%;110
have
dementia
2012 20 125 465 610 5.8
Males 2017 20 155 595 765 6.2
2021 20 165 725 905 6.6
2012 15 95 945 1,055 8.4
MENDIP Females 2017 15 120 1,055 | 1,190 8.3
2021 15 130 1,190 | 1,330 8.6
2012 30 220 1,410 | 1,665 7.2
Persons 2017 30 275 1,650 | 1,955 7.3
2021 35 290 1,910 | 2,235 7.7
2012 20 140 485 650 5.6
Males 2017 20 170 575 765 5.7
2021 20 180 675 875 6.0
2012 15 110 990 1,115 8.2
SEDGEMOOR Females 2017 15 130 1,090 | 1,235 8.1
2021 15 135 1,220 | 1,370 8.4
2012 35 250 1,480 | 1,760 7.0
Persons 2017 35 300 1,665 | 2,000 7.0
2021 35 315 1,895 | 2,245 7.3
2012 25 205 750 985 5.8
Males 2017 25 250 890 1,170 5.9
2021 30 265 1,060 | 1,355 6.3
2012 20 160 1,540 | 1,720 8.4
SOUTH Females 2017 20 195 1,725 1,940 8.4
SOMERSET : .
2021 20 205 1,940 | 2,165 8.7
2012 45 365 2,295 | 2,705 7.2
Persons 2017 45 450 2,615 3,110 7.2
2021 50 470 3,000 | 3,520 7.6
2012 15 120 495 630 6.0
Males 2017 20 150 590 755 6.2
TAUNTON 2021 20 160 695 870 6.5
DEANE 2012 15 95 1,065 | 1,175 9.0
Females 2017 15 120 1,185 | 1,315 9.0
2021 15 125 1,320 | 1,460 9.3
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2012 30 | 215 | 1,560 | 1,805 7.7
Persons | 2017 30 | 270 | 1,775 | 2,075 77

2021 30 | 280 | 2,015 | 2.330 8.0

2012 5 60 | 210 | 275 5.7

Males 2017 5 70 | 270 | 345 6.2

2021 5 70 | 330 | 410 6.8

2012 5 45 | 460 | 510 8.7

SO\"\XE%ET Females | 2017 5 55 525 | 585 9.0
2021 5 55 | 590 | 650 9.4

2012 10 105 | 675 | 785 7.4

Persons 2017 10 125 800 930 7.7

2021 10 125 | 920 | 1,055 8.2

2012 90 | 650 | 2,410 | 3.150 5.8

Males 2017 90 | 795 | 2,920 | 3,805 6.0

2021 95 | 830 | 3.485 | 4,410 6.4

2012 60 | 505 | 5005 | 5575 8.5

Sgg"ﬁﬁ%’? Females | 2017 65 | 620 | 5580 | 6265 8.5
2021 65 | 650 | 6260 | 6,975 8.8

2012 | 150 | 1,155 | 7.415 | 8,720 73

Persons | 2017 | 155 | 1,415 | 8,500 | 10,070 | 7.4

2021 | 160 | 1,480 | 9,745 | 11,390 | 7.7
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1 Introduction

This Strategy has been produced by the Somerset Autism Strategy Group
(previously known as the Somerset Autism Planning Group) which is a multi-agency
group, chaired by Somerset County Council. It brings together different agencies
and stakeholders, spanning health and social care commissioning, relevant health
and social care services, children’s services, the National Autistic Society (NAS) and
Somerset Parent Carer Forum. Representation from people with autism and people
who care for someone with autism has also happened through the Group, a range of
surveys and a formal consultation for the draft strategy which ran from June to
October 2014. This consultation saw over 250 responses from people with autism,
their families and carers and also professionals. These responses have been used to
inform this document and the action plan in Appendix 4. Somerset County Council
and NHS Somerset Clinical Commissioning Group give their thanks to everyone who
has contributed to the development of this strategy. More details can be found in
Appendix 6.

The Strategy sets out our strategic priorities here in Somerset and has been written
in response to “Fulfilling and Rewarding Lives: the strategy for adults with autism in
England”. 1t has been developed during a time of organisational change within
statutory services and also at a time when health and social care services are under
financial constraints. The outcomes identified within this Strategy will therefore have
to be achieved using existing available resources, within the statutory agencies.

The multi-agency group has also been guided by recommendations from the
Department of Health regarding Winterbourne View and NHS Commissioners are
working to meet the requirements of a national timetable of actions, to redesign the
care and support provided for people with learning disabilities or autism and mental
health conditions, or behaviours described as challenging.

It is recognised that adults’ and children’s services need to work together to put in
place the changes needed to deliver this strategy.
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2 Defining Autism

Autism is a spectrum condition meaning the condition affects people in different
ways. Some exhibit mild characteristics of autism and live largely independent lives,
while others with more severe autism or co-existing conditions may require more
intensive support.

The term ‘autism’ describes qualitative differences and impairments in reciprocal
social interaction and social communication, combined with restricted interests and
rigid and repetitive behaviours, often with a lifelong impact. In addition to these
features, people with autism frequently experience a range of cognitive, learning,
language, medical, emotional and behavioural problems, including: a need for
routine; difficulty understanding other people, including their intentions, feelings and
perspectives; sleeping and eating disturbances; dyspraxia or motor coordination
problems; and mental health problems such as anxiety, depression, problems with
attention, sensory sensitivities, self-injurious behaviour and other challenging,
sometimes aggressive, behaviours. Asperger syndrome is a form of autism that
affects how people process information and relate to other people. While there are
similarities with autism, people with Asperger syndrome have fewer problems with
speaking and are often of average or above average intelligence.

Some older people have lived with autism for their entire life without ever getting a
formal diagnosis. This was because autism was not widely known or understood
when they were younger.

Living with autism can substantially affect a person’s quality of life and that of their
families or carers. Many carers of people with autism face significant daily
challenges and the pressures of living with and supporting people who see the world
very differently, who can appear unresponsive or who can present with behaviour
that challenges at times can be considerable. When caring for a person with autism,
the caring role can sometimes be lifelong and can persist whether or not the person
with autism lives with their carer or not. The person with autism can also lack insight
into their condition and can reject care and support services that are intended to
support the carer.

A significant proportion of adults with autism across the whole autistic spectrum
experience social and economic exclusion. Autism has life-time consequences, with
a range of impacts on the health, economic well-being, social integration and quality
of life of individuals with the condition and also their parents, families and the wider
community. Many of these impacts can be expressed as economic costs.

Autism is not a curable condition. This strategy reflects the NAS view that “this does
not mean, however, that nothing can be done for a person with autism. There is a
growing movement among adults with autism, who don’t think in terms of ‘curing’
autism, but instead, of celebrating difference”.
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3 The National and Local Context

Nationally, around 700,000 people may have an autistic spectrum condition which is
just above 1:100 in the population. In 2014, the population of Somerset was
approximately 540,000, so it is estimated that approximately 5,400 people may have
autism.

Around four times more men than women have diagnosed autism, although this may
be due to under recognition in women. This is shown in more detail in Appendix 2.

Autism often co-exists with other learning disabilities/difficulties, physical disabilities
and mental health problems. Around 50% of people with autism have a learning
disability. National figures estimate that 70% of individuals with autism also meet
diagnostic criteria for at least one other (often unrecognised) mental and behavioural
condition, and 40% meet diagnostic criteria for at least 2 conditions, mainly anxiety,
attention deficit hyper activity disorder (ADHD) and oppositional defiant disorder
(ODD).

In Somerset, of the 367 children and young people recorded as High Needs (School
Action Plus) or a Statement with autism as the primary need in 2013; 26% have a
secondary need of which Speech, Language & Communication Needs and
Behaviour, Emotional & Social Difficulties are the main ones (7% and 6%
respectively).

Latest figures from the National Autistic Society indicate that for someone with high-
functioning autism, or Asperger syndrome, the lifetime cost is £3.1m and for
someone with autism and a learning disability, the cost was 50% higher at £4.6m.
These figures include the “hidden” costs of family carers and voluntary services.

Research shows only 15% of people with autism are in full-time employment and 9%
are in part-time employment, while 79% of people with autism on out-of-work
benefits say they would like to work, with the right support. What is more, 26% of
graduates with autism are unemployed; around twice the proportion of any other
disability group, according to the Association of Graduate Careers Advisory
Services.

At the end of 2014 there were 2,096 people diagnosed with a condition in the autistic
spectrum and recorded on Somerset GP clinical systems. This figure is about 40% of
that suggested above and may reflect low recognition of the condition, especially in
the older population. Rates of diagnosed ASD (Autism Spectrum Disorder) are much
higher in young people, and there are 4 times as many male patients as female. Just
over 40% of the diagnoses were for Asperger syndrome. Since the end of 2012 the
number of people with a diagnosis has increased by 26% from 1,659, which could
reflect more intensive efforts to identify and record the condition.
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There is variation in the recorded prevalence in different parts of the county, and this
has changed in the last two years, perhaps reflecting more intense efforts to identify
and record the condition in some areas. In 2012 there was a particularly high
concentration in the North Sedgemoor Federation area and a particularly low
concentration in Bridgwater Bay Health Federation area. In 2014 the areas of high
concentration are Central Mendip and South Somerset Healthcare and the rates are
lower in West Somerset, Taunton Deane and West Mendip.

In 2014 there is a suggestion that the rates of diagnosed ASD increase as
deprivation decreases: The most deprived fifth of practices has the lowest rate and
the least deprived fifth has a high rate, but the highest rate is for the middle fifth
deprived practices. In 2012 there had been no significant difference between rates
across the deprivation groups.

A comparison of the numbers with ASD in 2012 and 2014 shows that the increase is
mainly occurring in the three least deprived quintiles of the population.

These observations could be because the proportion of people with ASD who are
diagnosed is different in different areas (which might be related to the socioeconomic
conditions of the areas) as well as the possibility of a true difference in the proportion
of people with ASD.

There is a summary of data in Appendix 2 Data.

In Somerset there is a need to improve the collection of information and data about
autism, across the age spectrum with a range of agencies and people with autism
and carers. This will be used to inform future planning and change.
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4 National Policies

4.1 The Autism Act 2009

The Act became law in November 2009 and was the first ever condition-specific
piece of legislation in England and Wales. The Act placed new responsibilities on
NHS bodies and local authorities for the planning and provision of services for adults
with autism. The Act does not apply to children, but does cover the transition period
into adult services so does cover young people from age 14 +.

4.2 ‘Fulfilling and Rewarding Lives’ — Autism Strategy for Adults

The first national autism strategy for adults was published by the Department of
Health in March 2010 and statutory guidance for local authorities and NHS
organisations followed in December 2012. The Strategy was reviewed in 2014 and
the Think Autism response published, noting all the existing recommendations and
duties from Fulfilling and Rewarding Lives still apply to local authorities and NHS
bodies. The Strategy sets out a clear framework for all mainstream services across
the public sector to work together for adults with autism. The vision states:

“...for all adults with autism to be able to live fulfilling and rewarding lives within a
society that accepts and understands them. They can get a diagnosis and accept
support if they need it, and they can depend upon mainstream public services to
treat them fairly as individuals, helping them to make the most of their talents.”

The National Strategy highlighted five core areas for development and action:
e Increasing awareness and understanding of autism across all public services

e The development of clear, consistent pathways for diagnosis in every area, which
is followed by the offer of a personalised needs assessment by the local authority

e Improving access for adults with autism to mainstream public sector services and
the support they need to live independently within the community

e Helping adults with autism into work

¢ Building capacity and capability at a local level to enable local partners to plan
and develop relevant services for adults with autism to meet identified needs and
priorities.

These core areas are equally important in relation to children with autism.

There are three new key proposals in the updated Think Autism Strategy additional
to the 2010 Strategy and are expected to make the biggest difference to the lives,
services and support for adults with autism over the next 5 years:
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= Autism aware communities — Think Autism community awareness projects
will be rolled out. There will be pledges/awards for local organisations to work
towards to show that they are autism-aware.

= The Autism Innovation Fund — there will be funding available for projects
which promote innovative local services and projects, particularly for ‘lower
level’ preventative support for people with autism who do not qualify for social
care support from their local authority.

= Better data collection, and more joined up advice and information
services — this includes a new way of social care staff (such as social
workers) recording autism as someone’s condition.

4.3 Transforming care: a national response to the Winterbourne
View Hospital Review (2012)

The response outlines a programme of action introduced by the Department of
Health following the documented abuse. It requires the NHS and Local Authority
commissioners to complete a 3 stage process, in order to comprehensively review
the care of “people in hospital with learning disabilities or autism with mental health
conditions or behaviour that challenges” placed outside of their local area.

4.4 Closing the Gap: Priorities for essential change in mental
health

The priorities challenge the health and social care community to go further and faster
to transform the support and care available to people with mental health problems,
for both children and adults. It also challenges the public health community, with
local government in the lead, to help give mental health and wellbeing promotion and
prevention the long overdue attention it needs and deserves. It identifies 25 aspects
of mental health care and support where government — along with health and social
care leaders, academics and a range of representative organisations — expect to see
tangible changes in the next couple of years.

4.5 Care Act 2014

The Act brings care and support legislation into a single statute. It is designed to
create a new principle where the overall wellbeing of the individual is at the forefront
of their care and support. To promote individual wellbeing, their needs, views,
feelings and wishes should be considered in all aspects of their wellbeing from
physical and mental health, through dignity and respect to control over their daily
needs, access to employment, education, social and domestic needs and the
suitability of their accommodation. It also requires the promotion of integration of
care and support with local authorities, health and housing services and other
service providers to ensure the best outcomes are achieved for the individual.
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4.6 NICE Guidelines

e Autism Quality Standards. January 2014
e Management of autism in children and young people - August 2013

e Autism: Recognition, referral, diagnosis and management of adults on the
autism spectrum

e NICE Support for commissioning for Autism — January 2014
(see Appendix 1 for NICE Clinical Guidelines)

4.7 Children and Families Act 2014

The Government is transforming the system for children and young people with
special educational needs (SEN), including those who are disabled, so that services
consistently support the best outcomes for them. The Bill will extend the SEN system
from birth to 25, giving children, young people and their parents’ greater control and
choice in decisions and ensuring needs are properly met. There will be a single,
simpler assessment process for children with special educational needs or
disabilities, backed by a new Education, Health and Care (EHC) plan.
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5 Governance and Monitoring of the Strategy

The Somerset Autism Planning Group was established a number of years ago to
bring together key organisations and representatives of people with autism and their
carers. The Somerset Autism Steering Group for children and young people was
established in 1995 and latterly has linked with the Autism Planning Group.

In order to take this Strategy forward a new Autism Strategy Group has been
recently established, replacing the Planning Group and the Steering Group. The new
group will be responsible for ensuring that the key priorities, identified in the Strategy
are implemented through the Action Plan in Appendix 4. This plan will be a working
document and updated regularly to reflect progress and local developments.

We will establish a communications plan to ensure we inform key stakeholders and
the general public on the progress of the implementation of the Strategy.

This Strategy Group will report to the Joint Commissioning Board and the Somerset
Children’s Trust.

There will be four subgroups created that will take forward the actions in Appendix 4.
The subgroups will be:

e Living with Autism
e Workforce Development
e I|dentification and Diagnosis
e Children and Young People
We will also work with other programmes that are concentrating on:

e Children and Adults mental health services
e Jointly commissioned services (education, health & social care)
e Learning Disability work areas

e Children and Families Act

e Personal Budgets and Personalisation

e Crime and Disorder

e Early Help

e Transitions

e Care Act

e Better Care Fund

e Raising Participation Age
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6 Vision for Somerset

Somerset aims to significantly improve knowledge and understanding of autism
amongst the general public, statutory services, the voluntary sector and community
based groups.

We aim to improve the way we all work together utilising the resources that are
available to meet needs and improve outcomes for people with autism and their
families/carers and give the information and support they need to remain as
independent as possible.

90% of respondents to the strategy consultation agreed with the vision.

6.1 Experiences of people living with autism in Somerset

In developing this strategy people with autism and their carers and families have
shared their experiences in Somerset. Whilst it is important to note that every person
will have different experiences of living with autism, in implementing this strategy we
need to ensure that we take into consideration the key messages that people have
shared with us. Some of these messages relate to specific parts of the strategy and
so have been included in the action plan in Appendix 4. However, others relate to all
elements of the strategy and these include:

e Services and support need to be provided as early as possible to make the
greatest difference to people’s lives.

e Whilst a diagnosis is important, it needs to be followed by good quality and
timely information and support and this must accessible throughout a person’s
life.

e The wide range of the autistic spectrum means that a ‘one size fits all
approach’ to services will not meet everyone’s needs and phrases such as
‘independent living’ will look different to different people.

e There needs to be more awareness of autism within Somerset and all public
services should make reasonable adjustments to support people with autism
to access them.

e Work is required to improve people’s experiences of accessing services —
Services need to improve how they actively involve people in the planning and
delivery of services and listen to their experiences, concerns and wishes. This
does not always happen which leaves people feeling unsupported.

¢ Consideration needs to be given to the support available for people at all

levels of the autistic spectrum as many people who are not entitled to
statutory services report feeling isolated and unsupported.
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e There needs to be better information, in one place, about support and
services and it must be easily accessible to everyone — people with autism,
their carers and families and professionals.

e There needs to be greater consistency in services across Somerset, with
everyone having the same shared understanding about who can access them
and what they provide.

e There must be easy access to timely and good quality support for carers,
including a range of break opportunities.

e Organisations and services must improve the way that they work together if

people with autism and their carers/families are to receive high quality,
coordinated and timely support.

6.2 Recommendations for action:

91% of respondents to the strategy consultation agreed with the
recommendations for action outlined below.

Respondents were also asked to rank in level of importance the key priorities
within each of the four areas of the Action Plan (Appendix 4). The plan has
been updated to reflect people’s responses.

e Increase awareness and understanding of autism including training and
development for the public, front line services (including Police, Housing etc),
people with autism and their families and carers including schools and
educational settings.

e Improve access to diagnostic services and post diagnostic support for children,
adults and families through early help, support and advice; offering quality
services that are good value for money.

e Improve the way that the Somerset Clinical Commissioning Group and
Somerset County Council commission services for people with autism. Work
with providers to ensure services meet the assessed needs of people in
Somerset with autism and their carers.

e Promote a ‘person centred’ approach to ensure that people with autism and
their carers can take as much control as possible of their lives and the support
they receive. This includes the use of personal budgets for those that are
eligible for ongoing social care funded support and for those children and
young people with an Education Health Care Plan.

e Improve access to services to facilitate independent living to enable more
choice and control over where people with autism live and with whom.
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Develop seamless and effective transitions throughout the child’s life and into
adulthood depending on individual need.

Improve access and support for children, young people and adults with autism
to access appropriate education, work and training.

Improve the way we work with people with autism and their carers in the
effective co-production of services and support.

Ensure that people are able to access information about the different services
available for autism.

Ensure that when services are working with people, they look at them as a
‘whole’ person taking into consideration their whole life and identity.

Ensure that all people with autism and their families and carers have equal
opportunity to access services and support. This may require further work
particularly in relation to people from the following groups:

= Female population

= Older people (over 65 years old)

= Black and minority ethnic communities

= Limited transport / rural location

= People with complex needs and other health conditions
= People on low incomes

= People without a diagnosis

=  Carers

82% of consultation respondents felt that the proposals within the strategy
were unlikely to have an adverse impact on groups with protected
characteristics. The list above includes some of the areas where people
thought that there could be an impact on certain groups of people.

Consultation discussions highlighted that autism is not discriminatory, but can
affect anyone. However we must remember that autism is not one
characteristic, but many and can manifest itself in many ways across the
spectrum.

Everyone needs to be treated as an individual.
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7 Safeguarding

7.1 Children and Young People

Safeguarding children - the action we take to promote the welfare of children and
protect them from harm - is everyone’s responsibility. Everyone who comes into
contact with children and families has a role to play. The Working Together to
Safeguard Children (March 2013) outlines:

e The legislative requirements and expectations on individual services to
safeguard and promote the welfare of children; and

e A clear framework for Local Safeguarding Children Boards (LSCB’s) to monitor
the effectiveness of local services.

For further information about children’s safeguarding please see:

www.somerset.gov.uk/childrens-services/safequarding-children/

7.2 Adults

Health & Social Care commissioners work in partnership with each other and the
Police to protect and safeguard vulnerable adults.

As the Safeguarding lead, Somerset County Council’s Adult Social Care Service
is responsible for investigating any situation where an ‘adult at risk’ may be
experiencing some form of harm or exploitation.

An ‘adult at risk’ (or ‘vulnerable adult’) is a person aged 18 or over who is limited in
their ability to protect themselves from harm or exploitation because they have a
disability (including autism), or a mental or physical health problem, or are elderly
and frail.

For further information about adults safeguarding please see:

www.somerset.qov.uk/adult-social-care/safequarding/
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SOMERSET AUTISM STRATEGY

Appendix 1 NICE Clinical Guidelines

1.1 Autism Quality Standards (January 2014)

This quality standard covers autism in children, young people and adults, including both health and
social care services.

The quality standard for autism specifies that services should be commissioned from and
coordinated across, all relevant agencies encompassing the whole autism care pathway. A person-
centred, integrated approach to providing services is fundamental to delivering high-quality care to
people with autism and their families and carers.

List of quality statements

e Statement 1. People with possible autism who are referred to an autism team for a
diagnostic assessment have the diagnostic assessment started within 3 months of their
referral.

e Statement 2. People having a diagnostic assessment for autism are also assessed for
coexisting physical health conditions and mental health problems.

e Statement 3. People with autism have a personalised plan that is developed and
implemented in a partnership between them and their family and carers (if appropriate) and
the autism team.

e Statement 4. People with autism are offered a named key worker to coordinate the care and
support detailed in their personalised plan.

e Statement 5. People with autism have a documented discussion with a member of the
autism team about opportunities to take part in age-appropriate psychosocial interventions to
help address the core features of autism.

e Statement 6. People with autism are not prescribed medication to address the core features
of autism.

e Statement 7. People with autism who develop behaviour that challenges are assessed for
possible triggers, including physical health conditions, mental health problems and
environmental factors.

e Statement 8. People with autism and behaviour that challenges are not offered antipsychotic
medication for the behaviour unless it is being considered because psychosocial or other
interventions are insufficient or cannot be delivered because of the severity of the behaviour.

The full guidance can be found at: http://quidance.nice.org.uk/QS51
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SOMERSET AUTISM STRATEGY

1.2 Clinical Guidelines: management of autism in children and young
people (August 2013)

This clinical guideline offers best practice advice on the care of children and young people with
autism.

Autism is used in the guideline to refer to autism spectrum disorder, autistic spectrum condition and
Asperger syndrome.

Key priorities for implementation
e Access to health and social care services
e Knowledge and competence of health and social care professionals
e Making adjustments to the social and physical environment and processes of care
e Psychosocial interventions
e Anticipating and preventing behaviour that challenges
e Psychosocial interventions for behaviour that challenges
e Pharmacological interventions for behaviour that challenges
e Families and carers — sources of support plus formal carers assessment if appropriate
e Transition to adult services

The full guidance can be found at: http://quidance.nice.org.uk/CG170
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1.3

SOMERSET AUTISM STRATEGY

Clinical Guidelines - Autism: recognition, referral, diagnosis and

management of adults on the Autism spectrum (June 2012)

This guideline covers the care provided by primary, community, secondary, tertiary and other health
and social care professionals who have direct contact with, and make decisions concerning the care
of, adults with autism.

Key priorities for implementation are:

General principles of care

Identification and assessment

Identifying the correct interventions and monitoring their use
Interventions for autism

Interventions for challenging behaviour

Interventions for coexisting mental disorders

Assessment and interventions for families, partners and carers

Organisation and delivery of care

The full guidance can be found at: http://guidance.nice.org.uk/CG142

Appendix 1 NICE Clinical Guidelines
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Appendix 2 Data

Figure 1: Number of people recorded with Autism spectrum conditions at Somerset GP practices by

gender and age group at the end of December 2014
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Figure 2: Number of people recorded with Autism spectrum conditions at GP practices per 1,000

population registered at practices by gender and age group at the end of December 2014

25
5
2 50 /\
S
8 15
o
g [\
— 10
o Femal
o / /\\ —EMAES
%5//_/\_—\:—_—3§ = M ales
(4
0

232I3I23FFIFSTIAISIRI A

& th dthd hoh &h o hd h o ®

= = N N ™M s s NN W W~ M~

Age group

Source: MIQUEST queries on GP clinical systems and Primary Care Information System GP registered populations

Appendix 2 Data

Page 16






Figure 2a: Number of people recorded with Autism spectrum conditions at GP practices per 1,000
population registered at practices by gender and age group at the end of December 2014 compared
to at the end of December 2012, separately for males and females
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Figure 3: Number of specific diagnoses recorded — Females
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Figure 5: Comparison of Observed and Expected number of people recorded with Autism spectrum
conditions in GP practices — by GP Federation at the end of December 2014
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Figure 5a: Comparison of Observed and Expected number of people recorded with Autism
spectrum conditions in GP practices — by GP Federation, comparing rates in 2012 and 2014
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Figure 5b: Comparison of the number of people recorded with Autism spectrum conditions in GP
practices — by GP Federation, comparing numbers in 2012 and 2014
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Figure 6: Comparison of Observed and Expected number of people recorded with Autism spectrum
conditions in GP practices — by deprivation quintile of practices within Somerset at the end of
December 2014
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Figure 6a: Comparison of Observed and Expected number of people recorded with Autism spectrum
conditions in GP practices — by deprivation quintile of practices within Somerset, comparing rates in
2012 and 2014
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Figure 6b: Comparison of the number of people recorded with Autism spectrum conditions in GP
practices — by deprivation quintile of practices within Somerset, comparing numbers in 2012 and
2014
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Figure 7: Prevalence of autistic spectrum disorders (ASD) and speech, language and

communication need (SLCN) in schools
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Figure 8: Number of statements or School Action Plus (SA+) for which ASD is the primary need.
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Appendix 3 Access to Support Services and Information

3.1 Information and Support Networks

Autism Somerset www.autismsomerset.org.uk

Autism Somerset (Somerset Autism Community Network) is a user led organisation dedicated to the
needs of those affected by autism.

The network aims to connect those affected by autism and associated conditions with each other.
Membership is open to all, at no cost. Autism Somerset provides monthly e-bulletins which highlight
national and local activity.

Autism Wessex http://autismwessex.org.uk/

Founded in 1968 by parents of children with autism, Autism Wessex is the regional charity providing
information and advice for people affected by autism and associated difficulties across the counties
of Dorset, Somerset, Hampshire and Wiltshire.

Contact: 01305 213135 and advice@autismwessex.org.uk

National Autistic Society www.autism.org.uk

The National Autistic Society (NAS) is the UK's leading charity for people affected by autism. Health
& social care commissioners attend South West network meetings and an NAS representative
attends the county-wide Autism Planning group.

NAS are also responsible for some regional work, including the Autism Strategy Implementation
peer review/stock take exercise. Somerset has been involved in the peer review process and this
has usefully informed our Self-Assessment return, as well as our Autism Strategy.

Contact: 020 7833 2299 and nas@nas.org.uk

Somerset Choices www.somersetchoices.org.uk

Somerset Choices is a website that gives people access to information and advice on adult social
care and health and on a wide range of services and support groups from the private, public,
community and voluntary sectors within Somerset. There are specific pages on the website on
autism, as well as a directory of local services and support.

Somerset Local Offer https://somerset.local-offer.org/

The Local Offer website provides information about services relating to special educational needs,
disabilities, education and more.
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Somerset Parent and Carer Forum (SPCF) www.somersetpcf.org.uk

SPCEF is for anyone caring for children/young people aged 0-25 years with any disability and/or
additional need. They aim to empower and involve parent carers to have their say in order to
influence local and national decision making. On the website there is ‘Finding Your Way,’ an online
handbook and Directory of Services for parents and carers.

Contact: 01278 699397 and help@somersetparentcarerforum.org.uk

Somerset SENDIAS www.somersetsend.org.uk

Somerset SENDIAS is a statutory service which provides impartial information and support for
parents and carers of children with Special Educational Needs. It offers a range of services,
including leaflets relating to SEN, a telephone enquiry line, individual support through trained
Independent Parental Supporters and a website.

Contact: 01823 355578 and info@somersetsend.org.uk

The Choice Advice Service

This service offers advice and support to all parents on the school admissions and appeals
procedures.

Contact 01823 356903 and choiceadvice@somerset.gov.uk

Somerset Direct

This service provides advice and information for the general public and is a point of contact for
social care referrals. Training is delivered for call handlers when communicating with people who
have an autistic spectrum condition. The Emergency Duty Team (EDT) provides an out of hours
contact for social care on 0300 123 2327

Contact: Adults - 0300 123 2224 and adults@somerset.qgov.uk
Children’s - 0300 123 2224 and childrens@somerset.gov.uk

Village Agents www.somersetrcc.org.uk/work-village-agents-project.php

Village Agents are employed on a part time basis by the Community Council for Somerset to
become trusted members of their communities and a valuable resource. They network extensively
with Parish Councillors, Police Community Support Officers, social group organisers, transport
providers, church groups, youth workers and others within their community. They receive ‘referrals’
from agencies and members of the community about people needing information or support. Village
Agents make home visits when necessary and provide high-quality information. Village Agents
identify unmet needs within their community and respond by initiating and supporting new social and
healthy activities.

Contact: each village agent has their mobile and email listed on the above webpage, otherwise
01823 331222 and info@somersetrcc.org.uk for general information.
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3.2 Children

Assessment and Diagnosis for children and young people
www.somersetintelligence.org.uk/files/Somerset%20Protocol%20for%20ASD%20Assessment.pdf

The Somerset Protocol for Autistic Spectrum Conditions assessment and diagnosis is a document
written by multi-agency practitioners to ensure consistency of assessment and diagnosis across
Somerset and is in line with NICE Guidelines. Parents are at the centre of the process of
assessment and supported through it.

All practitioners are aware of the protocol and once yearly meetings are held to update training, to
reinforce the need for multiagency collaboration and to emphasise consistency of practise as much
as possible given the large rural community which clinicians serve.

Paediatric Service

A Paediatrician is usually involved in a diagnosis of autistic spectrum condition, although sometimes
this is a Psychiatrist instead. A diagnosis follows a multi-agency assessment. Following diagnosis
a Paediatrician will usually stay involved with preschool children. Follow up of older children can be
by a community children’s nurse if required. Sometimes this is just to discuss the diagnosis further
and what support is available. If there are no medical issues of significance follow up will be with
the GP. Further referral to the Paediatric service can be requested if necessary. The autism
service is based at Musgrove Park Hospital. Children in East Mendip or in the Yeovil areas will have
their Paediatric care from Royal United Hospital, Bath and Yeovil District Hospital.

Child and Adolescent Mental Health Service (CAMHS)
www.sompar.nhs.uk/our services/childrenandyoungpeople/camhs

CAMHS provides specialist help with social communication difficulties for children and young people
with autism and Asperger syndrome who are experiencing behavioural difficulties which are
significantly affecting them, their education and/or their families.

Referral is via a GP or paediatrician.

Integrated Therapy Service (ITS)
www.sompar.nhs.uk/our services/childrenandyoungpeople/integrated therapy service/

The ITS provides a service for children and young people aged 0 - 19 years who have physical,
occupational and speech and language difficulties in Somerset. The service is mainly provided
within community settings such as schools and children's centres, patients' own homes or in our ITS
Clinics.

Where children or young people require support from more than one therapy, our vision is to provide
integrated therapy, ensuring that each child's integrated package of care is tailored to their individual
needs. The service comprises a number of Paediatric Physiotherapists, Paediatric Occupational
Therapists, Paediatric Speech and Language Therapists, Therapy Support Practitioners and
Administration teams.

Contact: 0303 033 3002 09:00 to 12:00am Monday, Wednesday, Thursday and Friday (not Bank
Holidays) for any professional or parent/carer who has concerns over a child or young person's
development.
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Children’s Social Care Disability Service
www.somerset.gov.uk/organisation/departments/disabled-children-and-young-peoples-service/

A service for children and young people aged between birth and 18 years old who have a severe
disability. This includes children with an autistic spectrum condition and a severe learning disability.
Following an assessment of need, when autism is identified, appropriate services are put in place to
support the young person and their family.

Contact: 0300 123 2224 or childrens@somerset.gov.uk
Children’s Autism Outreach Team (CAOT)

The service offers a range of support and activities aimed at children and parents, groups, and 1:1
support. A referral (needs a diagnosis of autism to accompany it), can come from families, teachers,
social workers, paediatricians and GPs. If a child does not have a diagnosis but displays similar
characteristics then the CAOT will seek advice from a paediatrician. The Team works with children
from the age of 5 - 13 years.

The Early Bird programme of training (accredited by the National Autistic Society) for parents and
carers of children aged 5yrs to 9yrs is run regularly across the county by the CAOT team and
specialist Autism and Communication advisory teachers. Those aged 0-5 years old are referred
straight to “Portage” (a programme for parents to help their child with autism, put in at pre-school
age) but will return back to CAOT after this. The “Cygnets” Group is for parents with children aged 8
— 19 years old and is also delivered by CAOT and the specialist Autism and Communication
advisory teachers.

Contact: 01458 241460
Short Breaks

This is a service available to children who are in receipt of the middle rate of Disability Living
Allowance. Short Breaks are able to be more flexible to children with lower level needs, including
children with autism. It is a service that offers day trips and activities, mainly in school holidays and
some family days.

There are 5 short breaks co-ordinators carrying a case load of 25 children, with a 3 month short
term intervention for those who don’t meet the CAOT criteria.

Contact; 01823 358117 and ljwhite@somerset.gov.uk

Early Years

The Portage Service is a home visiting service for children aged 0 — 5 years who have special
educational needs. They support a child for four terms on a weekly basis. There is an additional
service provided within the Portage Service called PERSCEY which is specifically for children with
language and communication needs. This is a shorter 10-week programme. Children who receive
PERSCEY may then go on and have Portage if they have other significant needs.
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Portage provides support for parents to help their child learn through play and will suggest activities
and resources that will help the child to communicate more effectively. The service also provides
emotional support for parents and support to early years settings (playgroups, nurseries). The
intervention is individually tailored to meet the child’s needs. Portage Home Visitors are pro-active in
attending Family Support Plan meetings and are felt to be a real support for the family helping them
through the process.

Generally referrals are made through health visitors or speech therapists via Multi Agency
Identification and Support for Early Years (MAISEY).
Contact: 01749 678500 and jtoomey@somerset.gov.uk

Targeted Youth Support (TYS)

TYS work with vulnerable young people who are not in education, employment or training (NEET).
This includes young offenders, looked after children, care leavers and those claiming Job Seekers
Allowance.

Children’s Education - Autism and Communication Service

The service works with children, schools, families and other agencies. Support is currently provided
to children at mainstream schools and those attending either a communication or ASD resource
base. The team is made up of specialist teachers for Speech Language Communication and
Autism, educational psychologists, teachers, teaching assistants and tutors. Access and placement
at Autism and Communication resource bases is via the complex cases panel. Access to specialist
teacher support is via school SENCO referral.

We are currently reviewing how support is provided to pupils identified as having high needs as part
of our considerations in relation to how we implement the requirements of the Children and Families
Bill.

Children’s Education — Special Educational Needs Coordinators (SENCOSs)

Every preschool and nursery has access to support and guidance from an area SENCO. Every
preschool and school has a SENCO who is responsible for ensuring that all aspects of a child’s
needs are met. SENCOs are trained and experienced teachers who can support practitioners in
practical strategies and ways of adapting the learning environment to meet the needs of children
with specific or special needs. They work very closely with Speech and Language therapists and
Portage workers.

Children’s Education - Special Educational Needs Support Services

Educational Psychologists and Specialist teachers can support schools to better understand, and
adjust provision, to meet the needs of children with special educational needs including those with
autism. They are based in area bases. The SENCO from the child’s school will have regular contact
with support services and can ask them for help if this is appropriate.
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3.3 Adults

Community Team for Adults with Learning Disabilities (CTALD)
www.sompar.nhs.uk/our_services/learning_disabilities/

Community Teams for Adults with Learning Disabilities (CTALD) are integrated health and social
care teams which provide assessment, care management/care co-ordination, therapeutic
intervention and health professional support for people with learning disabilities. Somerset
Partnership Foundation NHS Trust employs the health staff who work within the teams, and the
County Council employs all other team members.

CTALDSs offer support to parents with mild Learning Disability and additional issues, which can
include parents with Autism. Since 2010 we have had an LSCB led partnership protocol between
CTALDs and Children’s Social Care which extends this. CTALDs offer extra consultations to
parents-to-be and new parents who have some degree of learning difficulty and additional problems
which can include Autism.

Contact: Mendip 01373 456500, Sedgemoor & West Somerset 01278 454300, South Somerset
01935 470600, Taunton 01823 257908

Individual Funding Requests (IFR)
www.somersetccg.nhs.uk/about-us/how-we-do-things/individual-funding-requests/

If you are a patient who wishes to access a specific treatment which is not routinely funded, please
discuss this with your doctor or consultant and, if appropriate, an IFR application form can be put
forward for review and consideration. You can also put forward with the application correspondence
on how your condition affects you and how the treatment will benefit you.

In order to guide the panel in their decision making, the CCG has developed a number of policies
which set out the criteria which allow patients to access the treatment they wish to have.

It may also be necessary to gather additional information from any doctors or healthcare
professionals involved in your care.
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Adults Diagnostic Assessment and support

If an adult has a co existing Learning Disability, referrals for diagnosis may be made to the
Psychologists/Psychiatrists within the Community Teams for Adults with Learning Disability: a range
of assessments are used. The Better Health Team also offers support to access annual health
checks carried out by GP’s within their practices.

If a service is requested, joint visits with social care colleagues will be made, and national social
care eligibility criteria applied. Post diagnostic support can be given individually to individuals and
their family or carers.

For adults without a learning disability, the Asperger Specialist Team (AST) provides pre-diagnostic
screening clinics and diagnostic assessments. Post diagnostic support includes; profession specific
assessments, therapeutic interventions, care co-ordination for complex individuals, and a rolling
programme of “Living with Aspergers” groups. The AST also provide signposting to other support
services (e.g. employment team, social support groups...), carer education, and training and
consultancy to other professionals.

The team is multi-disciplinary comprising of; a team manager, team administrator, clinical
psychologist, assistant psychologist, occupational therapist, community mental health nurse, and
social worker.

Referrals are filtered through the Community Mental Health Teams (CMHT). If an individual wishes
to be referred they should request that their GP writes a referral letter to the CMHT. If the person is
already being seen by the CMHT, their care co-ordinator should follow the internal referral process.

3.4 Employment and Further Education

‘Dimensions’ scheme www.dimensions-uk.org/support-services/supported-employment

The Dimensions Supported Employment Team helps people with a learning disability and autism
find secure employment. They talk to employers and local businesses about what they need to be
successful. They help employers by matching people to what employers need. They find each
person a job that matches their aspirations, with an employer who needs their talents. If someone
needs some more help to work out what their talents are they can organise work tasters to help
them decide.

Contact: 0300 303 9001 and supportedemployment@dimensions-uk.org

Aspire http://base-uk.org/about/members/somerset-county-council

Aspire is a specialised employment service for people with Learning Disabilities living in Somerset.
It focuses on supporting people into work and aims to promote independence through employment
and equality to enable people to have the opportunity to be supported into mainstream work or
develop self employment opportunities whilst earning a wage.

The Aspire service offers people Individual Placement Support, so that they can consider work
opportunities. The personalised approach involves one-to-one meetings, supporting choices and
CV development, work experience that has the opportunity to become meaningful paid employment,
and job coaching with regular reviews. Aspire also provides ongoing job maintenance support for
both employer and employee to encourage a partnership which fulfils everyone’s needs and good
employment retention.
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Contact: 01278 447721 and sfpayne@somerset.gov.uk

Somerset Partnership Supported Employment Service for Adults (SES)
www.sompar.nhs.uk/our services/specialist services/employment support service

Based in the community mental health teams in Taunton, the Somerset Partnership Employment
Support Service aims to support individuals with mental health needs to gain or retain paid
employment on a full or part-time basis in their local community. The service works closely with
many different employers throughout the county and other agencies, such as Jobcentre Plus,
PLUSS, the Shaw Trust and MIND.

Generally referrals are made through Community Mental Health Team Care Co-ordinators or In-
patient Key Worker
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Appendix 4

Somerset Autism Strategy Action Plan (The plan is a working document and will be

updated on an ongoing basis to reflect progress and local developments.)

4.1 Key Priorities & Actions 2015 - 2017

The following action plan is structured around four key areas of work. Within each area, the priorities have been listed according to
the ranking of importance that respondents to the consultation gave them, with 1 being the most important, 2 being the second
most important etc.

1. Living with autism

Consultation | Key Priority Planned Action Timescale |Lead
ranking
1 ImFI)ILOYe th? healtr & ith Undertake a full needs assessment to identify the Dec 2015 SCC Public Health
wet_ €ing ? dPGOFt)he Wi needs of the population with autism living in / Commissioners /
autism m(al; 'ngl elr Somerset, including work to understand the CCG
carers and family population with autism who have other protected
characteristics.
Undertake work to ensure that people with autism who | SPring 2016 | SCC Public Health
are over 40 are offered appropriate age health I CCG
checks. .
SCC Public Health
Link with relevant commissioners to consider how ggﬁmer / CCG
health and wellbeing services (smoking cessation,
weight management and health trainers) can be made
autism friendly. .
Htism Irendly SCC Public Health
Link with relevant commissioners to consider how Sgln%mer I CCG

social interventions and peer support provided by GP
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Federations can be made autism friendly.

Review the provision of community care assessments
in line with the Care Act in order to increase
understanding of and access to them by people with
autism.

Spring 2016

SCC
commissioners

Improve the support

. Promote carers rights to an assessment under the Ongoing SCC Adults and
2 available for carers of
le with auti Care Act Health
people with autism Commissioning
AND T ]
Map existing support and pathways available to carers | Autumn SCC Adults and
Increase the resilience of | and ensure that information is made available on 2015 Health
those caring for someone | Somerset Choices / Somerset Offer Commissioning /
5 with autism SCC Children’s
Promote information sources to all. Commissioning
Participate in the development of a new Somerset Spring 2016 | SCC Adults and
Carers Strategy and ensure that it encompasses the Health
needs of carers of people with autism. Commissioning /
SCC Children’s
Commissioning
3 Impr0\|/te thc? _Wayl we Develop and implement a model for consulting and Dec 2015 SCC Adults and
consuit andinvolve. involving people with autism, their carers and family. Health / SCC
people with autism, their Children’s
carers and family To be undertaken in partnership with the Somerset Commissioning
Parent Carers Forum and the National Autistic
Society.
Provide s_omal .""T‘?‘ In line with the prevention workstream of the Care Act, | Spring 2016 | SCC Adults and
4 community activities for
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people with autism and
carers

undertake a review of social and community activities
for people with autism and also for carers, which will
include

= Map existing provision
= |dentify gaps

= Develop an action plan to address gaps with a
focus on promoting existing autism activities to
all, encouraging activities that are available to
the general public to become autism friendly
and where possible support the development of
new activities (within existing financial
resources).

Health / SCC
Public Health

Ensure Safe Places Scheme is accessible to people
with autism and that individuals are aware of the
scheme.

Winter 2015

TBC

6 Improve housing provision
for people with autism

Revisit and update previous work on housing issues
for people with autism. This may include work to:

e Map provision
» |dentify housing issues for people with autism

Link with the Somerset Strategic Housing Officers
Group to explore opportunities to address issues
raised through their strategic workstreams and the
work already undertaken in making reasonable
adjustments in Choice Based Lettings for people with

Spring 2016

District council
housing rep / SCC
Adults & Health
commissioning
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learning disabilities.

! Ir;cre?se public awareness Use the Autism Capital Grant to develop autism library | Autumn SCC Adults and
ot autism collections which will be accessible to the general 2015 Health / SCC
public Public Health
Celebrate Autism Awareness Week April 2016 / | SCC Public Health
2017 / Adult & Health
Explore opportunities to link up with national Commissioning /
awareness campaign and develop local awareness Communications
materials
N/A Encouragg employment Raising awareness of Autism with employers Ongoing SCC Aspire
opportunities for people
with autism. Up skill of advisors in Partners and Providers Dec 2015 DWP
(including Schools Advisors and Careers Advisors)
Make contact with FSB and Chamber of Commerce to
conduct presentations at their monthly meetings Nov 2015 DWP
Link in with the Disability Confident Campaign Autumn SCC Aspire
(engaging with employers) 2015
Make contact with the Fossway School — Alison Somerset Parent
Revey — to gain experience of what they are doing. Autumn Carer Forum
2015

Appendix 4 Somerset Autism Strategy Action Plan

Page 34






N/A

Increase meaningful

lunteeri wunit Make contact with “You Can Do’ to explore Autumn DWP
volunteering opportunities opportunities 2015
for people with autism
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2. Workforce Development

Consultation | Key Priority Planned Action Timescale Lead
ranking
1 Eglrlg]bec:rgggﬁlggtwgen Initial engagement through Children’s Social Care Current and E(Sacr:ning &
children and adults services Learning and Development. on-going Development
on training, including — Children’s
transition from children to & Adults
adult services and
independent living
2 Develop multi-tier framework | A tiered approach involving a number of targeted Sori Somerset
: - . : pring to .
— varied training according to | courses and e-learning dependent upon the level of Autumn Partnership
professional role and level of | contact/interaction. 2015
involvement with people with
autism. Sub Group members will develop proposals for
different training approaches.
3 Indvc??tlgatle]zc ando_l secure A charging policy needs to be developed to protect | Current and ECC ASC&
?:I' ! |o|ni';1 un ;T‘g (E'g'd budgets. To be developed further through on-going Dearr:lng ¢
inical Innovation Fund) discussions with partner organisations. evelopmen
4 Identify groups and services / | Workstreams will be split into the following headings

adults mapping including
parents and GPs

based on professions identified in the consultation to
the strategy. Other professions will also be included
(e.g. Library and Housing staff and care workers in
the private, voluntary and independent sector):
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Health Autumn CCG/

e GPs 2015 Somerset

e Health Visitors Partnership
Engagement through CCG and other groups.

Education

e Teachers Autumn SCC

e Lunchtime Supervisors 2015 Learning &

e Early Years Providers Development

e School Nurses
Engagement through headteachers’ associations
(SASH, SAPHTO etc).

Potential to deliver through INSET Days.
Social Care

e PFSAs

e Social Workers ggilgmn Eecz:acr:n'ia;]SC&
Engagement through Learning and Development Develo gment
teams in Adults’ and Children’s Social Care. P
General course to be commissioned to cater for the
needs of Social Care staff which may also be
appropriate for other staff in other sectors
Support Services

ID.ID Transport (Bus Drivers etc.) SCC ASC

: ' Autumn Learning &

* Police 2015 Development
Engagement through larger transport employers and / Police
through Police contacts.

Potential to deliver through Transporting Somerset’s
current training programme.
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Private, Voluntary and Independent Sector Care Focus
e Research needs and gaps On-going
e Assess ability to attend training organised for
other groups
Assess charging expectations
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3. Identification and diagnosis (Link to the Assessment & Diagnostic sub group)

Consultation | Key Priority Planned Action Timescale Lead
ranking

1 Improve the way we proylde support for Provide post-diagnostic information Spring 2016 Autism

those who have had a diagnosis about Autism and how it may affect the Teams
individual. within
Somerset
Ensure the provision of psychosocial Partnership
support for core areas of Autism, taking
into account of the impact of mental
health, physical health and learning
disability.
Promote consultation between services
in health, mental health, social care and
education.
Maintain links to other sub-groups within
the Somerset Autism Strategy.

2 ;Z\Sr?(\;vsitge existing pathways to Adopt clear triage and screening Autumn 2015 | Autism
protocols in response to concerns about Teams
possible autism within

Somerset

Complete comprehensive diagnostic
(diagnostic, needs and risks)
assessments in line with NICE

Partnership
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guidelines.

Review autism specific diagnostic tools
used in assessments.

Reflect on the diagnostic changes in
DSM-V and forthcoming ICD-11

3 Improve the way children and adult

. K h ke th Promote the reassessment of needs in Spring 2016 Autism
tservu_:(_es work toget eLtg make the childhood and adolescence with a view Teams
ransition process work better to transitioning to adult services. within
Somerset
Provide information about adult services Partnership
when transitioning from children and
young people’s services.
Maintain close links with a current
service provision change which will
extend age-range of children and young
people’s service to 25yrs. This will
provide unique opportunities for more
integrated child and adult working and a
smoother transition process.

4 Impr_ove signposting to other support Develop an information pack of services | Spring 2016 Autism
Services for people who have had a appropriate for people with Autism Teams
diagnosis (Social care, Education, Local and within

National Support Groups). Somerset

Ensure information is passed onto
individuals and families.

Partnership
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5 Promote awareness about pathways to

diagnosis E'stablis.h clearly written pathways to Autumn 2015 | Autism
diagnosis for children and adults (as Teams
agreed). within
Somerset
Write up pathways in a format that is Partnership
accessible (Service leaflets and
Information on Internet)
Ensure information about pathways is
shared with public, health, social care,
education.
6 Improve the way we share information Map the provision of services typically Spring 2016 Autism
szefgeﬁrg%giigzgs about people who involved in a person’s care (health, Teams
social care, education). within
Somerset

Ensure information about a person’s
needs is written and shared between
organisations, where appropriate.

Partnership
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4. Children and Young People’s Group

Consultation | Key Priority Planned Action (to be finalised after | Timescale | Lead
ranking consultation)
1 Continue to improve the transitions of Transition planning in education check Dec 2015 | Ali Jary
children and young people with autism. for gaps in existing process.
Develop transition processes into post
16 provision and activity. July 2016 | To be allocated
with the group
2 Co_nt_lnue to improve the education and Investigate joint commissioning for _ July 2015 | SCC Children’s
training of children and young people adults between 16-25 age range — link Commissioning
aged 0-25 with autism including the with Roz Pither (RP)
implementation of Education, Health,
Care (EHC) Plans through joint Nov 2015 | Parent &
commissioning. Raise awareness of support available Young
for Parents and Young People for the People’s
EHC process Partnership
Service
3 Improve the education and training of Consider and raise the profile for Dec 2015 | Tim Porter
young people post 16 with autism; Internships, Traineeships, sce ’
developing a range of opportunities to Apprenticeships and Work Experience
ensure choice, and increasing capacity to | Investigate putting together job clubs for
support young people within existing post 16’s with Autism (colleges, schools,
educational and training provision. sixth forms)
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4 Provide a model for advice, training and
support to be available for all schools and
colleges to build capacity within universal
education services.

Support development of SLA’s between
services and commissioners from SCC
and Colleges

April 2016

To be allocated
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Appendix 5

Governance Structure for the Children & Adults Autism Strategy

Adult Services Joint W

Commissioning Board J
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Wellbeing

Somerset
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Somerset
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Strategy
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Living with
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Workforce
Development
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Appendix 6 Contributors

The following individuals were involved in developing this strategy:

Fiona Hawker — Somerset Clinical Commissioning Group

Julie Husband — Somerset County Council (Children’s Commissioning)
Phil Lincoln — Somerset County Council (Children’s Commissioning)
Kay Thornley — Somerset Partnership NHS Trust

Mark Hulland — National Autistic Society (Somerset Branch)

Alison Jary — Somerset County Council (Learning & Achievement)
Claire Healey — Somerset Partnership NHS Trust

Jacq Clarkson — Somerset County Council (Public Health)

Terry Roth — Somerset Partnership NHS Trust

Hayley Johnson — Somerset Partnership NHS Trust

Rhian Bennett — Somerset County Council (Adults and Health Commissioning)

Somerset County Council and NHS Somerset Clinical Commissioning Group would like to thank the
following groups and organisations who participated in the consultation on the draft strategy
between June and October 2014. Their responses and feedback has been incorporated in to this
document:

West Somerset Health Forum (Minehead)

Bridgwater Parent Support Group

Coping with Autism Through Support (CATS) (Bridgwater)
Disability Somerset Exhibition (Bridgwater)

Wells Parent Support Group

Mendip Autism Support Group (Shepton Mallet)

National Autistic Society Local Branch Meeting (Frome)
National Autistic Society Local Branch Carers Forum (Yeovil)
Yeovil Aspergers Support Group

Yeovil Parent Support Group

South Somerset Health Forum (Yeovil)

Chard, liminster and Crewkerne Health Forum

Children with Autism Outreach Team (CAOT) coffee morning (Langport)
Short Breaks Family Fun Day (Langport)

National Autistic Society Local Branch Meeting (Taunton)
Selworthy School Parents (Taunton)

Taunton Autism Support Group

Patient Participation Group Chairs Network
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The following groups were contacted and offered a session but declined; some opting to contribute
individually:

Minehead Support and Social Group

Frome Autistic Support Team

Yeovil Aspergers Social Group

Crewkerne Autism Support Group

Taunton Aspergers Group/Aspie Pirates

Self-Advocacy 'Speak Up Groups' (12 towns across the County)

Organisations that responded to the consultation:

Advocacy in Somerset

Autism Somerset

Creech St Michael Patient Participation Group
Family Focus (Developing Health & Independence)
Healthwatch Somerset

Knightstone Housing

Life After Stroke Services, The Stroke Association
NHS - Musgrove Park Children’s Services, GP and Primary Care
Pluss

Police

Rethink Mental lliness

Sandwell

Sedgemoor District Council; Housing Advice Team

Schools - Bishops Hull Pre School, Halcon Community Primary School, Holy Trinity CEVA

Primary School and Selworthy School

Somerset County Council - Adult Social Care, Children’s Social Care and Leaving Care

Service

Somerset Partnership NHS Trust - Integrated Therapy Service and Learning Disability

Psychiatry
Taunton & District Citizens Advice Bureau
Wellington Medical Centre
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Somerset County Council Social Value Policy Statement

1. Summary: 


Somerset County Council (SCC) embraces the spirit of the Public Services (Social Value) Act 2012.  Improving social, environmental and economic wellbeing will help support County Plan priorities to build community capacity and resilience.  Therefore SCC will apply, as appropriate, the broad principles of social value to all commissioning and procurement arrangements, no matter whether the value of the goods or services exceeds or falls below the EU procurement monetary thresholds.  

This Social Value Policy Statement outlines how SCC will embed social value and demonstrates the County Council’s commitment to delivering social value benefits through its commissioning and procurement arrangements. The policy builds on existing commissioning and procurement practices and underlying principles of:

· Sustainable Procurement.


· Taking a value for money approach, rather than lowest cost, when assessing contracts. 


· Considering the most appropriate form of consultation, accounting for requirements of people and organisations being consulted, size of procurement, and likely impact of procurement.  Including consulting supply markets, as appropriate, before formal procurement to develop robust and intelligent specifications. 

2. A definition of social value: 

Somerset County Council recognises that social value is about maximising the impact of public expenditure.  Social value is defined as ‘the additional benefit to the community from a commissioning / procurement process over and above the direct purchasing of goods, services and outcomes.’
  


Through thinking about how everything we commission can generate wider benefit for the community, we can achieve added value from our spending through third parties and enable a more joined up approach. 

3. How Somerset County Council will embed social value: 

i. SCC commissioners and all those involved in externally sourcing contracts will consider, as part of commissioning and the pre-procurement stage: 

a. how what is to be procured may improve the social, environmental and economic well-being of a relevant area; 

b. how they might secure any such improvement; and 

c. whether there is a need to undertake consultation on these matters.

ii. It is recognised that there can be no ‘one size fits all’ model.  Under the requirements of the Act consideration needs only be given to ‘matters that are relevant to what is proposed to be procured and, in doing so, commissioners must consider the extent to which it is proportionate’ and so tailored to reflect the service or goods to be procured.

iii. It is the role of commissioners and procurement officers to consider, on a contract by contract basis, the potential social value outcomes that could be delivered through the procurement process and the most appropriate procurement strategy to achieve this.  

iv. Consideration of social value will be integrated as part of the Commissioning Gateway and commissioners will be expected to evidence that social value has been considered as part of commissioning intention plans, SCC decision making process and any associated impact assessments.


v. Social value priorities for the commissioned service area should be embedded throughout procurement activity and be clear in adverts and tender specifications.  Commissioners and procurement officers will be responsible for agreeing social value criteria, as well as being open and transparent in terms of defining how social value elements will be weighted in the evaluation and decision-making processes.  

vi. As appropriate, local communities should be engaged in shaping / deciding what is important to them, as well as engaging with the market to understand their ideas for how they can contribute to social value.  

vii. The manner in which evidence of social value outcomes are to be provided is not prescribed by the Act or this policy.  Dependent on the requirements of each procurement exercise, SCC may choose to specify requirements explicitly within a tender or ask potential providers to come up with their own innovative ideas. 

viii. Applications to provide services from organisations should demonstrate their and, where appropriate, their supply chains’, ability to add economic, social and environmental value above and beyond simply providing the tendered service and provide evidence demonstrating this. 

ix. Measures should be put in place to ensure that agreed social value activity is monitored and tracked as part of any contracting arrangements.

x. To improve transparency, wherever possible and practicable, steps should be taken to enable SCC to report centrally on added social value achieved across the Local Authority through commissioning and procurement arrangements.

xi. Examples of best practice from both within the Local Authority and other local authorities should be developed to inform future commissioning activity.

Responsibility for monitoring and embedding social value across SCC’s commissioning and procurement arrangements will form part of the Commissioning Mobilisation Programme and SCC’s Procurement Strategy.  The Customers and Communities Service will be responsible for supporting commissioners in any future review of this Social Value Policy.

Produced by: 


Chris Phillips, Service Manager Community Development, Customers and Communities 

(21 October 2014)


		Social Value Priority Areas for Somerset:


1. Developing employment, skills and training opportunities, particularly for hard to reach/target groups, for example NEETS, apprenticeships, young people in care and care leavers, armed forces veterans and long term unemployed.

2. Improving health and wellbeing, maintaining independence and reducing inequalities of local residents and employees e.g. employee health and wellbeing schemes, encouraging individuals and communities to take responsibility for their own health and wellbeing.


3. Helping build community capacity and playing an active role in the local community, especially in those areas and communities with the greatest need e.g. allowing community groups to use premises / facilities, allowing employees to volunteer or be trustees.


4. Creating opportunities for micro-providers / small and medium enterprises to be part of supply chains which support Somerset County Council priorities and service delivery. 








It is the role of commissioners and procurement officers to consider, on a contract by contract basis, the potential social value outcomes that could be delivered through the procurement process and the most appropriate procurement strategy to achieve this.  The manner in which evidence of social value outcomes are to be provided is not prescribed by the Act.  Dependent on the requirements of each procurement exercise, SCC may choose to specify requirements explicitly within a tender or ask potential providers to come up with their own innovative ideas. Both quantitative and qualitative measures should be used to assess the impact / difference made and social value benefits achieved.  Below is not an exhaustive list, but provides examples of social value outcomes / objectives which could be considered. 


		

		Indicative Outcomes / Objectives:

		Possible Methods:

		Possible Indicators:



		Environmental

		· The environment protected, waste minimised, energy consumption reduced and other resources used efficiently.


· Improved take-up of recycling.


· Sustainable / alternative modes of transport provided. 


· Improved resilience to severe weather impacts.


· Households brought out of fuel poverty.


· Environmentally friendly and ethically produced goods or practices.




		· Recycling initiatives supported among service users and staff.


· Encourage sustainable transport and alternative modes of transport e.g. cycling, car share, walking.


· Reduce the amount of waste generated.


· Reduce carbon emissions.


· Reduce overall energy consumption / water consumption.


· Increase the use of (community generated) renewable energy.


· Support of households to better manage their energy demands e.g. through improvements in the fabric of their homes.


· Promote initiatives which retain, protect, enhance and/or promote the character of Somerset’s natural environment.




		· Waste generated by x% compared to previous contract and / or reduce the amount of waste sent to landfill by x% compared to previous contract.


· Carbon emissions reduced by x% per year


· Overall energy consumption / water consumption reduced by x% per year


· Generated renewable energy as a proportion of total energy consumption increased by x%


· Support x number of additional households to better manage their energy consumption.


· X number of additional initiatives promoted 

· X number of products or number of companies achieving certification (labelling) to certain standards – e.g. energy consumption, fair trade.


.



		Economic

		· More employment, training and work experience opportunities for the local community.


· Additional local employment, skills and training opportunities for target disadvantaged groups (e.g. under-represented groups, people with physical or learning disabilities, people with mental health problems, NEETs and the long-term unemployed).


· Local people maximise their knowledge and skills and access greater employment opportunities.


· Net migration of young people out of Somerset addressed.


· More opportunities for local micro-providers, small and medium enterprises to enter the supply chain or to provide added value by linking services to local needs.*


* NB care needs to be taken to ensure that EC Treaty procurement principles are upheld.



		· Support new business start-ups by running practical workshops with enterprise clubs.

· Create additional and meaningful work placements / apprenticeships, training opportunities.


· Employ ex-offenders, under-represented groups, people with physical or learning disabilities, people with mental health problems, NEETs, care leavers, armed forces veterans and the long-term unemployed, (or other groups of people who typically face additional challenges in competing in the labour market)


· Support the local economy by spending x% of total expenditure in the local supply chain (i.e. within Somerset).


· Invest in the local Voluntary, Community and Social Enterprise Sector (VCSE) to support service delivery / initiatives.



		· Support x number of new business start-ups by running practical workshops with enterprise clubs.


· Provide X person days / weeks of training / apprenticeship work per £X millions of contract.


· X% of newly created posts employ Somerset residents / students / young people in care or leaving care/NEETs / long-term unemployed or other groups of people who typically face additional challenges in competing in the labour market.

· Attract £x worth of inward investment into Somerset.

· Advertise all / X-type opportunities in local media (Papers, Job Centre Plus).


· Number of new jobs created in Somerset.


· Number of suppliers paying a living wage.

· Number of businesses operating apprenticeship schemes/work placements or mentoring arrangements of which x number are prioritised for young people in care or care leavers.

· Number of local people accessing apprenticeships/work placements within services commissioned.


· Could defined percentage of the workforce to be on trainee and development programmes.


· Level of qualifications achieved.


· Evidencing a reduction in the demand for public services.





		Social

		· Improvement in the health and wellbeing of local residents and employees and health and social inequalities reduced.


· Somerset providers / businesses playing an active role in the local community, especially in those areas and communities with the greatest need.


· A workforce that is representative of the communities we serve, where relevant and proportionate. 


· Equality and diversity in the provision and operation of services encouraged.

· Adults with low levels of literacy and numeracy skills provided with additional educational / training opportunities.

· The fear of crime reduced locally.

· Child poverty addressed. 


· Older people remain active within the community, or in employment.

· Community capacity and resilience improved.




		· Raise awareness/provide support for people to live healthy lifestyles through awareness raising activity, healthy workplace award and supporting an ‘Every Contract Counts’ approach.

· Provide career mentoring and work experience opportunities for job clubs / schools or colleges, Somerset in Care and Leaving Care Councils, including mock interviews, CV advice, and careers guidance.


· Allow community groups to use premises

· Employer-supported volunteering schemes (including as trustees).


· Encourage equality and diversity in the provision and operation of services.


· Positive images promoted and employment of under-represented groups in the workforce improved.


· Coordinate and run a befriending scheme to reduce social isolation for older people / vulnerable groups or financially contribute to existing schemes such as Promise (for vulnerable children and young people in care).


· Train service users to use IT.


· Introduce more family friendly employment policies. 


· Target young people who are involved in / at risk of offending and positively engage them. 


· Provide additional opportunities for individuals or groups facing greater social or economic barriers, including our young people in care or leaving care

· Encouraging older people to remain active within the community, supporting independence.



		· Additional x number of staff / residents / service users supported to stop smoking / increase their physical activity, referral to specialist services.

· X number of additional service users or employees to engage in volunteering or become trustees.


· X number increase in volunteer hours.


· Increase of x number of hours per year in facilities for use by community and voluntary organisations.

· Additional x number of facilities made available to targeted groups.

· X number of hours of business planning support / financial advice / legal advice / HR advice to community and voluntary organisations 


· X% of service users supported to self-help


· X number of positive stories in the national media such as successful employment /apprenticeship opportunities for young people Ieaving care.


· Improvement of representation data in certain industries such as men within care settings, women within engineering and young people in care or leaving care, in the workforce in general.  







� Social Enterprise UK: The Social Value Guide 2012 � HYPERLINK "https://www.cips.org/Documents/Knowledge/social_value_guide.pdf" �https://www.cips.org/Documents/Knowledge/social_value_guide.pdf� 
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		Appendix 1: List of Extra Care Housing Schemes in Somerset - Integrated service

		Housing Provider Name		Scheme Name		Post code		Town/Location		Scheme Capacity		Local District Authority

		Knightstone		Tennyson Court				Taunton				Taunton Deane









Sheet2





Sheet3
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Panel:

ECH provider, Care and Support provider, ASC Advanced practitioner.

Bi-monthly.

Provider to address any changes in daily care plan and continue to revisit opportunities that maximise independence

Redefine outcomes and set new daily care plan

Needs based joint review with SCC Maximum timeframe:  annual

Delivery of plan and daily activity log kept with on-going review

Appendix 2: Provider Pathway for Care and Support Services in Extra Care Housing Schemes









Application on Homefinder Somerset





Continue with service – provider to continue to support outcomes and continue to review

No

Yes

Individual Care and Support Plan

Share plan with SU. 

Standards for care as set in E3 of Service spec 1

Complete SU checklist in 3.4 of Service spec 1

ECH Countywide Allocation Panel

(assess need, allocate placements, hear appeals, manage waiting lists)



Provider to link with local community support networks and micro provider services throughout

Potential for care reduction or discharge?



Joint assessment ASC & HRS





	ASC eligible	Non eligible

HP Informs applicant













	

V1 Jan2016
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Appendix 3: Care and support in Extra Care Housing Governance Arrangements

Programme of monitoring and review meetings







Developing care and support services in ECH

ECH 

Allocation Meetings

Service Provider, Housing Provider, Adult Social Care

Annual Contract Performance Review Meeting

Service Purchaser & Provider

Quarterly development review meetings with Care

Providers

Quarterly development review meetings with Housing Providers

Bi-monthly meetings for ECH on site staff to discuss care and support requirements

Bi-monthly meetings of ECH partners to review local partnership arrangements
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NHS and SCC joint policy



Contract, risk management and quality policy
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Introduction

This policy describes how Somerset Clinical Commissioning Group (CCG) and Somerset County Council (SCC) will monitor and risk manage CQC regulated care providers in Somerset.



This policy sets out our contract reviewing processes, and how we determine the frequency for contract reviews.



It describes what we will do should we identify a quality concern with a provider or, due to size or market position, the provider is regarded as high risk.



The over-arching principle is that both authorities aim to work with all CQC regulated providers and non-regulated CQC providers to share best practice, identify potential quality issues at an early stage and work with them to improve the quality of care, therefore reducing risks to business failure and ultimately ensuring good experiences and outcomes for people using services.



		The Scope of the Policy



		There is a national requirement that all registered care providers meet the Care Quality Commission’s Standards of Quality and Safety.  We expect that all registered care services will meet and strive to exceed these standards.  





		The Council’s Contract Standing Orders (Contracting Procedure Rules) Order number 43 Contract Monitoring and Management requires that:

‘Contracts awarded by or on behalf of the Council must be monitored and managed throughout the contract term to ensure delivery of the contracted good, services or works in accordance with the contract requirement and standard’.



The contract with NHS England expects similar.





		This policy is inclusive of all CQC regulated care providers, including nursing and residential care homes and domiciliary care providers that either organisation has a contract with. Section 2 of this policy applies to both CQC regulated and non-regulated commissioned services. 





		CQC regulated providers operating in Somerset with no contract with either authority will still be accountable to SCC for any quality concerns that may potentially escalate to safeguarding or are identified as a Safeguarding risk under the duties required of the Local Authority as described in the Care Act 2014.





		Non-registered services and those delivering services through Personal (Health) Budgets and/or Direct Payments are expected to meet the requirements of this policy but will not receive the same support to do so. 









		Section 1 – Contract and risk management



		1

		Monitoring quality



		1.1

		The level of contract monitoring and review will be proportionate to the level of risk associated with the care provider.





		1.2

		The risk assessment criteria are:

· annual spend with the provider;

· evidence from routine monitoring, for example, information on quality;

· financial viability;

· market risk;

· complexity and volume of service users.





		1.3

		The ways we monitor quality and determine risk are described below:





		1.4

		1 Web-based self-assessment return

Nursing homes are asked to complete a quarterly web based return operated by the CCG called Quest4Care. Returns are collated by the CCG. Homes that include the provision of both nursing and residential accommodation are also expected to use this.



Other care homes and domiciliary care providers are required to complete a six monthly web based return that is operated and collated by SCC (SAF on-line). Providers will have 28 days to complete their SAF on-line return from the date it is issued. 



Both web-based systems share core questions and a risk based scoring system to ensure equality of approach. Both systems generate an overall Red / Amber / Green (RAG) score. 



The CCG and SCC will work collaboratively when reviewing the web based returns and RAG scores. This includes any qualitative information that is not scored, for example, how you quality assure your service. Any amber or red scores will be discussed with the provider (unless there is already an action plan in place, or the trigger is due to the market place position of the provider (see 6 below)).





		1.5

		2 CQC inspection reports and ratings

Your self-assessment asks that you include your most recent CQC inspection rating and report (or any draft CQC report if not yet published). Your CQC overall rating will be reflected in your self-assessment RAG score. Please note, if you have a CQC overall rating that is “good” but there are some areas ‘requiring improvement’, we will contact you to discuss these areas.



Both SCC and CCG are in regular contact with CQC, and some provider intelligence may be shared this way.



We also monitor published inspection reports for all regulated care services in Somerset.





		1.6

		3 Service Quality Feedback (SQF) information

We use feedback from various sources, for example, staff, service users, family, visitors, public, and independent organisations, for example Healthwatch, to monitor quality. If we are receiving a significant number of SQF’s reflecting concerns, this may put your RAG score at Red. One-off feedback will not normally change your RAG score, but this will depend on the nature of the report. 





		1.7

		4 Other intelligence gathered

Information is gathered from professional teams that access the commissioned services, for example, Social Care workers, Care co-ordinators, Safeguarding and Quality team feedback, Safeguarding whistleblowing, Somerset Partnership staff; District nurses, CPN’s, Primary Link, other authorities who commission services in Somerset



The Safeguarding and Quality Service also monitors for trends, so for example, if several alerts are received that on their own would not normally warrant further action but, when looked at as a whole, may instigate a quality or safeguarding process.





		1.8

		5 Financial risks

If we consider you to fall into a market risk category (see below), you will be required annually to provide SCC with your most recent audited accounts. If we identify financial concerns of a provider, we may require you to submit your most recent audited accounts. This could be individual provider or your provider organisation. Your financial returns will be assessed by the Council’s finance officers and risk scored. A medium or high risk score could trigger an initial discussion with SCC’s Commercial and Procurement team. 





		1.9

		6 Market risk

If we consider your service to be of strategic importance in the market place, for example, you may be the only provider of that particular service type in the geographical area, or, the size of the service and number of customers is significant, then, we will agree with you a contract review frequency to reflect this. 



Key market risk criteria:

· Strategic importance in the market place, such as block providers, specialist services

· Care Providers offering service to 70 plus people





		2

		Qualitative information



		2.1

		Part of the provider self-assessment allows for the completion of free text fields for additional information to be included, or for specific documents to be uploaded. This information will normally be reviewed in advance of any contract review. If there are known or identified quality concerns it will be reviewed on receipt of the information. 



This information is not scored by the system, but could be used by the evaluator(s) to influence a score. This will be collaboratively for services commissioned by both authorities.





		3

		Scoring



		3.1

		If the outcome of your score is:



Green: This will imply there are no current concerns. (Includes; quality and market risk). 



Amber: There are some quality concerns. A decision will be made to either undertake a more frequent contract review timescale, or invoke the Quality Improvement policy. If the Quality processes are used the contract reviews will be stopped until the quality improvement process is concluded. At any time the provider concern safeguarding process may be invoked. 



Red: There are significant concerns or risks identified. Depending on the nature of the concerns/risks will either invoke the Quality policy or the safeguarding processes. 





		3.2

		Green



Red

(Decision)

Amber 

(Decision)













More frequent contract review



Safeguarding

Quality policy

Quality policy

Contract review

















		4

		Best practice



		4.1

		Some qualitative information that you provide may include examples of best practices. We will seek to encourage any identified best practice across all organisations, for example, through the RCPA or Care Focus, to help further improve overall quality and in so doing, service user experience of the services we commission. 





		5

		Frequency of contract reviews



		5.1

		Any service commissioned by the CCG will, as a minimum, have an annual contract review.





		5.2

		Providers deemed to be a market risk will continue to be reviewed annually as defined in section 1.9. 





		5.3

		However, due to the number of the contracts held by SCC, an annual face to face review for all contracts is not possible. Our intelligence monitoring will help us to decide on the frequency of contract reviews. As a minimum SCC contract reviews will be undertaken every 24 months either face-to-face or by phone. 





		5.4

		Contract reviews will use your latest six month SAF on-line self-assessment information as a basis for discussion. 





		5.5

		The frequency of reviews may change for any provider, to reflect the outcome of a subsequent RAG score.





		5.6

		Any provider can request to touch base with their commissioner at any time or request a contract review.





		6

		Contract reviews



		6.1

		Contracts reviews will be led by the responsible commissioner. However there may be input from other commissioners, for example, a nursing home review may be led by SCC, with input from the CCG for the funded nursing element. We will follow the contract review agenda as set out in Appendix 1





		6.2

		The contract manager will:

· make sure that outcomes are delivered as per the specification

· ensure compliance with contract terms and conditions;following up any issues

· arrange and hold a formal contract review with providers at the agreed intervals

· record outcome of reviews, decisions made and actions agreed

· maintain communication with stakeholders about any issues

· monitor corrective action plans if required when following contract review/quality improvement processes (QIM) (this may be a different person if following a safeguarding process)





		7

		Reporting outcomes (performance data)



		

		We will use the self-assessment information to provide a report and trend analysis data to CCG and SSC commissioners and senior management teams. This data will not identify specific providers and is still under development.





		8

		Identified quality concerns



		

		Any action we take will be proportionate to the identified issues and may include the following factors: Significance of the issue; The risk involved; Has the contract been breached; The strategic fit of the service 





		9

		Out of County contracts



		

		We do not undertake contract reviews with Out of County placements. Quality assurance checks will be undertaken both in setting up contracts and through care management review processes. Outcomes of care management reviews will inform quality assurance. It is assumed that more significant quality issues, for example, significant non-compliance or safeguarding will be shared back with Somerset through other local authorities’ quality and safeguarding responsibilities.














		Section 2 - Quality 







		1

		Introduction



		1.1

		This section details the quality standards expected of all providers commissioned by Somerset County Council and Somerset Clinical Commissioning Group (CCG) (Funded Nursing Care, Continuing Health Care, and Personal Health Budgets), and how we will support providers to maintain and improve standards.





		1.2

		It explains the procedures we will follow should a provider fail to maintain the expected standards.





		1.3

		The Quality policy dovetails with the Somerset Safeguarding Adults policy, but the Safeguarding policy remains absolute. Any quality issue identified as part of the implementation of this policy that implies a safeguarding concern will be referred to, and follow, safeguarding processes. 

http://www.somerset.gov.uk/adult-social-care/safeguarding/safeguarding-information-for-providers/ 





		2

		Our quality principle



		2.1

		We commission care that promotes a good quality of life, is person centred and contributes to the individual outcomes desired by service users.





		3

		What we do



		

		We have a duty to monitor the quality of service provided by all care and support organisations in Somerset whether or not the care and support is commissioned by Somerset County Council or Health Commissioners. Please see extract from the Care Act statutory guidance:



14.221 Commissioners from the local authority, NHS and CCGs are all vital to promoting adult safeguarding. Commissioners have a responsibility to assure themselves of the quality and safety of the organisations they place contracts with and ensure that those contracts have explicit clauses that holds the providers to account for preventing and dealing promptly and appropriately with any example of abuse and neglect. 



The full guidance can be found here:

https://www.gov.uk/guidance/care-and-support-statutory-guidance/safeguarding 





		3.1

		The responsibility for providing consistently good quality care lies with care providers. However, we will offer advice and support that helps care providers to:



· Offer their service users a quality of care that is consistently above the CQC standards.

· Improve care quality and consistency when it is falling below our policy and/or CQC’s standards.





		3.2

		If a provider is identified as not meeting quality standards we will invoke this policy, and work with the provider to reach, and aim to exceed, acceptable minimum expectations.





		3.3

		With the permission of the provider we will also, when appropriate, engage with other support organisations, for example the Registered Care Providers Association (RCPA), Care Focus, the CCG Care Home Support Team to provide proportionate support to the quality issues identified. 





		3.4

		If the standard continues to remain below our policy and/or CQC’s standards, or the provider fails to engage with us, we have the right to suspend commissioning services from the Provider until such time that minimum quality standards are met.  We also have the right to terminate our contracting arrangements with the provider in the event that quality standards are consistently not met (see 6.4). 





		4

		Levels of Quality expected from all Care Providers



		4.1

		We expect all care providers to meet CQC’s fundamental standards. They can be found at this link. 



https://www.cqc.org.uk/content/regulations-service-providers-and-managers





		4.2

		To support quality standards, providers will have clear operational guidelines in accordance with regulations and best practice guidance. 





		4.3

		[bookmark: _Toc355363613]Observance of Human Rights will underpin meeting quality standards. 



They are often described by a simple framework of commonly recognised values – the so-called ‘FREDA’ principles: Fairness, Respect, Equality, Dignity, Autonomy



Further details include: 



Dignity and security

· Physical wellbeing – including freedom from intentional or unintended physical abuse or neglect, protection from pharmaceutical, medical abuse or sexual abuse.

· Psychological and emotional wellbeing – including freedom from bullying and threats and disrespectful treatment (including being talked over or ignored); respect for cultural heritage/religion.

· Financial security/security of possessions – including protection from financial abuse and, for those without mental capacity, decisions taken in one’s best interests; freedom to control one’s personal possessions.

[bookmark: _Toc355363614]Autonomy and choice

· Self-determination – including the right to live as independently as possible, to make routine decisions (for example, what to eat/wear), to be consulted about on-going professional decisions and to have a say about the timetable of one’s day.

· Support for decision-making – including a right to information and advice about care options, to be given meaningful choices and time to decide, and to be offered support for personalisation of care.

[bookmark: _Toc355363615]Privacy

· Respect for personal privacy – including modesty when dressing/bathing and privacy when one’s personal circumstances are discussed by others.

· Respect for personal space – including respect for a wish to be alone and for a wish to be intimate with others.

· Respect for private correspondence – including private letters, phone calls and private documents.

[bookmark: _Toc355363616]Social and civic participation

· Friends and family – the right to maintain relationships with family and friends.

· Community participation – the right access the community to participate in community events, to join community groups/associations and to participate in religious or non-religious activities.

· Civic participation – including the right to participate in elections





		5

		What we will do



		5.1

		If we identify a quality issue we will:

· Talk to you about it

· Decide on the significance of the quality issue, and its likely impact on service users.

· Decide if the significance of the issue should invoke this policy and at which level.





		5.2

		If we invoke this policy, contract reviews will be suspended until such time as the quality issue has been resolved. (See section 1 – Scoring)





		5.3

		We may work in partnership with a range of other organisations that could support you (see section 3.3). 





		5.4

		When first raised, if areas of concern are considered to have, or potentially have a significant impact to quality or safety of service delivery on service users, we will suspend any new placements with you, or with that area of service (see section 7)





		5.5

		Following implementation of an action plan, if areas of concern are not improved to a satisfactory level within agreed timescales, we will suspend any new placements with you, or with that area of service (see section 7) 





		5.6

		We will also consider moving existing placements should the safety concern be critical to the individual’s welfare, following the Somerset Safeguarding Policy. 

http://www.somerset.gov.uk/adult-social-care/safeguarding/safeguarding-information-for-providers/ 





		5.7

		We have the right to suspend any block contracting arrangements (including payments for void rooms).





		5.8

		The needs of service users will always be paramount. We will make every effort to make sure that individuals remain in control and have choice about the care and support they receive.  Best interest meetings, including the relevant family members and/or friends (and in their absence an Advocate or Independent Mental Capacity Advocate) and professionals, will be held for those unable to make decisions about changing services (moving to a different provider) as a consequence of a service no longer being commissioned.





		6

		What we will do if this policy is invoked



		6.1

		We will always contact you to discuss identified quality issues before invoking this policy.  We will:

· Meet with you to discuss the areas of concern

· Ask you to produce an improvement plan identifying the tasks to be undertaken (unless the areas of concern are already being addressed in an improvement plan agreed with CQC)

· Allocate responsibilities for action and timescales for completion

· Review progress on the action plan. (the timescale will be set to reflect the nature of the concern)

· Decide on any further action following review





		6.2

		Depending on the nature of the concern, and with the need to be transparent we may also write to all service users and their families, or arrange a joint provider / health and social care meeting with service users and their families to explain what is happening. This will make sure everyone receives consistent and accurate information and that any anxieties are appropriately managed. We will do this in partnership with you.





		6.3

		If 6.2 is invoked we will write to everyone again when the matters are resolved





		6.4

		If the quality issues remain unresolved or improvements are not sustained and evidenced by CQC and/or Safeguarding outcomes we may terminate our contract with you. We will:

· Arrange to meet with you to discuss this 

· Write to all service users / family to explain the situation and what we will do and how we will support them

· Support service users to find alternative services or care home residents to find other suitable accommodation, or

· Agree an exception for any service user who chooses to remain with the provider or resident(s) who decide to remain living in the care home, as long as the provider remains CQC registered, and that the service user fully understands what this means.





		6.5

		If a provider consistently does not meet CQC compliance standards, or standards fluctuate, we may decide to continue to suspend making new placements for a minimum period of at least six months, even after CQC compliance is achieved, to make sure that the provider is able to demonstrate sustained improvement.





		6.6

		If a provider is consistently non-compliant in meeting CQC standards and shows no improvement over time or ability to sustain improvement, we will formally inform the provider that they are in breach of contract and follow the formal process to cease our commissioning arrangements with that provider.





		6.7

		The full operational implementation processes can be found in the separate document “Somerset Quality policy – Processes and guidance” 





		7.0

		Managed Placement Memorandum



		7.1

		Where we have significant concerns about quality or safeguarding and our commissioning position has been changed to reflect this, we will add the name of provider to our internal managed placements memo so that staff are aware when considering placements. This will only be implemented following discussion with you at a Quality Improvement meeting or Provider Safeguarding meeting.





		7.2

		Only Adult Social Care senior managers can authorise a change of commissioning status. 





		7.3

		The Managed Placements Memo is a confidential memo shared only between local authority and health staff involved in supporting people to find care and support in the community and in care homes. Staff will first contact the named manager before making contact with that provider, so that they can be fully aware of the issues and to enable them to discuss them with their service users and families if appropriate. 





		7.4

		When the quality and/or safeguarding issue(s) have been resolved the senior manager will ask for the provider details to be removed from the list immediately and it will be re-issued.





		8

		Reviewing this policy



		8.1

		This is a working document and will be revised as required and as a minimum once a year. We will update this policy in line with any changes CQC make to their regulatory framework.
















[image: SCC logo white out]Appendix 1

Contract Review meeting agenda











		act Review Meeting

Provider:   xxxxxxxxx

Date;:   xxxx

Time:   xxxxx

Venue:   xxxx



Attendees

Contract Manager: xxxxxxxxxx

Somerset County Council : xxxxxxxx

Somerset Clinical Commissioning Group: xxxxxx

Provider: xxxxxxxxx





		Agenda

Agenda



		1.

		Tour of establishment (if appropriate)

		



		2.

		Welcome and introductions

		Contract manager



		3

		Call for any items of AOB

		Contract manager



		4

		Notes/ Actions from any previous meeting

		Contract manager



		6

		SAF on-line discussion – including any agreed action plan

		Contract manager and Provider



		8

		Provider developments

		Provider



		7

		Somerset County Council update and future commissioning plans

		Contract manager



		9

		Confirmation of contract arrangements

		All



		10

		AOB

		All



		11

		Confirmation of decisions and actions 

		Contract manager



		12

		Date of next meeting (if applicable)

		All
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		Version control



		Draft 1

		Aug 15

		Andrew Palk & Christine Hale



		Final for testing

		Sep 15

		AJP



		Final

		July 16

		AJP



		

		

		



		

		

		



		

		

		







Contents



		Topic

		Page



		Introduction

		13



		Risk Management

		13



		The stages

		13



		Expectation of Care providers

		14



		Formal Stage 

		



		Appendix 1 – Template to confirm arranging Quality Improvement meeting (QIM)

		15



		Appendix 2 – Template for QIM agenda 

		16



		Appendix 3 –  Template for QIM notes and actions

		17



		Managed Placements Memorandum: Instructions and Template

		18












Introduction

This document provides the detailed guidance and processes to follow should a care provider be found to be requiring improvement, as per Somerset’s Quality policy for care and support.



It provides a consistent and fair approach to how Somerset will support providers who fail to meet fundamental standards.



It covers the things to do for all types of scenarios, but the lead officer should take and use the relevant information and steps that best suit the particular situation. 



Risk management and escalation

We will first use our risk management framework to decide whether to follow the quality policy or our Adult at Risk Safeguarding processes. 



If the quality policy processes are used, it may escalate to use of the safeguarding processes at any time depending on the nature of the concern and/or the rate of improvement.



The Quality policy processes:



The stages

There are two stages to the way we approach quality issues:



Informal stage: We may follow up with the provider, either by phone or an informal face-to-face discussion to explore the concerns and what actions have been taken to address them. We will confirm the outcome of these discussions by email with the provider. The outcome from this stage could either address the concerns with no further action or lead to the formal stage. 



Formal stage one: 

We will apply the formal quality policy framework, see appendices. This will suspend the formal contract review schedule. This stage will also consider our future commissioning position. This may also include the NHS commissioning position. 



This stage may include invitations to meetings, which will include all relevant agencies.  



The Formal stage may initiate use of the Provider Service Safeguarding framework policy, if risks are deemed across a service.



Initiating decommissioning of services as a result of sustained lack of improvement in meeting CQC standards will only take place using the Provider Safeguarding framework policy and/or the Business Failure policy and processes.

























Expectation of care providers in Somerset

Somerset County Council has in place a Quality policy within our contract framework that we expect all providers to follow. 



In addition, we expect, as part of our partnership working commitment, that providers alert the Council when they appear to have a problem, which maybe too early to call a “quality” issue, but it could develop into such an issue.  



We recognise that at this early stage, the provider may have internal plans to deal with the issue, but by working together to understand the problem, may help an early resolution. 

We expect providers to tell us when they start receiving a growing level of complaints / concerns, or when their business arrangements / changes may result in an impact on care delivery.



We can then work with the provider to minimise the impact and help our staff to understand the issues, who in turn, may also be getting feedback from service users. 

We can develop action plans with the provider, which could be shared with all staff, to help manage a situation. 



We understand that demand on services is high which may create capacity problems, particularly at particular times of the year. By embedding a practice of early identification and good communication and putting in place action plans we hope will help to reduce some of the impact. 



We also require providers to tell us if they have a CQC inspection and provide us with the outcome of the draft inspection report. 






[bookmark: _Process_2][bookmark: _Group_Manager_to]

		Appendix 1 – Formal stage: Template to confirm arranging QIM 







This template is for guidance only and should be adapted to reflect individual discussions / circumstances.



		Type Name & Address

		Please ask for:

		Your reference:



		

		

		     

		

		     



		

		

		Direct dial:

		

		Our reference:



		

		

		[bookmark: Text4]     

		

		     



		

		

		Fax:

		

		



		

		

		     

		

		



		

		

		Date:

		

		E-mail:



		

		

		     

		

		     





  



[bookmark: Text9]Dear      





Quality Improvement Meeting 



[bookmark: Text10][bookmark: Text11]Further to our phone conversation on Insert date I am writing to confirm that we will meet on insert details [or clarify likely timescale for meeting], to discuss the quality issues and the impact this may have on service delivery.



At this meeting we hope to understand more about the reasons for the quality issue/s and agree how we can support you [select appropriate text: to meet the CQC actions and recommendations outlined in the inspection report / improve the areas identified through our quality feedback information]. We will discuss your improvement plan, or help you to draw up an improvement plan if you don’t already have one in place. 



We expect the company owner (or Senior Regional / Area Manager of a corporate provider) and Manager to attend the meeting. It will also include Insert attendees 



We will confirm our commissioning position with you and discuss any further action to take concerning:



· suspension of new placements or placing with restrictions

· sharing concerns with service users and their families



These matters will depend on the nature of the quality issues and the outcomes of our discussions.



I have attached / enclosed our quality policy for your information.



If you have any questions, please contact me on the above number





Yours 




		Appendix 2 – Formal Stage: Template for QIM Agenda 







[bookmark: _Agenda_for_improvement_1]This template is for guidance only and should be adapted to reflect individual discussion / circumstances.







Quality Improvement Meeting for [insert name of provider]



[Insert date, time and venue]



Agenda





1. Welcome and introductions



2. Agree any other business from attendees



3. Reasons for the meeting 



4.  Feedback about the recent CQC Inspection report / quality feedback information



      5. Recent safeguarding investigations and impact on quality concerns 



      6. CQC action improvement plan or / actions points for improvement plan with ASC  



7. Provider support/ training needs, for example, RCPA, Care Focus, CCG Care Home Support Team

          

      8. Commissioning position / Special Placement memo.



9. Communication plan to service users / relatives / press (if appropriate)   

      

10. Any other Business



     11. Summary of actions



     12. Date of next meeting or revised Contract review date


























		Appendix 3 – Formal stage: Template for QIM notes and actions 





[image: SCC logo white out]







Quality Improvement Meeting: Formal Stage 1

Notes and actions record



Date: 



Provider: 



Venue: 





		Attendees



		Somerset County Council

		



		Provider

		



		Other stakeholders

		



		Apologies

		











		Agenda Item

		Key Discussion Points

		

		Action by

		Date



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		












		Appendix 4 - Managed placements







Instruction



To ensure consistency and evidence based decision making in relation to restrictions, suspensions and recommencing placements, please follow the following process.



Collate all of your evidence in relation to a particular provider and share this with the provider. Where there may be a need to restrict placements, if at all possible this should be instigated by the provider. Where this is not possible, mutually agree, as a last resort, a decision to restrict, suspend or recommence. 



Make recommendation and seek agreement from the Safeguarding ad Quality Strategic Manager and the relevant Strategic Commissioning Manager. 



. 







 

[image: http://www.somerset.gov.uk/irj/go/km/docs/CouncilImages/SCC/Images/Resources/SCC%20Logo%20Strapless%20Small.jpg]

Managed Placements                               

(Updated [insert date])

                                                                            		                                                                                   

This document is a confidential memo shared only between local authority and health staff involved in supporting people to find care and support in the community and in care homes.  



The Managed Placements Memo is in three parts. We will add to this list the name of any provider where we have concerns about quality or safeguarding that impact on future placements.  

		RED



		The first section refers to providers where SCC is not currently agreeing new placements



		AMBER

		The second part is where SCC has put certain restrictions on placements





		GREEN

		The third is where restrictions have been removed since the last published list and SCC are now placing 







Red and Amber: Staff must first contact the named Manager before making contact with the provider so that they can be fully aware of issues to enable them to discuss these with their service user if appropriate.



Only the Manager (Strategic Manager / Service and Operations Manager / Commissioning Manager) involved with the discussions with the provider can recommend and add the provider to the memo following confirmation by DASS or Director Operations. 



This MP Memo will also include an update on the CCG’s commissioning position for CHC.



When the quality and/or safeguarding issue has been resolved the Manager will recommend change or removal of the provider following confirmation by the DASS or Director of Operations. The list will then be re-issued,



CH 	 =	Care Home

HCA	 = 	Home Care Agency

SL	 = 	Supported Living



RED - NOT CURRENTLY PLACING



		Type of Service

		Name and address of service provider

		SCC contact name and telephone number 

		Date added 



		Taunton



		

		

		

		



		



		Mendip



		

		

		

		



		



		Sedgemoor and West Somerset











		South Somerset 



		

		

		

		







AMBER - PLACING WITH RESTRICTIONS



		



		

		

		

		







GREEN – RESTRICTIONS REMOVED, SCC NOW PLACING



		



		

		

		

		











AJP Live V1 July 16
19
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This paper explains the processes to follow for re-starting an existing package of care funded by Somerset County Council.

Background

Hospital ward staff, through their discharge planning process, are ultimately responsible for the safe discharge of their patients.


The process outlined below encourages a “professional-to-professional” approach aimed at improving the discharge process and outcomes by eliminating second and third hand communication where possible.

The emphasis is on ward staff leading the discharge planning process involving others in the planning if required and making decisions that are in the best of the interest of the patient to facilitate safe, but timely, discharge. 

When ward staff decide that the person is safe to go home they can re-start existing care arrangements with no involvement from social care professionals if there is no change in the person’s needs.  Alternatively they can ask for existing packages to be amended or new packages to be set up via the Health Interface Service if needs have increased.

Benefits 


Ward staff can communicate directly with care agencies to ensure adequate arrangements are in place.  Care agencies are provided with first-hand information about planned discharges and can plan appropriately.  Equally, care agencies can offer ward staff first-hand information that may be relevant to the discharge process and/or the person’s future care needs.

 


Bureaucratic processes may be significantly reduced, for example, in many cases it will not be necessary to issue a notification of discharge to the Health Interface Service and a new care order will not be required. 


Appendices (below)

Please note, Social Care now have Health Interface Service teams (HIS) linked to all hospitals to provide social care input when required to support discharges. 


Appendix one –Ward process


Appendix two –Health Interface Service process 


Appendix three –Care agency process

Appendix four – Care provider checklist


Appendix one


Ward process
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Appendix two


Health Interface Service process













































Appendix three


Care agency process
























Appendix 4

Care agency checklist


		This is a list that care providers may use during a conversation with ward staff to help make sure it is safe to re-start a care package.



		· Reasons for admission


· Has the person had any surgery, if so what?


· Have the person’s needs increased whilst in hospital? 

· Has the person’s mobility improved or declined

· Are they weight bearing?

· How are they mobilising and transferring? Is the relevant equipment in place if required?

· Is there an increased risk of falls?

· Details of medication upon discharge (any changes to meds and will there be sufficient supplies to support discharge) 


· Are there any specific nutritional needs? 


· If the person lives alone are they able to access food and drink?


· Utilities: Do they have electricity and heating?


· Is there any rehabilitation potential and if so has the Independent Living Team been involved in the discharge planning? 

· Have adaptations been recommended? 

· Has there been any decline or improvement in the person’s cognition or memory? 

· Do they have any night time needs? If yes, how are these to be met once at home?

· Is there anything that could affect the individual’s capacity or willingness to call for help?

· Is there a lifeline? Is one needed?


· Agree/confirm discharge date





Appendix 5:



Re-starting a package of care following a stay in hospital 











Is there an existing care package?







No�







Yes�







As part of discharge planning, contact the care agency. Discuss how patient functioned before admission and how they function now. Use checklist below (appendix 4). Will existing arrangements adequately support the person when they return home?







Would a care package be essential to support a safe discharge?







Yes�







No�







No�







Request hospital physio / OT to assess functioning







Yes�







Contact the appropriate HIS team.  Discuss the case. Can the worker make a judgment over the phone and put arrangements in place without a visit? 







No�







Yes�







Arrange suitable time for HIS worker to visit ward to help understand patients’ needs and inform discharge planning.







HIS worker to make suitable arrangements, inform ward when in place.







Inform care agency of discharge date and arrangements







Inform carers / family of discharge 







If patient condition changes inform ALL and start process from the top







Discharge







Receive phone contact from ward. 







Is there an existing package in place? 







Yes�







No







Would a small amendment help secure a safe discharge that could be arrange over the phone?







Are you able to arrange a care package with the information provided by the ward? 







Yes







No







No







Yes







Order care package as appropriate and inform ward of start date 







Arrange time to visit patient on the ward to help inform discharge planning 







Yes







Arrange review visit to see SU at home  







Would a care package be appropriate to support discharge? 







Decide if on-going HIS would be beneficial, or transfer to Community Team. 







No







Help support alternative arrangements. 







Receive contact from the ward. Discuss how the service user is currently functioning (compare to pre admission). Use checklist (appendix 4). Can existing care arrangements be re-started? 







Yes�







No�







Explain that from the information provided it appears the patient’s needs have changed. Ask the ward to contact HIS to provide input to discharge planning arrangements (which may result in a package change).







Inform SCC CSC of package suspension and re-start date 







Re-start care package 







Inform SCC if package review required. 
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Appendix 6: Sharing of Information Protocol


		1.0    Introduction 






		1.1

		This protocol is an agreement between the Parties to this Contract to govern the sharing of information and satisfy statutory and mandatory requirements.





		1.2

		The protocol sets out the obligations on the Service Purchaser and the Service Provider and their Employees, Advisers and Sub Contractors who need to:

· Share or disclose information about Service Users to streamline care processes


· Maintain appropriate confidentiality





		1.3

		Each organisation will remain legally responsible for control and ownership of the information within their organisation as required within data protection legislation.





		1.4

		The Parties must ensure that all reasonable care is taken to ensure that the information remains confidential. They should ensure that they have a code of confidentiality for their organisation and that all staff whether employed or voluntary are bound by this code of confidentiality. This includes storing information in lockable storage cabinets with restricted access to keys, and effective password control on electronic systems.






		2.0       Caldicott Guardians and designated Officers 






		2.1

		All statutory health and social care organisations will each have a Caldicott Guardian, who for the purposes of information sharing will be the designated authorising officer. Non statutory organisations will need to nominate a Designated Officer for this purpose also.






		2.2

		The Designated Officer may identify a deputy to process or initiate requests for personal information.





		3.0       Sharing of routine information 






		3.1

		A routine disclosure of information is one that happens as a matter of course during the intervention process which is relevant to the care or treatment of an individual.





		3.2

		Before providing information about Service Users  health an social acre professionals must


· Inform the service user that basic information will be shared


· Anonymise the data wherever possible


· Keep disclosures to a minimum


· Ensure there is a justifiable need for the recipient of the information to know it


· Seek and document the service users consent to disclosure wherever possible.






		3.3

		Express consent will not be needed where the information is being shared for the purposes of care and treatment and the administration and planning of health and social care services but service users should be told in general terms of the kind of NHS and social care purposes to which the information about them may be applied.





		3.4

		The Service Provider may only disclose to a third party information gained from the Service Purchaser, after it has obtained written approval to do so from the Social Services or Somerset Partnership Caldicott Guardian, (or delegated authority). If service user consent for disclosure is requested, this may result in the service user denying consent and the Service Purchaser being unable to disclose any information, unless points 1 or 2 are applicable.






		4.0       Sharing of non-routine information  





		4.1

		A non-routine disclosure would be to the police, probation service, non NHS or local authority organisations, auditors, researchers and request for information under the Crime and Disorder Act 1998 etc.





		4.2

		The person requiring the information from another organisation should submit a request in writing through the Designated Officer.





		4.3

		Before releasing the information the Designated Officer must ensure that 


· The request is from a Designated Officer or nominated deputy appointed by the organisation requesting the information


· The information is required to protect, support and care for service users or falls within the exceptions within the Data Protection Act 1998


· A record setting out the request and grounds for disclosure is kept.






		5.0       Onward transmission of personal data






		

		The disclosing organisation retains control and ownership of the data and any recipient must undertake not to disclose it without the consent of the original data controller.






		6.0      Obtaining consent





		6.1

		Consent will be sought from the Service User at the first contact with any of the organisations that are Party to this Contract. Their record will then be flagged with their wish. The Service User will be made aware at this time that if he/she gives consent all professionals involved in their care could see their information.





		6.2

		Should the Service User wish to withdraw consent this can be done at any time by contacting the Designated Officer of each organisation. The consent flag will then be removed and all Parties notified.





		6.3

		Information regarding a deceased Service User should be treated with the same confidentiality as if the individual were still alive. Information should not be released without the consent of the individual’s executors or close relatives who have been fully informed of the consequences of disclosure.  All such information requests should be in writing to the relevant Designated Officer.






		7.0        Recording consent





		7.1

		Organisations must have a means by which an individual or their guardian can record whether they give consent to the disclosure of personal information and what limits, if any, they wish placed on that disclosure.






		7.2

		These limitations should only be overridden if there are statutory grounds for doing so and it falls within the exceptions stated in the Data Protection Act.





		8.0        Disclosing information without consent





		8.1

		Passing information without consent places both individual Employees and organisations at risk of prosecution.






		8.2

		The disclosure of personal information without consent must be justifiable on statutory grounds and it falls within the exceptions stated in the Data Protection Act.





		8.3

		Under current law nobody is empowered to give consent to disclose Service User records, except in exceptional circumstances.  If a person were unconscious or unable to give informed consent due to a physical or mental condition, decisions to pass on information would, in practice, be taken by the professionals involved, taking account of the Service User’s best interests, any known advance directives, and the views of relatives or carers.  If a Service User had previously refused to allow information to be shared (and this had been agreed), unless there are overriding considerations to the contrary the instruction should stand.





		8.4

		In exceptional circumstances, disclosure may be made against the service user’s wishes due to statute or court orders, where there is a serious public health risk, risk of harm to other individuals or for the prevention, detection or prosecution of serious crime. Any decision to release information in these circumstances, where a judgment is required, will be made by the Service Purchaser’s Caldicott Guardian.






		8.5

		If information is disclosed without consent then full details will be recorded about the information disclosed, the reasons why the decision to disclose was taken, the person who authorised disclosure and the person to whom it was disclosed.






		9.0       Transfer of personal information 





		9.1

		Service Users must be made aware of 


· why their information is being collected


· what the organisation will do with it


· who the organisation might share it with






		10.0     Use of personal information for purposes other than that agreed





		10.1

		Any information disclosed, (including aggregated or anonymous information), should not be used for any other purpose other the one stated at the time of request. To use the information for any other purpose requires written justification from the Caldicott Guardian.
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		Care workers and social care staff clinical tasks and medicines policy







Joint policy to assist frail, older and vulnerable people and adults with disabilities in the community with the administration of their medicines and clinical tasks.


This covers top-level agreements and guidance for Social Care / Supported Living / Care Providers / Somerset Clinical Commissioning Group. Care providers have additional detailed policies explaining working practices.

This is a working document and will be reviewed and revised regularly


Date of policy: April 2010 


Last reviewed and amended: May 2016

Next review due December 2016
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		Contact for queries


If you have a question or query relating to this policy please contact Andrew Palk by email AJPalk@somerset.gov.uk

He can then put your question to a virtual panel which has representation from all organisations.





Glossary and definitions


		Care manager

		SW/DN/CPN who has the main responsibility for co-ordination of the care package



		Care package 

		Services such as home care/domiciliary care purchased/arranged by health/ASC



		Care plan 

		The document that outlines service users needs and how they will be met, identifying the care package needed for the service user



		CCG

		Clinical Commissioning Group



		Clinical professional

		Health professional responsible for communication / training of patient health care tasks



		CPN

		Community Psychiatric Nurse



		CQC

		Care Quality Commission



		DCS

		Domiciliary care staff employed by the provider



		DN

		District Nurse



		DNAR

		Do Not Attempt Resuscitation



		GP

		General Practitioner



		Housing related Support

		Preventative service for housing related support funded by SCC



		MAR chart

		Medicine Administration Record – documents all of a service user’s current prescribed medicines, including externally applied and as required (prn) medicines.



		Medicines

		Examples of medicines include tablets/capsules/liquid medicines, ear/eye drops, dressings, creams/ointments, anti-embolic stockings and inhaler devices



		Nurse

		District Nurse / Community Nurse / Community Psychiatric Nurse



		PEG

		Percutaneous Endoscopic Gastronotomy



		PPE

		Personal protective equipment



		Prescriber

		GP/Doctor/Consultant and non medical prescribers who prescribed medication



		PRN

		Pro re nata (as needed)



		Provider/s

		Independent home care/domiciliary care provider



		Service user

		The person in receipt of the domiciliary care service provided



		SCC

		Somerset County Council



		SW

		Social worker





1
Introduction


This policy provides domiciliary care managers and their staff, who work for care providers registered with CQC to provide personal care, with a guide to good practice about supporting service users with their medicines. It sets out the maximum that commissioners can expect from domiciliary care providers. Individual providers will have their own detailed policies that will follow, but not exceed, the principles and tasks as set out in this policy 


It details:


· The difference between assisting someone with medicines and administering medicines to them


· Specific health care tasks that may be carried out by domiciliary care staff (DCS) 

· Recording 


· Training and competencies


· Procedures


This policy supports key regulations as set out in the CQC Regulations for service providers and managers that are taken from The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014. Namely:


· Regulation 9 – Person Centred Care


· Regulation 10 – Dignity and respect


· Regulation 11 – Consent


· Regulation 12 – Safe care and treatment


· Regulation 13 – Safeguarding people from abuse


Key Points


DCS are employed primarily to provide social care and should not undertake tasks that would normally be completed by trained nursing/medical personnel, even though some DCS may have nursing qualifications. Parents/relatives/carers should be made aware that nursing care will not be provided by DCS.  Some nursing care tasks may be requested from health care staff to be undertaken in care establishments.

The responsibility for all delegated health care tasks remains with the clinical professional. Accountability for delivering the health care task is with the DCS providing the clinical professional and their employer has deemed them competent (see section 6). Training records must be completed (see appendix 7).


Any DCS who fails to follow the procedure following training will be the responsibility of the employer, unless it is proven that the training has not complied with the standard required. If this is the case the lead healthcare trainer is accountable for the individual and specific tasks.


Care providers must make sure that DCS job descriptions includes a reference to “adherence to all employer polices” 


Any concerns with the management or use of medicines or controlled drugs should always be raised with the accountable officer for the organisation.


Any concerns with the care provision should be raised with the care manager or the lead for vulnerable adults.

Housing related support workers do not provide personal, domestic or health care. They will provide support for advocacy with health professionals over medicines, but do not administer or assist service users to take medication, but may carry out tasks outlined in section 3.1. In some cases DCS will also be carrying out housing related support through a joint contract. The distinction between the tasks and outcomes of the two roles will be made clear in the service user’s care and support plans.


Providers registered to provide treatment of disease or disorder of injury are not required to follow this policy.

2
Principles of the policy


Definitions


*Please note these definitions are as described by CQC for care workers and social care staff. The guidance for health staff may be different*

		Assistance with administration means that the service user defines and selects what medicine they require and the DCS assists them with this task. The service user is in control. Reminding a person can also be defined as assistance providing they have the capacity to refuse - but see section 3.1(a).



		Administration of medicines means that the service user is unable to ask for their medicine and needs to be reminded, or where the medicine is directly administered by the DCS. 





2.01 
As a general rule people should be encouraged to administer their own medicine and all options to facilitate self-administration, such as reminder charts or compliance aids, must first be explored. However, there are people who are unable to manage this task on their own and have no alternative source of assistance. Many of these people receive domiciliary support from DCS employed by Domiciliary Care providers under contract to Somerset County Council.


The County Council has agreed that there are circumstances where service users may receive help with the administration of certain medicines from DCS employed by independent providers. This policy is designed to safeguard those unable to administer their own medicines and those undertaking the task.


2.02 Implementation of the guidance is dependent on close co-operation between Health and Social Care in partnership with providers. An assessment by a SW must confirm a need for assistance with or administration of medicines. More complex cases may need a joint assessment with a DN/CPN. The Lead Professional must include the Pharmacist in the decision making process. The DCS key workers who take the lead on medicines for the service user should be clearly identified on the care plan.


It must be emphasised that this guidance and agreement means that Social Care or providers of domiciliary care: 


· Will undergo training regarding the administration of the agreed medicines and be signed off as competent by their employer.


· Will rarely accept referrals just to administer medicines, eye/ear drops and anti-embolic stockings. However if a person is at risk and meets the National eligibility criteria for care and there is no alternative person able to undertake the task they may be agreed on an individual basis. All alternative solutions must have been explored and exhausted.


· Will only provide assistance[1] with any ‘as required’ medicines to a service user (see appendix 10) when delivering a care package when there are clear instructions in the care plan and on the label of the medicine for:


· the specific circumstances when the medicine is to be used 


· what dose of medicine is to be taken.  


· Will only obtain or collect prescriptions in exceptional circumstances.


2.03 The guidelines are intended to assist staff when they help service users to take their medicines, ear/eye drops during routine visits for other purposes. They are not being asked to accept responsibility for ‘managing’ or ‘monitoring’ medication programmes.


2.04 Providers will have their own individual policies detailing how they will deal with Over the Counter (OTC) medicines.


2.05
All tasks that are undertaken by DCS must be recorded in the service user’s record. The service user retains the right to refuse to take their medicines and staff assisting must respect this right. Under no circumstances should any staff assisting a service user try to force the user to take their medicine, or disguise it in their food or drink. Forcing a service user to take a medicine would constitute an assault. (Please see section 12.7 Mental Capacity Act). A clear process of what to do in these circumstances will be delivered by the Provider.

2.06
The service user must agree in writing to the provision of assistance and this agreement is believed to be valid during the period of assistance. (Please see section 12, Mental Capacity Act and appendix 1, consent form).


2.07 In the event of someone having no capacity (as defined in the Mental Capacity Act), the GP or prescribing practitioner must be consulted about establishing arrangements for administering medicines that protect both the service user and the DCS.


2.08 The Prescriber will require assurance that a DCS has received appropriate instruction and aids for each individual service user and that they are competent to undertake the task (see appendix 6).


2.09 Under no circumstances should a DCS take any instruction from a family member/ third party /non health professional to administer medicines in a way that is non-compliant with the prescriber’s instructions.


2.10
DCS may administer prescribed medicines to the client for whom the medicines have been prescribed. However, administration of medicines by invasive techniques is the responsibility of the Health Service. For example, subcutaneous and intramuscular injections. 


2.011 Both assistance with and administration of medicines must be approved by the Provider or Health as appropriate. 


2.012 The DCS must have received the necessary training and guidance and will be signed off as competent by the Provider or Health before undertaking the tasks. The DCS should be aware of the escalation plans in place for the service user (see appendix 6). 


2.13
DCS should check that the fridge appears to be working correctly if the medicines are stored within it.  If the DCS has a concern with the temperature they should inform the service user or their family to make the appropriate changes. This should also be reported to their manager and an agreed course of action discussed. 

3
Definitions of Assisted Clinical Tasks


a) There are important conditions attached to each level of task that must be fulfilled before a DCS undertakes any care. It should be noted that because a task appears on a list, it does not mean that a DCS will automatically perform the task. DCS are not obliged to carry out any task that has not been agreed in this policy. 


b) Care should be taken by staff not to confuse intimate personal care tasks with clinical tasks.  Intimate personal care will often be necessary to allow a clinical task to be carried out.


c) All tasks that are undertaken must be recorded in the service user’s records and documented using the appropriate appendices attached (for example, for application of medicated patches use appendix 4). 


Categories of task:


Training for tasks is the responsibility of the care provider. Approval and sign off of competencies is normally the responsibility of the care provider accept for those tasks listed in 3.3b


3.1


		Level one – General Support. Also called Assisting with medicines


The DCS is always working under the direction of the person receiving care. 





The support given may include some or all of the following:


a) An occasional reminder or verbal prompt. This should be no more than once a week. A persistent need for reminders may indicate that a person does not have the ability to take responsibility for their own medicines and should prompt a review of the person’s care plan.


b) Collecting medicines from the pharmacy in exceptional circumstances.


c) Manipulation of a container, for example opening a bottle of liquid medicine or popping tablets out of their original pharmacy dispensed packaging at the request of the service user and when the DCS has not been required to select the medication.


d) Requesting repeat prescriptions from the GP.


e) Returning unwanted medicines to the pharmacy (see section 10).


f) When the person receiving the care asks the DCS to put out their medicine to enable them to take it at a later time. This should only be permitted following a risk assessment and in accordance with the Handling of Medicines in Social Care. 


g) If medication has not been taken and this is clearly visible, the DCS will document this in the client’s notes and inform their manager who will report this to the clinical professional.


3.2


		Level two - Administering medicines/clinical tasks (Acceptable Tasks)


The task is within the range of activity normally undertaken by DCS who have received the appropriate training, and are signed off as competent by their registered manager, following the Department protocol. See section 5.


DCS should only administer medicines from the original container, dispensed and labelled by a pharmacist or dispensing GP.


Where these conditions are not satisfied, the responsibility for the task remains with the Health Service.





Administration of medicines may include some or all of the following:


a) The DCS selects and prepares medicines for immediate administration from the packaging as supplied by the pharmacy in accordance with the current MAR chart.


b) Administration of liquid medicines.


c) Application of topical creams and ointments where skin is unbroken.


d) Administration of ear drops, eye drops and eye ointments


Acceptable clinical tasks include:


e) Inserting hearing aids, fitting supports (trusses), artificial limbs, braces or non-prescription support stockings. 


f) Basic mouth care.


g) Timely reporting of any problems about pressure care in relation to prevention and good practice to prevent skin breakdown.


h) Replacing a bag to an existing urinary catheter, emptying and measuring urine, if required. (If a care package is shared between providers just use one chart for monitoring activity. A lead provider must be identified).

i) Administration of PRN (as required) medicines (see appendix 10)

j) Applying a replacement dressing, without otherwise cleaning or treating the site (as a first aid measure) 


3.3


		Level three: Specialised techniques (Negotiable Tasks: for individual service users)


These health care tasks may be performed by DCS, in agreement with the Provider. The individual DCS will need to feel confident, have been trained by the Provider or Health and be willing to carry out this higher level of task. This will have been negotiated between Health, Provider and the service user following the agreed protocol (See section 4). The prescribing practitioner remains clinically accountable. 


Where these conditions are not satisfied, the responsibility for the task remains with the Health Service.





This section may include some or all of the following:


3.3a (signed off by provider)


a) Administering patients own oxygen-which will be stored safely, following risk assessment procedures


b) Assisting cleaning around gastrostomy tube sites


c) Changing/replacing colostomy bags


d) Changing/replacing ileostomy bags


e) Changing/replacing urostomy bags


f) Cleaning of a supra-pubic urinary catheter site


3.3b (signed off by a registered professional)


a) Administering anaphylactic pens, as an emergency procedure only


b) Assisting the service user with the taking of a capillary blood glucose test before they self-administer insulin.


c) Administering pre-set doses of insulin (dependent on glucose reading and advice taken from clinical professional when required as set out in the care and support plan). Also see Exception Circumstances – Appendix 6


d) Administering rectal diazepam, only as an emergency procedure and subject to on-going review


e) Administering routine, pre-measured doses of medicines via an inhaler with a spacer if needed or nebuliser as a regular procedure for chronic conditions only.


f) Administering suppositories


g) Administration of liquid buccal Midazolam for status epilepticus


h) Administration of medicine through a gastrostomy tube (PEG)

i) Administration of regular rectal enemas. (Administration of phosphate enemas is only permitted following a risk assessment and only used in Learning Disabilities service in consultation with the health service).


j) Assisting with gastrostomy tube feeding, by attaching feed tube to PEG where not associated with medication and where the condition is stable. To include flushing/cleaning of the ‘PEG Tube’


k) Assisting with obtaining midstream urine specimens, or a faecal specimen, that has been medically requested (not day care settings).


l) Assisting with Transcutaneous Nerve Stimulation (T.E.N.s) machines, only where their use has been approved by the GP or other appropriate health care professional


m) Changing dressings (as part of an agreed care plan)


n) Changing two piece system of stoma


o) Flushing to unblock PEG


p) Fitting prescription support stockings


q) Fitting prescription anti-embolic (TED) stockings


r) Inserting prosthetic eye (false eye)


s) Oral aspiration of excess saliva from the front of the mouth only


t) Administering Pessaries

u) Putting on penile sheaths and connecting sheath to urine bag


v) Removal and application of medicinal patches (First patch must be fitted by nurse) For example, Fentanyl patches (analgesia) and Nicotine patches (smoking cessation). (See appendix 4)

w) Toenail cutting

3.4 


		Level 4: Nurse Led – Care Management model: These healthcare tasks may only be performed by those care providers that employ Registered Nurses and are able to offer on-site training, assessment and supervision to the individual DCS.  


Each healthcare task requires specialised training and the individual DCS must be signed off as competent by the Registered Nurse or health professional for each patient “Patient specific competencies”. The Registered Nurse must review the care plan on a regular basis.








a) Administration of medicines through a nebuliser for acute or emergency conditions


b) Administration of medicines through a naso-gastric tube


c) Giving any medicines by injection 


d) Intermittent catheterisation


e) Management of supra-pubic catheters, other than emptying the urine


f) Manual evacuation of the bowel


g) Naso-gastric tube feeding


h) Obtaining a specimen by way of an in-dwelling urinary catheter


i) Urine dip testing

j) Maintaining urinary catheter patency as part of an agreed care plan

k) Diagnostic recording: rating blood pressure, temperature or pulse


3.5
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a) Administration of pre-drawn medicines must not be given under any circumstances. 


b) Aspiration of naso-gastric tube


c) Assisting with the cleaning and replacement of tracheostomy tubes


d) Assisting with the dialysis process


e) Bladder compression


f) Flushing to unblock central or peripheral access cannulae. 


g) Management and treatment of pressure sores


h) Nasal washing


i) Syringe driver pain relief systems


j) Taking of venous blood samples


k) Use of the “Just in case” box

3.6
Emergency procedures

3.6.1
There will be occasions when a service user’s personal safety may be at risk and where urgent intervention is required. However, whatever the circumstances, staff should not put themselves at risk.


3.6.2
If a DCS is seriously concerned about a service user’s physical condition and they have had appropriate first hand training from a health care professional and feel confident of intervening in an emergency situation, they can do so only as a first aid measure. They must make sure that an ambulance is called using the 999 emergency service.


3.6.3
This particularly applies to the administration of rectal diazepam and Midazolam when a service user has an epileptic seizure and there is a risk of Status Epilepticus occurring. The preferred course of action is for an ambulance to be called using the 999 emergency service. For some service users more immediate intervention will be necessary and this may be carried out by named staff members in accordance with the procedures established in section 5 below.  


3.6.4
In some specialist services for people with profound and multiple disabilities, frequency of seizures (and administration) would place a particular burden on the ambulance service and significantly impact on the care of the service user. In these circumstances as long as the procedures established in section 4 can be met, the administration of rectal diazepam is a task that may be delegated to social care staff.


3.6.5
In all circumstances the service user’s GP, care manager, family or carer should be informed.


3.6.6
Administration of medicines from a Just in Case box is for use by health staff only and must not be used by DCS. 


3.7
Resuscitation

3.7.1
In the event of a service user appearing to suffer a cardiac or respiratory arrest, an ambulance must be called using the 999 emergency service. In addition, a DCS trained in resuscitation should carry out emergency life saving procedures.  


3.7.2
DCS must never make a decision themselves not to resuscitate.

3.7.3
If there is a valid Do Not Attempt Resuscitation (DNAR) directive recorded in the care plan this should be respected.

4
Developing individual protocols/care plans


4.1
Before carrying out any of the clinical tasks that have been identified as being within the provider’s remit, it must have been agreed that:

a) If a service user lacks capacity, refer to Section 12, Mental Capacity. Consent must be documented in the care plan by the DCS.


b) As part of the induction training programme all DCS will receive the appropriate training from their Provider as indicated in Appendix 5.  


c) If the task requires health training the appropriate health care professional will give clear instructions by means of an individually established protocol/care plan and will confirm that the DCS is able to perform the task by assessing competency. 


d) The care manager who prescribed the treatment plan should review the protocol/care plan at least annually. The outcome of the review should be recorded. The review should link to the supervisory arrangements of the staff member within their organisation.


e) The protocol/care plan must be kept safely and be easily accessible to the person performing the care/clinical task.

5
Training


5.1
 All staff must have received appropriate training and risk assessment completed where appropriate before the tasks listed in section 3.1 are undertaken. 

5.2 
The tasks listed in section 3.2 all require training to have been given by the Provider. Staff must sign to say that training has been received and understood.


5.3 
The tasks listed in section 3.3 all require training to have been given by the relevant Health or Social Care Provider. Staff must sign to say that training has been received and understood and the trainer involved must sign to say the person is competent to complete the tasks. (See appendix 6).

5.4
Training can be direct to the patient or using a mannequin (body pump), but must reflect the individual care plan of the person and must be clearly recorded. 

5.5 
Tasks listed in section 3.4 are not to be carried out by DCS/provider staff and are identified as tasks that require a trained health care professional to perform. 


5.6
DCS are not permitted to pass on any training they receive for tasks in 3.3 to other staff. Competence to complete these tasks must be signed off by the trainer and reassessed annually as part of their annual appraisal. The Provider may need to ask for reassessment by the health professional delegating the task.


5.7
In case of changes to local or national guidance that require urgent re-training, providers must be able to easily access information to identify which DCS are deemed competent to perform a particular task.

5.8 Basic medicines awareness training will be delivered by Providers to all DCS before assisting service users with their medicines.


5.9
This training will include administration of medicines from their original packaging and other dispensing systems and how to record on MAR charts.


5.10 Training will include guidance about circumstances when staff should seek advice from their line manager before assisting with administration of medicines. 


5.11 Training should include any actions to be taken in the event of an error or incident occurring in any medicines or clinical task.


6
Competencies

6.1
Through supervision and review meetings line managers will make sure that DCS are still competent to carry out the delegated health tasks they have received training to do. (See section 1). Refresher training and re-training should be available if identified by the DCS manager as needed, who will liaise with the healthcare professional to organise. This should always be given to staff that return after a break in service before carrying out these tasks.


7
Referrals


7.1
Assessment of the care needs of someone living in the community may identify a need for assistance with self-medication. The assessment will record the professional most involved and the care manager names will also be in the care plan. The care manager will make requests for assistance with administration of medicine. Details about administration of the medicine must be stated in the agreed care plan.


7.2
The key to the delivery of this service will be in the flexibility between nursing staff and care providers. In each case there will be a need to determine an 


appropriate DCS but to acknowledge that interagency working is essential, especially in emergencies.


7.3
If the person lacks capacity and has no one who can advocate for them an Independent Mental Capacity Advocate (IMCA) referral must be completed if patients are refusing serious medical treatment.


8
Procedures


8.1
In all cases the care manager should arrange for the service user to sign a consent form (appendix 1).  When a person is unable to give consent, for example does not have capacity to sign, the prescribing practitioner must first agree that it is appropriate for a DCS to provide regular assistance with the administration of medicine in a person's home by signing the consent form.


8.2
The administration of medicine or assistance with ear/eye drops for example, must be recorded on every occasion. Any refusal, error, or other incident regarding medicines or other clinical task must be reported to the Provider who will take the necessary action. This record should remain with the ‘patient’ notes within the service user's home. 


8.3
In cases where a service user has capacity to retain responsibility for the management of their medicine, but is unable to self-administer without physical assistance, their consent covers the provision of this assistance only. In these circumstances the drugs record sheet must be completed for continuity purposes and as a means of protecting staff assisting with administration.


8.4
Reviewing of the appropriateness of administering medicines should be an integral part of all normal review meetings with each individual service user. Sometimes it may be necessary to have more frequent reviews to respond to changing individual service user needs. If a care manager becomes aware of any change to the medication needs or regime during their review visit this should be communicated to the prescriber. This may be through the DN/CPN and the provider. (Reference should be made to the Mental Capacity Act if required).


8.5
The review of administration of medicines should form part of the care plan review process and will be undertaken by the care manager in conjunction with the DCS and their line manager.


8.6
The provider maintains a file for each service user, detailing the care provided. Where DCS are involved in the administration of medicines, the file will contain information supplied by health service workers as follows:


a) A copy of the service users consent form 


b) Medicines involved 


c) Any concerns relating to the administering of medicines, eye drops/ear drops to a particular service user must be referred to the prescriber. This may be through the DN/CPN or pharmacist or the nursing team if they are involved in the care of the service user. Make sure the contact has been recorded.

8.7 
If the drug label is more than twelve months old (during annual review checks) it should be referred back to the prescriber to check it is still relevant. If medicine is being hoarded this should also be referred back to the prescriber.


9
Changes to prescriptions


9.1
(This section is proposed but not yet in operation as still awaiting GP feedback)


Care providers can send a standard letter (appendix 3) to the prescribing GP or the discharge ward asking to be notified of any changes to the clients prescribed medicines. This will aid with the safe administration of medicines for both the service user and the DCS. 


9.2
The prescriber should make efforts to understand the support the person needs to take their medicines, and to prescribe doses that take account of existing care and support arrangements where possible. 


9.3
Where DCS identify problems with the medicines, for example it hinders the person’s daily routines, contact should be made with the pharmacy and/or GP to check if an alternative is available to better suit the person. 


9.4
If, for any reason a person is unable to take their medicines in the format provided, contact should be made with the prescriber to see if the medicine is available in another formulation. A DCS must not crush or split tablets to alter the dosage unless there is written confirmation from the prescriber. 


10
Disposal of medicines


10.1
The disposal of unused medicines is the responsibility of either the service user or their relatives. We recommend that they are returned to the dispensing pharmacy for safe disposal.


10.2
When there is no one else who can dispose of unused medicines, a risk assessment should be completed making clear the procedure to follow. It is recommended that the pharmacy be contacted to ask if they will collect.  However there may be a cost to the service user for this service


10.3
When all other options for disposal have been exhausted, to ensure service user safety, the DCS may dispose of the medicines. It is recommended that providers have an envelope that unused medicines can be returned to the pharmacists in, clearly labelled “medication for disposal”


10.4
The service user must sign to say they have given consent to this method of disposal, and confirm the contents of the medicines being disposed. On receipt of the returned medicines the pharmacy should also sign. Please see appendix 9 for a sample form to use.  


10.5
If the service user is unable to give consent, the medicines should not be removed. Please notify a manager to agree the appropriate course of action to take in the best interests of the person

10.6
It is recommended that used patches should folded in half, sealed in a bag and thrown away in the refuse.


10.7
Clinical waste is any waste that poses a threat of infection to humans. This would include blood or bodily fluids, swabs or dressings, syringes or other sharp instruments used for treatment. Clinical waste collections can be arranged by contacting the Local Council (District level) in the area that the person lives. They will ask about the type of waste and recommend the best method of collection (some, low risk clinical waste, may be collected within normal refuse). They will supply appropriate sacks or boxes.

11
Non prescribed drugs


11.1
Care providers will have their own policies and procedures for managing drugs that have not been prescribed by a healthcare professional, whether these are illegal substances or drugs lawfully purchased over the counter. 

12
Mental capacity


12.1
The Mental Capacity Act 2005 sets out a statutory framework for acting and making decisions on behalf of adults aged 16 years and over who lack the mental capacity to act or make such decisions for themselves. The Act sets out safeguards to empower and protect a person assessed as lacking mental capacity and those who can act on their behalf.  


12.2
The five underpinning principles of the Act say:


1) A person must be assumed to have capacity unless it is established that they lack capacity.


2) A person is not to be treated as unable to make a decision unless all practicable steps to help them to do so have been taken without success.


3) A person is not to be treated as unable to make a decision merely because they make an unwise decision.


4) An act done, or decision made, under this Act for or on behalf of a person who lacks capacity must be done, or made, in their best interests.


5) Before the act is done, or the decision is made, regard must be had to whether the purpose for which it is needed can be as effectively achieved in a way that is less restrictive of the person’s rights and freedom of action.


12.3
A person is unable to make a decision if they cannot:


1) Understand information about the decision to be made.


2) Retain that information in their mind.


3) Use or weigh up that information as part of the decision-making process, or


4) Communicate their decision 


12.4
Mental capacity is the ability to make an informed decision. A person lacks capacity if they are unable to make a decision at the time it is needed because of an impairment of, or a disturbance in the functioning of, the mind or brain.


12.5
Assessment of capacity must be undertaken for medical and clinical tasks as detailed in this policy.


12.6
If the decision is made that the person lacks mental capacity, the decision to continue with the administration of medicines in the person’s best interest lies with the prescribing practitioner. (See appendix 8)


12.7
Covert medication. It is only permissible to administer medicines covertly if the person lacks capacity, they are refusing to take their medicines and the prescribing practitioner believes it is in the person’s best interest to be given the medicines against their wishes, due to the potential seriousness of not receiving the treatment. 


Agreement must be sought from the GP, family, relevant others and especially the pharmacist as detailed by National Medical Council, and there must be a clear care plan for the administration to be agreed by the prescribing practitioner.


13
General Information


13.1
Names of DCS involved in assisting the service user and dates of their medicine awareness training for delegated specialist tasks are held electronically by care providers. 

13.2
This is a general policy and does not allow for events/circumstances not covered in this document.
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Appendix 1


Somerset County Council


Somerset Clinical Commissioning Group


Somerset Partnership NHS and Social Care Trust

Administration of medicines patient/service user agreement form


		Name

		……………………………………………………………………………….



		

		



		Address

		……………………………………………………………………………….



		

		



		

		……………………………………………………………………………….



		

		



		

		……………………………………………………………………………….



		

		



		

		……………………………………………………………………………….



		

		





Section A – Your written consent


  FORMCHECKBOX 

I give my consent for a Domiciliary Care Assistant to support and assist me to take my medicine. I understand the staff member will not have a nursing qualification. Any medicine that they assist me with or which I refuse or omit will be recorded on a drugs record sheet.


  FORMCHECKBOX 

I give my consent for my GP to tell my care agency what medication I am using at any time

		Signature

		……………………………………………………………………………….



		

		



		Date

		……………………………………………………………………………….





Section B – Your verbal consent given to someone else


If you are unable to sign because of a disability, a relative / carer / advocate may sign for you providing you have given them verbal consent. Please tick this box to indicate this is the reason for someone else signing the form  FORMCHECKBOX 


		Signature and name


Relationship to service user

		……………………………………………………………………………….



		

		………………………………………………………………………………



		Date

		……………………………………………………………………………….





Section C - Consent given by prescribing practitioner


If the person is not able to consent, then the prescribing practitioner must decide that the medicine maybe administered in the person’s best interest. (A best interest’s checklist must be completed. Please tick this box if the prescribing practitioner has signed for this reason.  FORMCHECKBOX 


I believe it is in the person’s best interest to receive their medicine, and therefore it should be administered on their behalf


		Signature and name (print)

		……………………………………………………………………………….



		

		



		Date

		……………………………………………………………………………….





Amended Apr 2011

Appendix 2


Example template of Medicine Administration Record 




		Date/day




		Time

		Medicine

		Dose

		Route of administration (If cream/ointment where to be applied)

		Signature of


Health care professional



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		





The disposal of any unused medicine remains the responsibility of the service user/relative.  We recommend that it is returned to a pharmacy for safe disposal.  This should be recorded on the form.


For use by domiciliary care staff


Service user                                                                                          Month                                     


		Medicine/


dose

		Date


Time 

		   1

		2

		3

		4

		5

		6

		7

		8

		9




		10




		11




		12




		13




		14




		15




		16




		17

		18

		1717


19




		20




		21




		22




		23




		24




		25




		26




		27




		28




		29




		30




		31






		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		



		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		

		





O = omitted or refused, not taken.


Appendix 3


This is currently DRAFT (awaiting agreement) – DO NOT USE


[Insert Provider address]  


                   [Insert date]


Dear Dr       

Home administration of medication by care agency 


(Patient name, dob, address)


As part of a home care package [name of agency] has agreed to provide help to the above named person with the administration of their prescribed medication. Their signed agreement to this and consent to your disclosing information to us about their medication is enclosed.


He or she will be having [insert number] of visits daily at approximately [insert times].


In line with the policy for the pilot agreed by Somerset LMC and the CCG we would be very grateful if you could take the following actions:

Medicines reconciliation


1. Review their medication and, if possible, match the administration frequency to the times we are visiting.


2. Ensure that all medications are synchronised and on a 28-day repeat cycle.


3. Remove any non-current treatments from the medication list.


4. Identify any “as required” medications and make sure the prescription information makes it clear when they are to be used.

Medical record coding


1. Add Read Code .8BML (Needs domiciliary care worker to administer medication) as an active problem


2. Tag the medication record with the usual dispensing pharmacy, and, if your system allows it, associated free text “Home Medication Administration”.

Current medication printouts


1. 
Print out a list of the reconciled current medication and return it to us at the above address attached to one copy of this letter


2. 
In future, each time you change the medication for this patient or add a new acute prescription, print out a copy of the new list and attach it to the prescription. Please make it clear when any medication has been stopped by adding this to the new prescription advice field or writing it on the counterfoil (For example, “Bumetanide 1mg, one daily at 08.00, replaces furosemide”). Please also specify the number of days an acute medication is to be used for. 


3. 
If medication is stopped but no new prescription issued, please send the pharmacy a current list with a handwritten comment (For example, Furosemide stopped”)


4. 
Where medication has to be stopped immediately it is best to discontinue it on the MAR chart as well. 


Thank you very much for your help. If you wish to discuss this patient’s medication with a senior member of the care team please telephone [insert number].


Yours sincerely

[insert provider name]


Usual Dispensing Pharmacy  (if known)


[enter details]


This letter was drafted by Somerset LMC on behalf of the project team.  Please contact the LMC office if you have any suggestions for improvement


Appendix 4


Patches


Patient’s Name …………………………….
DOB……………


Emergency Contacts


DN/CPN (Mon to Fri 9-5)


Name ………………………………….  Tel: ………………


All other times


GP Surgery …………………………………  Tel: ………………

General Information


1. The initial patch will be applied by a DN/CPN who will mark the position and date applied on the body chart. 


2. Thereafter the patch will be replaced by the DCS according to the instructions on the prescription.


4. The old patch must be removed and the new patch applied to a different site.  


5. The position of the new patch must be marked on the chart and dated.


6. If the old patch cannot be found, do not put on another patch. Report the concern. 
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Date……………………………..
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Date……………………………..
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Date……………………………..
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Date……………………………..
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Date……………………………..
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Date……………………………..
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Date……………………………..
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Date……………………………..
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Date……………………………..


Appendix 5


Exceptional circumstances or tasks requiring 1:1 training:


There may be occasions when the clinicians and providers may have to follow guidance for the training and delivery of tasks that fall outside those agreed in this clinical task policy. These are deemed “exceptional circumstances” (see appendix 6). These will reflect how there needs to be some ability to change or alter the responsibilities according to the needs of the individual described in the individual care plan. This will enable personalisation and to ensure that reasonable adjustments are considered in someone’s plan of care. 


This may only occur when there has been full and explicit agreements between all the organisations involved which is clearly documented and all other possibilities have been fully exhausted (please refer to flow chart, appendix 6).  An example of this could be insulin or pressure area care, or areas identified as requiring 1:1 discussion as indicated above.

Appendix 6


Flow chart for Exceptional Circumstances


These situations may occur when the SU is being discharged from hospital, during transitions or when there has been a change in their health.





[image: image12.png]Somerset Partnership NHS

NHS Foundation Trust






Appendix 7


Somerset medicines and clinical tasks training record


This document is evidence of any ‘service user specific’ training that has been delivered by Somerset Partnership staff to non-Somerset Partnership Staff in line with Somerset Partnership policies, protocols and guidelines.


The training required should be as part of the care and support plan/package being provided to the client/s and agreed as appropriate by the care agency line manager. 


The Line manager is responsible for ensuring competence is reviewed.


This document is to be used for individual trainees and single training events only.


		Date:

		Name of trainer:

		Designation:






		Name of trainee:

		Relationship to client, for example, relative, carer:




		Care Agency name (if applicable):






		Name of hospital / CCG / GP Practice associated with:

		



		Description of training provided:


Feedback/comments:


Competent:  Yes/No






		Duration of training delivered:




		Service User Specific         Yes / No



		Handouts given               Yes / No




		If yes, service users name?



		Date for training to be reviewed / updated: As specified by the Care Agency Line Manager/Non-SCH providers.








Place a copy of this completed document in the care plan.


Somerset Partnership Professionals to send a copy to their line manager and the carer’s line manager.




Record of medicines and clinical tasks training


This document is to evidence any ‘service user specific’ training that has been delivered by a health professional for staff to learn and competently undertake a task that is required as part of the care plan / package being provided by the care agency.


		Date:

		Name of trainer:

		Designation:






		Name of hospital / CCG / GP Practice associated with

		



		Description of training provided:






		Duration of training delivered:




		Service User specific         Yes / No



		Handouts given               Yes / No




		If yes, service users name?



		Staff member


(Print name)

		Signature

		Staff member


(Print name)

		Signature



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		Date for training to be reviewed / updated:








Place a copy of this completed document in the care plan, in the service users file and each one of the staff members listed above files.




Mental Capacity Act 2005


Best Interests Checklist

     Appendix 8



This Best Interests checklist can only be used once it has been established that the person lacks mental capacity to make their own decision.  The form ‘Record of an Assessment of Mental Capacity’ is a tool to document this process.  


The Decision Maker is responsible for assessing the capacity of the relevant person and for making the decision in his/her best interests.  In determining best interests, the Decision Maker should avoid assumptions based on the person’s age, appearance, condition or behaviour(s).  


The following people should be consulted when determining best interests:


· anyone named by the person as someone to be consulted on the matter in question


· anyone engaged in caring for the person


· anyone with an interest in their welfare including close relatives


· anyone who has been given a Lasting Power of Attorney by the person


· any deputy appointed for the person by the Court of Protection


A referral to the Independent Mental Capacity Advocate (IMCA) service should be made whenever a person who lacks mental capacity has no appropriate family or friends to represent them in making a decision about:


a. serious medical treatment or

b. long term care and health moves (more than 28 days in hospital /8 weeks in a care home), or

c. residential or nursing care home reviews. 


		Name of person:

		     



		AIS ID number:

		     



		Decision(s) to be made:


     







Please document clearly your reason for answering yes or no to any of the questions below


		

		

		

		Action taken/who consulted/date

		Information obtained



		1

		Has this person been assessed as lacking capacity to make this decision?




		Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


If yes, give the date of the capacity assessment and proceed to question 2.


If no, a capacity assessment must be recorded in relation to this decision.




		     

		     



		2

		Does this person have a Lasting Power of Attorney or a Court appointed deputy who has authority to make this decision?

		Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


If yes, the person holding the LPA or deputy must be consulted and has a legal right to veto the decision.


If no, proceed to question 3.




		     

		     



		3

		If the decision under consideration is for medical treatment, has the person made an Advance Decision to refuse this treatment?

		Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


If yes, the Advanced Decision is legally binding if valid.


If no, proceed to question 4




		     

		     



		4

		Is it likely that the person will regain capacity in relation to the decision in question?




		Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


If yes, go to question 5.


If no, proceed to questions  6 and 7




		     

		     



		5

		Can the decision wait until the person regains mental capacity?




		Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


If yes and it is reasonable to wait then you must do so.


If no, proceed to questions 6 and 7




		     

		     



		6

		Has the person been helped to participate in the decision making process as fully as possible?

		Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


If yes, proceed to question 7.


If no, this step must be taken




		     

		     



		7. Please record all relevant information about the person’s wishes and beliefs in relation to this decision. 


(In particular, record any relevant statements made when he/she had capacity)


     







		Decision(s) reached:


     







Alternatives considered and rejected:


(Give reasons for rejecting these alternatives)


     

I confirm that I have understood and reviewed this checklist in respect of the above named person and the decision has been made in accordance with the guidance in Chapter 5 of the Mental Capacity Act Code of Practice.


		Name of Decision Maker:       

Contact details:        




		Date:       







When completed, this form must be stored in the person’s electronic social care records

Appendix 9

Medication returns inventory

		Service Users Name

		



		Address




		



		Post Code

		



		Consent Statement

		I _______________________________ give my consent for the medications detailed on this form to be returned to the identified below pharmacy by_________________________________ of [insert name of care agency].






		Pharmacy Name

		



		Address




		



		Post code

		





		Name of medicine

		Date dispensed

		Dosage

		Strength

		Amount dispensed

		Amount returned



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		





		Service User signature

		

		Date




		



		Care agency staff signature

		

		Date




		



		Person receiving medicine

		

		Date




		



		Print Name

		





Appendix 10


Administration of ‘when required’ medicines


Care providers should have a process for handling and administering ‘when required’ medicines. This should also take into account how DCS identify when a person needs their ‘when required’ medicine, based on their capacity and information in their care plan.


The process should include the following:


· the reasons for administering the ‘when required’ medicine


· how much to give if a variable dose has been prescribed


· the minimum time between doses if the required outcome has not occurred after the first dose


· details of when to clarify instructions with the prescriber if there is any confusion or ambiguity about what medicines or doses are to be given


· recording ‘when required’ medicines in the person’s care plan.


Appendix 11

Version 12 tracked changes

Page  5: Item 2.02. First paragraph amended: Old paragraph read:


Implementation of the guidance is dependent on close co-operation between Health and Social Care in partnership with providers. A joint assessment by a SW and DN/CPN must confirm a need for assistance with or administration of medicines. The Lead Professional must include the Pharmacist in the decision making process. The DCS key worker who takes the lead on medicines for the service user should be clearly identified on the care plan.


Page 27: Item 36, missing trainer identifier added, (was blank, now reads “P”)


Version 13/14 tracked changes

Cover: Title changed. Previous title was “Medicines and Clinical tasks policy”


Glossary: Added CCG, removed PCT


Page 5: Definitions of assistance and administration – the following wording was added:


*Please note these definitions are as described by CQC for care workers and social care staff. The guidance for health staff may be different*


2.02 Third bullet point amended, used to read:


Will not accept any responsibility for any as required medicines but may provide assistance to a service user with such medicines when delivering a care package.

3.2 Re-ordering of the list (medicines and clinical)


3.3 Delete section ff: Taking of temperature and pulse upon request by GP/nurse and add to section 3.4

3.4 Insert section u) Urine dip testing


3.6.2 used to read:


DCS must never make a decision themselves not to resuscitate, based on the service user’s physical condition or age. They should always call the ambulance service as stated above, unless otherwise advised by a doctor.


9.2, 9.3 and 9.4 have been added.


10.4 and 10.5 have been added.


Appendix 5: The table heading has been changed from “trainer” to “responsible for sourcing training”


Appendix 9 has been added.


Version 15 tracked changes


Glossary. DNAR and PRN added


Introduction – last paragraph – policy name updated to reflect changes made in version 14

2.02 second bullet point. Fair Access to Care replaced with “National eligibility criteria” as per the Care Act


2.04 Added as new content (rest of section re-numbered)


2.09 Added as new content


3.2 Insert new j: “PRN” medicines


3.6.3 Added as new content


4.1 First para. Department’s remit changed to provider’s remit


5.3 Wording updated. Used to read:


The tasks listed in section 3.3 all require training to have been given either by the Provider or Health. Staff must sign to say that training has been received and understood and the trainer involved must sign to say the person is competent to complete the tasks. (See appendix 6).


5.4 inserted (rest of 5 below 5.4 re-numbered)


10.6 Clinical Waste - added


Section 15 – List of acknowledgements updated


Appendix 10 has been added


Version 16 tracked changes

Introduction revised and Key points heading added


Section 2. Definition of Assistance amended slightly.


2.02 DCS Key worker amended to read DCS key workers

Section 3 – Categories of task – re-ordered following recommendation from task and finish group. Additional category (3.4) added to acknowledge care provider organisations that employ a registered nurse. (Subsequent sections numbering revised accordingly)

10.6 – New sub-section to support disposal of patches


11.0 – Re-worded to include non-prescribed drugs


Appendix 4 – New guidance added (Bullet point 6).


Appendix 5 – Training list deleted (as now covered within section 3 – tasks)


End.


� INCLUDEPICTURE "http://www.sompar.nhs.uk/images/SomParLogo%20(Immediacy%20-%20375x87).gif" \* MERGEFORMATINET ���







� EMBED MSPhotoEd.3  ���







Tasks not performed by DCS 







Any tasks that are not listed in levels 1-3 are not to be performed by DCS in any circumstances. The list below provides some examples of tasks not to be performed (in addition to those listed in 3.4).











Lead health care professional to identify medicine (including cream/lotion), when to be taken/applied and the number of tablets and complete this form







Name of lotion or cream, area of application and frequency:







Number of eye drops/ear drops to be given and how often:







Tablets/Capsules or liquid medicine:























Intervention is undertaken by appropriately trained DCS







Intervention is reviewed at agreed intervals







1:1 (SU specific) training is agreed as per appendix 5.







Training record completed (appendix 7) and copies held by all involved







The LP arranges a meeting with other clinicians involved, and includes appropriate person from the care agency







At the meeting the need is formally agreed and clearly documented. Copies held:



a) On SU file (Health and social care)



b) With the DN lead







A review date is agreed and the frequency of further reviews







The DCS informs the LP of the identified need







Key:



DCS: Domiciliary Care Staff



LP: Lead Professional (determined by SU health need)



SU: Service User



DN: District Nurse







SU has an identified need that requires 1:1 (SU specific) training and approval to progress.







Trainers signature:		    Trainee’s signature:







Date:					    Date:



























Trainers signature:







�











[1] See definition of assistance on page 5
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		14
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		Feb 2016
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		Andrew Palk 
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		Page No



		1

		Background
      

		6
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		Context

		6



		4

		Summary

		6



		5

		Social Care Management and Assessment

		7



		6
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		7
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		7-8
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Circulation


· Adult Social Care staff 


· Somerset Partnership 


· Learning Disabilities Service


· Safeguarding Adults Board


· Supporting People


· Somerset Direct 


· Block Domiciliary Care Providers 


· Spot Domiciliary Care Providers 


· Mediquip 


· Community Alarms 


· Wiltshire Farm Foods 


· Red Cross Home from hospital


· The FAB team


		



		This policy is about what to do if you get No Response from a service user who should be expecting your visit



		1

		Background



		

		Supporting service users often involves visiting them in their home or carrying out activities at specific times of the day. All these arrangements are agreed with the service user, either by phone, in person or in writing. 


If the service user does not answer the door at the arranged time, a response (proportionate to the level of risk) should be put into action to make sure the service user is safe.


The policy covers multiple agencies who are involved in support the person at home, for example, a partner agency, operational staff or a member of the public.






		2

		Definition



		

		“No Response” is a process to follow should a service user not open the door at an agreed scheduled visit






		3

		Context



		

		Personalisation and self-directed support means that people have choice about how and when they have their care and support, who provides it and where is it delivered. 


This policy is not meant to restrict people’s movements in any way, but to show everyone who is involved how clear communication can lead to informed decisions which are proportionate to risk and help service users to be as safe as possible.






		4

		Guidance



		

		To minimise the risk of harm to a service user it is important that we have clear guidance that explains what to do in a ‘no response situation’.  


There is a separate No Response Guidance document that supports this policy and covers: 


· Dealing with the Initial ‘no response alert’


· Transfer of responsibilities within the Multi Agencies of the ‘no response alert’ if needed


· Recording the event at each stage 


· Informing everyone involved of the Outcome





		5

		Social Care Management and Assessment



		

		In a ‘no response situation’ the worker who is responding to the alert will need comprehensive information about the individual. This will make it easier for the decision maker to respond to the alert in a way that is in proportion to the level of risk to the service user.  


Good Care Management means that information should be collated and maintained, so that it is up-to-date. 


If there is a ‘no response situation’, the information may need to be used by a provider agency, Somerset Direct, a key worker, a duty worker, or out of hours by the Emergency Duty Team (EDT). 






		6

		Working with Somerset Partnership NHS Foundation Trust



		

		Where there is joint working, one key worker or team from either ASC or the Somerset Partnership will be clearly identified on AIS/RIO. This key worker will be responsible for leading in a ‘no response situation’ and for the continuing care management and review. 


The key team/worker will be responsible for updating client details on all databases 






		7

		Dealing with a “No Response” alert



		

		A ‘no response alert’ could come from a relative, a member of the public, one of our providers, or one of our staff. 


Somerset Direct should be told about all ‘no response alerts’. They will begin a process of finding out what has happened.  If Somerset Direct cannot resolve this situation after making the first checks they will inform the local area office where the key worker/duty will take the lead.


If ASC cannot find the service user, the police will be told and they will decide whether or not to enter the service user’s home. 


The process is not completed until the service user’s safety is confirmed and the person who made the first call is told about what has happened.






		8

		Working with other agencies who provide commissioned services



		

		The original Policy and Guidance was written with other agencies to make sure that responses are consistent and co-ordinated.

Other agencies include: 


· The Block and Spot Domiciliary Care Providers; 


· Somerset Direct; 


· The Community Alarm Service; 


· The Joint Equipment Service; 


· Wiltshire Farm Foods;


· The Red Cross;


· The FAB Team.






		9

		Reviewing this policy



		

		The Policy Development Officer in Adult Social Care will review this policy every year.  Information about any problems you have about putting the policy into practice should be sent to the Policy Development Officer








Adult Social Care



Multi Agency No Response Policy







Revised October 2013
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		Document Control Box:  ASC No Response Protocol



		Document Version Number

		14



		Date last reviewed

		August 2013 / Feb 15



		Next Review Date

		Feb 2016



		Reviewer

		Andrew Palk 





		Contents



		Section

		Description

		Page



		1

		What to do if a service user does not answer the door when a Multi agency providers calls following a pre arranged visit

		1



		2

		What to do if a service user does not answer the door when ASC staff visit.

		1



		3

		Somerset Direct process (SD)




		2



		4

		What ASC must do if they receive a ‘no response notification’




		2



		5

		Dealing with a ‘no response alert’ out of hours




		3



		6

		When ‘No response alert’ has been resolved




		4





		1

		What to do if a service user does not answer the door when a Multi agency providers calls following a pre arranged visit 



		

		Following the generic ‘no response’ policy, when a care worker arrives at a service user’s home and there is no response they should use a ‘no response’ checklist. (see Appendix A). 

They complete and sign the ‘no reply statement’ and post it through the service user’s door. The care worker will tell their line manager who will, in turn, make sure all their checks have been completed before informing  the purchaser (ASC) that there is a ‘no response alert’. The Care Provider’s responsibility ends here.






		2

		What to do if a service user does not answer the door when ASC staff visit.



		

		Carry out these suggested checks:


· Check the area to see if anyone is there


· Walk around the outside of the service user’s home to see if any doors are open


· Knock loudly and call through the letter box


· Ask a neighbour


· Try phoning the service user


· Check places they might be


· Phone the ambulance service


Post the No Response Card through the letterbox. (see Appendix B)

Call Somerset Direct to notify them of a no response alert.  They will carry out further checks and if necessary ask you or a duty worker to take further action.






		3

		Somerset Direct process (SD)





		

		When Somerset Direct receives a call about a ‘no response alert ’ they will check to see if the person is known to ASC


· If ASC do not know the service user the call is being made about, and the caller cannot contact the next of kin, the call advisor will advise the caller to contact the local police service if they can. 

· If ASC know the service user, SD will make the first and second series of checks (see Appendix C stages 1-4) to see if they can resolve the situation


· If a provider has told SD about an alert, SD will confirm verbally that the transfer of responsibility is with SD and if SD resolve they will telephone to inform provider of outcome 


· If Somerset Direct can resolve the situation, they will generate an AIS ‘no response notification’ and the outcome will read ‘information only’.  This will be passed to the key worker/team who will then decide if a review is needed sooner than was planned


If Somerset Direct cannot resolve the situation, they will call the Local ASC care Support team to say a ‘no response alert’ is on it way


· They will then send through an AIS ‘no response alert’ notification and the outcome box will read ‘action required’. 


· If the key worker is not available during a ‘no response situation’, the duty worker will take the lead


· The notes field of the contact will detail what Somerset Direct have found out. 


It is hoped that consistent recording of ‘no response notifications’ will provide clear records of no response situations on AIS.





		4

		What ASC must do if they receive a ‘no response notification’






		

		Action required –The key worker/duty now has lead responsibility

· Tell a manager: You must tell a senior manager about ‘no response” situations. The senior manager will be responsible for making sure that the key worker/duty resolves the situation within the same working day.


· Make an informed decision: ASC staff will use the information provided to decide what action to take. This action should be taken urgently and the situation should be resolved within the same working day


· Involving the Police: Avon and Somerset Constabulary (the police) and Somerset County Council Adult Social Care have discussed how we can work together to make sure the service user is safe following a ‘no response notification’. The agreed approach has been summarised in the “No Response Memorandum of Understanding” Appendix E.  If you contact the police you must be able to attend the person’s home with the police and take responsibility for the aftercare of the service user. It is recognised that this is not always possible for EDT.






		5

		Dealing with a ‘no response alert’ out of hours






		

		Transferring a no response situation to EDT.


If a decision has been made not to take action (because the perceived risk to the service user is very low) and the key worker or duty worker decides to wait until the next day, Somerset Direct and EDT should be contacted by phone so that they know about the status of the ‘No Response Alert’.  

· The EDT only has responsibility out of office hours. EDT will give ASC an update about overnight developments and the key worker or duty worker should follow up the ‘no response alert’ the next day. The police should be told about the situation within 24 hours of the alert, if the service user’s safety is not confirmed. 


· The emergency duty team will take the lead role for ‘no response alerts’ outside of office hours. They can be contacted on: 

Phone 01458 253241 


Fax: 01458 251219 


· Somerset Direct will support the EDT by carrying out all first and second checks between five and six o’clock in the evening, Monday to Friday, and between nine o’clock in the morning and four o’clock in the afternoon on Saturday.


· Home Care and Support providers and Somerset Direct have been told that if they do not receive a response from EDT within half an hour of their call they must carry out second checks where possible (see appendix C). If these are not successful, they must notify the police. (see Appendix D 2.2)


Home Care and Support providers will inform EDT of their action

· and EDT will follow up the situation when they become available. EDT will confirm transfer of responsibility to the care provider 


· Once the service user’s safety is confirmed, EDT will notify Somerset Direct who will complete the AIS records and make sure that all relevant parties are told what has happened


· If the service user’s safety is not confirmed the EDT will decide whether to notify the police or to ask the key worker or duty worker to follow-up the next day.


EDT must inform Somerset Direct so they can:


1. complete the AIS records 


2. alert the local area office of a ‘no response notification: action required’

3. Make sure that all relevant parties are told about what has happened.

4. to notify the police or to ask the key worker or duty worker to






		6

		When ‘No response alert’ has been resolved






		

		· All staff will summarise the information on a case note including exact times, who, and the actions taken to resolve the No Response Alert 


· All staff report back and notify the initial caller and any other concerned party of the outcome.  








List of Appendices that support the No Response Guidance


A - No Response Statement 


B - No Response Post Card 


C - Somerset Direct Linking with Adult Social Care 


D - No Response Memorandum of Understanding 


E - Information Sheet on No Response 

F – Ordering instructions for no response post card


Adult Social Care 



Multi Agency No response



“Guidance”
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What Matters To Me





		Completed by

		 		Relationship to you



		

		

		 

		Date filled in

		 		Last updated

		 

		About you



		Name

		 		Last name

		   

		Preferred name

		   		Title

		   		Marital status

		   

		Address

		   		Postcode

		   

		Phone number

		   		Key safe No.

		   		NI number

		   

		Date of birth

		   		Surgery

		   

		AIS number

		   		Language and communication needs

		   

		NHS number

		   		Email address

		   

		Ethnicity

		select    		Gender

		   

		Primary Support Reason

		select

		About who we should contact in an emergency



		If we need to contact someone in an emergency, please give their details



		First names

		   		Last name

		   

		Address

		   		Postcode

		   

		Contact number(s)

		   		Date of birth

		   

		Relationship to you

		   

		About who else is involved in your care and support



		Name and title 

		Reasons



		   		   

		   		   

		Please note if you have more than £23,250 in savings we are unlikely to be able to help you pay for support, but we are happy to assess you and offer advice. (This financial limit does not apply if we agree aids or equipment could help you).



		Your records – Protecting your personal details



		The Data Protection Act 1998 says we must:

· Only ask you for information that we need so we can help you

· Keep your information safe (on a secure computer system)

· Destroy your information when we have finished with it

· Show you and explain your information if you want to see it



We often need to share your information with other care and support organisations that we work closely with so that we can help support you. Because you, or someone on your behalf, have contacted us we will assume that you are happy for us to share your relevant information with any organisations that could meet your care and support needs.  



If you would prefer that we did not share your information you will need to tell us in writing by completing the form on our information sheet A9: Your records.



If you choose not to share your information we may not be able to help you meet your needs, but we can provide you with information so that you can contact the relevant organisations yourself



		



		Helping you understand and express your views.



		Are you able to express your views yourself?

		   

		Do you want or have someone (family/friend) who can help you express your views?

		   

		If no, would you like someone from the Independent Advocacy Service to support you?

		   

		



		Are there any concerns about your ability to make decisions?



		   

		



		Do you have anyone who has Lasting Power of Attorney, Enduring Power of Attorney or a Court Appointed Deputy (for health and or welfare decisions)?

		   

		Date registered

		   		Has this been witnessed?

		   

		



		Managing your money



		   











		Tell us the reason for your contact.  What would you like to achieve?



		   

		What are your concerns and risks to your independence? What information do we need to know about you/your circumstances?



		   

		What has been tried to help with your independence?



		   

		These are my current support networks. I think the following could help me, including friends, family and community.  

(Complete support network map)



		   

		Who/what else do you think might help you to regain/maintain your independence?

(Consider preventative support and reablement)



		   

		Agreed actions, outcomes and any other information?



		   

		Has our conversation helped you to find a solution?  Yes ☐ No ☐

(If no continue to eligibility criteria)
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What Matters To Me - My Current Support Network Map

 





209-0257  



Name:    

  







  

  





Date:   



































  







  

Me

















  



  

  





Practical Support = P

Emotional Support = E

 











Inner Support



Outer Support













		Care Act eligibility



		Things we need to consider under the Care Act eligibility domains that may have a significant impact on your health and wellbeing.





		      

		Has a carer’s assessment been considered?

		select

		Professional opinion 
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Social Care


Care at Home

Care provider reviews


July 2016

Introduction


To support the Care Act and to allow a personalised approach to care delivery we have agreed that strategic care providers may, following a conversation with the service user / and their representative, alter the size of a care package. 

This is to reflect the changing need of the service user, so that services are aligned to meet their current need and as a result uses the care workers resources to their optimum. 


This process does not replace an annual review. (Although you may decide to alter how you complete this review, for example, to have a phone review).


The care providers will follow agreed criteria to make sure we are compliant with the Care Act, for example, to make sure the person has an advocate if required.


What if the support plan and care package need to change?


The care provider will be able to amend the care delivered within agreed tolerance levels. These levels have been set to reflect our current authorisation policy. (Please see appendix 1). The provider will make their decision based on their knowledge of the person, their current presenting needs and any known risks factors. CSC’s do not need to challenge their decision. 

The provider will notify the care co-ordinators of any change to the care package by email. The email will include a description of the reasons for the change. 


The care co-ordinators will confirm the change with the provider (which gives authority for the change, along with an audit trail). They will update case notes and arrange for AIS (CPC) to be updated.  If the change to the care package results in a change to the client contribution (usually only for those assessed as Max Payers), then CSC’s will need to send an amended Care and Support Plan Personal Budget Letter to the service user and forward a copy of it to the appropriate Finance Team to amend the PB details in AIS.  Otherwise personal budgets should be updated at your annual review.

If any change requires authorisation they will arrange for this happen. 


This authorising officer may:

· Authorise the change


· Have a further discussion with the provider about the changes if this is felt necessary


· If there are any concerns, arrange to talk with the service user about the proposed changes.


· Trigger a full review


Evaluation


We will closely monitor the new process, and we welcome your feedback. This is a new way of working, so we expect there maybe things that need minor modifications following feedback.


Quality Assurance

We will identify changes in care packages instigated by provider reviews from delivery notes and monitor for any trends. This will be discussed with providers through the operational commissioning team’s contract review processes. 

Access to social care


The service user or the care provider can request social care involvement at any point if they have any concerns, or they feel that the person’s needs have changed to a level that they need input from social care (trigger a review).

Providers have been advised to contact Care Co-ordinators if they require Social Care input. This could be for people they have concerns about, for example someone rejecting care or they feel is at risk.

Appendix 1

Care Provider reviews


The following is based on current Adult Social Care (ASC) authorisation policy.

Following a review, a care provider can flex a care package a maximum of five hours (from that originally ordered) unless:

· It will increase or decrease a package more than 20% into a lower or higher quintile level. 


· It is already in excess of the upper quintile.

· It is already in excess of the upper quintile and a decrease is needed more than 5 hours from that originally ordered.

In which case, a Team Manager’s authorisation will be needed.

(Please note: Costs are total costs including client contribution)

		Quintile level

		£ per week



		Level 1

		0 - 93



		Level 2

		94 - 187



		Level 3

		188 - 280



		Level 4

		281 - 373



		Level 5

		374 - 467
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Adults and Health


Safeguarding statement

We recognise the importance of making sure people living in Somerset have information and advice about staying safe and that Somerset has a culture of providing high quality care and support services for those that require them regardless of how they are funded. 


However, when a vulnerable person needs our support we have a duty to support them.


Our Safeguarding duties apply to an adult who:


· has needs for care and support (whether or not we are meeting any of those needs), and;

· is experiencing, or is at risk of, abuse or neglect, and;

· as a result of those care and support needs is unable to protect themselves from either the risk of, or the experience of abuse or neglect. 

We will


· lead a multi-agency local adult safeguarding system

· make enquiries, or ask others to make them to inform our decision making

· establish Safeguarding Adults Boards, 


· carry out Safeguarding Adults Reviews with partners as appropriate

· arrange for an independent advocate

If we know or suspect that an adult at risk is being abused, we will do something about it, respond in an effective, timely and appropriate way, making sure our work is properly recorded.


The following six key principles must underpin all adult safeguarding work:


· Empowerment 


· Prevention 


· Proportionality 


· Protection 


· Partnership 

· Accountability 

Safeguarding must also be underpinned by the principle of Wellbeing as defined in the Care Act

We are committed to the principles of Making Safeguarding Personal in accordance with the Care Act 2014.

We recognise that everyone has different preferences, histories, circumstances and life-styles, so it is unhelpful to prescribe a process that must be followed whenever a concern is raised. 


So, our response to a safeguarding concern will be personal to the individual. It will be person-led and outcome-focused. It will engage the person in a conversation about how best to respond to their safeguarding situation in a way that enhances involvement, choice and control as well as improving their quality of life, wellbeing and safety 


This is not intended to be an exhaustive list, but an illustrative guide as to the sort of behaviour which could give rise to a safeguarding concern:  


· Physical abuse 

· Domestic abuse 

· Sexual abuse 

· Psychological abuse 

· Financial or material abuse

· Modern slavery

· Discriminatory abuse 

· Organisational abuse 

· Neglect and acts of omission 

· Self-neglect 

We have a dedicated Safeguarding service that will: 


· Receive all the safeguarding concerns for adults who may be at risk across Somerset


· Make the decision if the concern meets the criteria for statutory further enquiries. 

· Work with the adult at risk or their advocate to agree what outcome they want to achieve

· Determinate the proportionate response and timescales for achieving these


· Make sure the response is personal to the individual concerned


· Lead the enquiry, or cause others to enquire, and make sure the most appropriate other people assist with the enquiry to inform decision making

· Link with other key people or agencies in the person at risks system


· Make sure that there is a protection plan in place


· Review the outcomes with the person at risk


· Identify lessons learned and make changes to practice and process 

�
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ECH Delivery note v3.xlsx
Delivery Note

		DELIVERY NOTE CARE AND SUPPORT IN EXTRA CARE HOUSING



		PROVIDER NAME



		Payment Period:				Dates:				to



		Relates to Invoice:



		Week Commencing		Client ID		Client's First Name		Client's Surname		Primary Support Reason		Care Type		Hours / Units Ordered		Hours / Units Delivered		Visits Delivered		Gross Cost		Client Contribution		Net Cost		Reason Code		Notes











































		Code Tables



		Primary Support Reason										Care Type

		Ph		Physical Support								ECH1		Assessed Care Provided in Silvermead						ECH24		Incidental Care Provided in Silvermead

		Sen		Sensory Support								ECH2		Assessed Care  Provided in Ingrams Meadow						ECH25		Incidental Care Provided in Ingrams Meadow

		Mem		Support with Memory and Recognition								ECH3		Assessed Care Provided in Elizabeth House						ECH26		Incidental Care Provided in Elizabeth House

		LD		Learning Disability								ECH4		Assessed CareProvided in Lodge Close						ECH27		Incidental CareProvided in Lodge Close

		MH		Mental Health								ECH5		Assessed Care Provided in Hilda Coles House						ECH28		Incidental CareProvided in Hilda Coles House

		Ch		Children and Families								ECH6		Assessed Care Provided in Gibb House						ECH29		Incidental Care Provided in Gibb House

												ECH7		Assessed Care Provided in Elizabeth Court						ECH30		Incidental CareProvided in Elizabeth Court

												ECH8		Assessed Care Provided in Kilkenny Court						ECH31		Incidental CareProvided in Kilkenny Court

												ECH9		Assessed CareProvided in Snowdon House						ECH32		Incidental Care Provided in Snowdon House

		Reason Code										ECH10		Assessed Care Provided in St Gilda's						ECH33		Incidental Care Provided in St Gilda's

		1		Visit cancelled by SCC or CCG								ECH11		Assessed Care Provided in Muchelney House						ECH34		Incidental Care Provided in Muchelney House

		2		Service provider unable to deliver								ECH12		Assessed Care Provided in Bovemoor						ECH35		Incidental Care Provided in Bovemoor

		3		Medical error								ECH13		Assessed Care Provided in Sheldon Drive						ECH36		Incidental Care Provided in Sheldon Drive

		4		Help cancelled by service user								ECH14		Assessed Care Provided in Keyford Heights						ECH37		Incidental Care Provided in Keyford Heights

		5		Abortive /missed visit non time critical								ECH15		Assessed Care Provided in Pullen Court						ECH38		Incidental Care Provided in Pullen Court

		6		Service user in hospital								ECH16		Assessed Care Provided in Common Road						ECH39		Incidental Care Provided in Common Road

		7		Mover to alternative service provider								ECH17		Assessed Care Provided in Pearson House						ECH40		Incidental Care Provided in Pearson House

		8		Bank holiday								ECH18		Assessed Care Provided in Malmsbury Court						ECH41		Incidental Care Provided in Malmsbury Court

		9		Two care workers attending								ECH19		Assessed CareProvided in Bowhayes Lodge						ECH42		Incidental CareProvided in Bowhayes Lodge

		10		Amended from previous month								ECH20		Assessed Care Provided in Park Lodge						ECH43		Incidental Care Provided in Park Lodge

		11		Other 								ECH21		Assessed Care Provided in Bearley House						ECH44		Incidental Care Provided in Bearley House

		12		Service user deceased								ECH22		Assessed Care Provided in Laburnam Drive						ECH45		Incidental Care Provided in Laburnam Drive

		13		Abortive /missed visit  time critical								ECH23		Assessed Care Provided in Bishops Court						ECH46		Incidental Care Provided in Bishops Court

												ECH47		Assessed Care Provided in Tennyson Court						ECH48		Incidental Care Provided in Tennyson Court
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Service Level Agreement - Integrated Care and Support 

This agreement is made the


day of 



2016

BETWEEN


1.xxx  whose company registration number is xxx and whose registered office is or [if a local authority] of [address]        ----------------------------------------------------------------------------- “Housing Provider”

And

2.xxx whose company registration number is xxx and   whose registered office is at ---------------------------------------------------------- “Care and Support Provider”)

WHEREAS


A. 
The Care and Support Provider is a care and support agency registered with the Care Quality Commission with registration number xxx and has been appointed by Somerset County Council under an agreement dated [


] 2016 to provide the integrated care and support services (“the Principal Agreement”).

B.
The Principal Agreement permits Care and Support Provider(s) to enter into this Service Level Agreement with providers of housing services within the district of [Taunton Deane] to govern the provision of care and support services which are provided on-site to Tenants at housing accommodation owned by the Housing Providers and joint working arrangements.

C.
The Housing Provider provides housing services in accordance with the requirements of its regulators and has resolved to enter into this Service Level Agreement with the Care and Support Provider to govern the provision of the Services at the Properties in line with the Principal Agreement.

1.  Definitions, Duration and Variations

1.1.  The definitions set out in Schedule 1 shall apply to this Service Level Agreement.

1.2.  This agreement shall commence on the Effective Date and will continue until the end of the Term, unless terminated in accordance with Clause 14.

1.3.  The Service Level Agreement (SLA) may be extended by agreement in writing between the parties provided that any such agreed extension does not conflict with any termination provisions and/or any extensions agreed under the Principal Agreement.


1.4.   Variations to the SLA may be agreed by both parties in writing in line with the Principal Agreement and with the involvement of the SCC Contract Manager.

2.  The Care and Support Provider Key Responsibilities

2.1.   The Care and Support Provider shall carry out the Services and shall in particular provide an integrated care and support service to the Tenants of the Property in accordance with professional practice and the requirements of its funders and regulators including the Care Quality Commission. 

2.2.   The Care and Support Provider shall, at all times, in carrying out the Services, comply with the requirements of the Service Specification as defined in the Principal Agreement.

2.3.   The Care and Support Provider will be responsible for collecting any Tenants contribution towards the core and support charges set by Somerset County Council and, where applicable, any other charges as set out and defined in the Principal Contract.

2.4.   The Care and Support Provider will operate with due regard, care and respect for the Housing Provider, the Property and any other premises or facilities to which it is given access during the Term.

2.5.   The Care and Support Provider will endeavour to ensure that the safety, comfort, peace and quiet of all Tenants is maintained; for example, supporting Tenants to deal with low level anti-social behaviour, nuisance, disruption and neighbour disputes, encouraging and supporting payment of rent. 

2.6.   The Care and Support Provider will contact the Housing Provider’s emergency service in the event of an emergency outside office hours (being 9.00am – 5.00pm) relating to electricity, gas or water services, or anything that would endanger the health and safety of the Tenants or the Properties.

2.7.   The Care and Support Provider will keep the Housing Provider informed of any tenancy related issues and risks as soon as they arise and liaise closely to ensure early intervention and the appropriate housing management response to prevent tenancy breakdown.

2.8.  
Should the Care and Support Provider identify any issue which may lead to possible legal action against a Tenant, it will seek to work with the Tenant and the Housing Provider to avoid this.

2.9.   Subject to the terms of any access arrangement agreed under clause 5, the Care and Support Provider will ensure that access to the parts of the Property they occupy under this Service Level Agreement is made available to the Housing Provider and its officers, employees and contractors at all times in relation to the Housing Provider carrying out its duties including but not limited to lettings, tenancy management, Health and Safety and equipment checks, maintenance and servicing and any other matters which the Housing Provider deems appropriate.

2.10.  The Care and Support Provider may, where it considers that the same are reasonable and necessary and/or beneficial to the Tenants, seek to provide additional services to the Services PROVIDED THAT it shall not run any such additional services unless Tenants have been fully consulted on the proposals and permission has been sought from the Housing Provider to run such services.  The Housing Provider’s consent shall not be unreasonably withheld where satisfactory evidence of consultation is provided and further where the Housing Provider agrees that the new services will benefit the Tenants. The Care and Support Provider will notify the Housing Provider of the start/end or change to any of these additional services offered.

1.1.  Partnership Working and Collaboration

1.1.   The aim of the parties in making this agreement is to: 

1.1. Allow Tenants to live well in the community where they have choice and control about how their needs are met.

1.1. Help Tenants to live as independently as possible in their home 

1.1. Ensure a supportive, safe and positive environment with high quality housing management, care and support services delivered in a seamless service to Tenants through 

· effective joint working between the two parties


· clarifying the roles and respective responsibilities of the parties

· ensuring good liaison and communication between the two parties 

1.1. Enable services for vulnerable tenants maintained with flexibility to enable future needs to be met

1.1. Achieve and maintain a high level of customer satisfaction

1.2.   At the Effective Date, or as soon as practicable before it, the parties will jointly agree the roles of each party in relation to the detail of the shared responsibilities identified in schedule  2,  and the policies and procedures relating to the provision of the Services including but not limited to:

a) Arrangements for the timely sharing of information: – inspection reports, performance data, business continuity plans (disaster recovery), complaints, a code of conduct for all staff, advance notice and agreement of scheme related public relations events and publicity 

b) Safeguarding 

c) Risk issues and serious incidents

d) Fire evacuation

e) Reporting of health and safety issues

f) Schedule of liaison meetings

g) Joint training requirements

h) Community alarm service requirements

1.3.  The parties shall, in carrying out their obligations, follow the principles of partnership working which are identified as:

· Sharing knowledge, experience and resources;


· Openness, trust, honesty and respect between partners;


· Agreed shared goals and values;


· Regular communication between Partners;


· Collaborative working in the best interests of the Tenants


1.4. The parties will work actively in partnership to 

· Promote tenancy sustainment


· Safeguard Tenants


· Empower Tenants to have a voice and influence their service provision

· Ensure efficient void management and utilisation


· Ensure high standards of repair are achieved


· Help Tenants to be involved in their local community


2.1.  Liaison, Monitoring, Review and Revision

2.1.  The parties will each nominate specific persons to be responsible for the liaison required at both operational and management levels and to be responsible for review and monitoring under this clause (“the Representatives”).

2.2.   To ensure the smooth running of the Services to the satisfaction of both parties, the Housing Provider and Care and Support Provider agree to meet every month to discuss operational and management matters and will arrange for the Representatives (or a suitably authorised nominated substitute) to attend.  (“the Liaison Meetings”)

2.3.  The Liaison Meetings will focus on:

· Areas where there is joint responsibility, such as selection and allocation, Tenant empowerment, prevention of tenancy failure

· Health and safety 


· Safeguarding and risks


· Care and support issues where information needs to be shared 


· Maintenance and housing services


· Shortfalls in service performance


· Communication including public relations and marketing


· Any proposed action to be taken by the Housing Provider in respect of the Tenancy Agreement

· Sharing knowledge at the earliest opportunity of potential forthcoming voids

· Sharing knowledge at the earliest opportunity of issues which could adversely affect the Tenant’s ability to maintain their tenancy for example, breaches of tenancy, difficulties in paying the rent. Any other matters which the parties deem relevant to the successful delivery of the Services and the operation of a workable partnership.

2.4.   Notwithstanding the Liaison Meetings, the Housing Provider and the Care and Support Provider will review the operation and outcomes of this Agreement not less than annually.  An elected representative from the Housing Providers’ Tenant services group(s) will be part of the review.  The Housing Provider is responsible for facilitating the involvement of the representative and ensuring that they are introduced to the Care and Support Provider.


2.5.   Amendments to the Agreement may be made at any time with the consent of both parties and the SCC Contract Manager, and must be recorded in writing.

2.6.   The Care and Support Provider will share statistical performance information with the Housing provider in line with its contractual commitments under the Principal Agreement.  


2.7.   The Housing Provider will continue to monitor the demand for Extra Care Housing accommodation and will share the relevant statistical data at the Liaison Meetings.  

3.1.  Access and Premises

3.1.   The Housing Provider will provide such office and staff accommodation at the Properties to the Care and Support Provider as may be reasonable under such terms as mutually agreed between the Housing Provider and the Care and Support Provider. 

3.2.   Any charges for the use of the accommodation described above shall not exceed the charges set out with the Principal Agreement and shall be detailed in the agreement referred to under clause 5.1 above.


3.3.   Notwithstanding any agreement entered into under clause 5.1, the Housing Provider will allow the Care and Support Provider access to any Properties and communal areas so as to enable the Care and Support Provider to deliver the care and support services to the Tenants PROVIDED THAT the Care and Support Provider agrees to comply with any reasonable additional obligations.  

3.4.  The terms of any lease or other access arrangement entered into between the Housing Provider and the Care and Support Provider shall ensure that the Care and Support Provider provides access to other partner organisations and groups who may wish to utilise the Properties for any purposes envisaged under Schedule 2. 


5.4
The Care and Support Provider will be able to make use of the meeting halls to promote communal dining, social, health and wellbeing activities for tenants by prior arrangement with the landlord. The Care and Support Provider can book the meeting hall via the booking register.  


4.1. Housing Provider’s Responsibilities

6.1
In addition to complying with, and carrying out such of the Services as are identified as being the responsibility of the Housing Provider the Housing Provider shall do the following:-


6.1.1
Grant such lease, licence or other arrangement to enable the Care and Support Provider to effectively access the Properties in order that they can satisfactorily deliver the Services;

6.1.2
Subject to any lease or other access agreement entered into under clause 5.1, to continue to be responsible for the management of the Properties and for the avoidance of doubt, to continue to be responsible for compliance with the requirements of the Homes and Community Agency or such other agency as may be appointed to regulate the provision of social housing;

6.1.3
Rectify any disrepair notified to them at the Property within a reasonable period following a notification received from the Care and Support Provider and in full compliance with their repairs policy;

6.1.4
Provide and regularly maintain in accordance with their obligations under the Regulatory Reform (Fire Safety) Order 2005 fire protection equipment at the Property PROVIDED THAT they will not be responsible for the repair or replacement of any equipment believed to be wilfully damaged by the actions or omissions of the Care and Support Provider;

6.1.5
If for any reason the Properties are unavailable or unsuitable for habitation, to provide temporary accommodation for Tenants in accordance with its policy and procedure as set out in its business continuity plan. The Care and Support Provider will be required assist in this to the extent that it is reasonable to do so.

6.2
In the event that the Housing Provider takes legal action against any Tenant it shall keep the Care and Support Provider informed of the progress of that legal action.

6.3
The Housing Provider may, in its discretion, introduce additional services at the Properties provided either by itself or external agencies or groups which benefit the Tenants and wider community.  This will be done in consultation with Tenants and the Care and Support Provider.  

7
Data Protection, Confidentiality and Information Sharing

7.1
Both parties agree to respect the confidentiality of individual Tenants and to comply with the Data Protection Act 1998 (as amended or subsequently replaced) (“the DPA”).  The Care and Support Provider, in particular, acknowledges the duties and obligations of the Housing Provider under the DPA and warrants that it is properly registered as a data controller/processor for the purposes of the DPA. 

7.2
The Care and Support Provider shall comply with all relevant provisions of the DPA and do nothing which causes, or may cause, the Housing Provider to be in breach of its obligations under the DPA. In particular, to the extent that the Care and Support Provider acts as a data processor in respect of any personal data (as defined in the DPA) pursuant to the Agreement the Care and Support Provider shall only process such personal data as is necessary to enable it to fulfil its obligations under this Agreement.

7.3
The Care and Support Provider warrants that it has appropriate technical and organisational measures in place to protect any personal data it is processing on behalf of the Housing Provider against any unauthorised or unlawful processing and against any accidental loss, destruction or damage and undertakes to maintain such measures during the course of this Agreement. The Care and Support Provider shall also take all reasonable steps to allow only reliable staff to have access to any such personal data.

7.4
Subject to their obligations under the DPA above, the parties will share with each other at the first practicable opportunity, any matters relating to risk management, complaints, safeguarding, and potential adverse publicity.  Any decision to release information pursuant to any statutory obligations or under a court order or where there is considered to be a serious public health risk, risk of harm to any tenant or other individuals or for the prevention, detection or prosecution of serious crime will be made by the Housing Provider.

7.5
Each party shall use its best endeavours to keep confidential the terms of this Agreement and any and all confidential information that it may acquire in relation to the business or affairs of the other party.  Neither party shall use this confidential information for any purpose other than to perform its obligations under this Agreement and to comply with any statutory or regulatory requirements and each party shall ensure that its officers and employees comply with this clause at all times.

7.6
The obligations set out in clause 7.5 above shall not apply to any information which is publicly available or becomes publicly available through no act or omission of either party; or a party is required to disclose by order of a court of competent jurisdiction.

7.7
For the avoidance of doubt ‘Confidential Information’ means such information as either party may from time to time provide to the other party (in whatever form including without limitation orally, written, in electronic, tape, disk, physical or visual form) relating to the business, and all know-how, trade secrets, tactical, scientific, statistical, financial, commercial or technical information of any kind directly or indirectly disclosed before or after the date of this Agreement whether in existence at the date of this Agreement or which subsequently comes into existence including any copies, reproductions, duplicates or notes in any form.

8. Selection and Allocation of Tenancies


The agreed referral, selection and allocation policy and procedure is set out in the Service Specification to the Contract for Integrated Care and Support Services and is reproduced in Schedule 3

9.  
Fire, Health and Safety

9.1.  Each of the parties will comply with its responsibilities under The Health and Safety at Work Act 1974 and the Regulatory Reform (Fire Safety) Order 2005 and future related legislation. 

9.2.  Each of the parties will exercise a general duty of care by, bringing to the attention of the other party any health and safety concern.

9.3. The parties shall each undertake their responsibilities as set out in Schedule 2 in respect of (a) fire prevention and safety and (b) health and safety in accordance with the following principles:

9.3.1
The Housing Provider will ensure that the Care and Support Provider is aware of the Fire and Health and Safety policies that cover the Properties. The Housing Provider with the assistance of the Care and Support Provider will ensure all Tenants are aware of the means of escape and all relevant evacuation procedures.

9.3.2
The Care and Support Provider will notify The Housing Provider of any disrepair of which it is aware, including on behalf of the Tenants where they are unable/unwilling to do so themselves. Defective firefighting and fire protection equipment is to be reported to the Housing Provider immediately by the Care and Support Provider upon it becoming aware of such disrepair.

9.4.   In accordance with fire regulations and best practice, the Care and Support Provider will ensure that every Tenant has a PEEP (personal emergency evacuation plan) and that the recommendation is captured on summary or grab sheets and held in the fire box provided.  The Care and Support Provider will inform the designated Alarm Service Provider of any changes to an individual’s evacuation needs. 


10
Indemnity 

10.1
The Care and Support Provider will indemnify the Housing Provider against any action, claim or demand against the Housing Provider arising out of any failure on the part of the Care and Support Provider to fulfil its responsibilities as set out or as imposed by statute or otherwise falling to be performed by the Care and Support Provider save insofar as any costs and losses are covered by any policy of insurance effected by the Housing Provider.


10.2
The Housing Provider will indemnify the Care and Support Provider against any action, claim or demand made against the Care and Support Provider arising out of the failure of the Housing Provider to fulfil its responsibilities as set out or imposed upon it by statute or otherwise failing to be performed by The Housing Provider save insofar as any costs and losses are covered by any policy of insurance effected by the Care and Support Provider.

11 
Insurance


The Housing Provider and Care and Support Provider will each maintain appropriate public liability and professional indemnity insurance cover in relation to their respective roles and responsibilities and in accordance with the Principal Agreement and shall not do anything, or knowingly permit anything to be done at the Properties which would invalidate any insurance taken out by either party or would increase the premiums payable.

12
General


12.1
The parties will:


· Pass on to the other within seven days of receipt a copy of any Notice received by either party from any source [excluding notices seeking possession] which relates to the ‘Properties’, the ‘Tenants’ or the Services; and

· Notify the other immediately of any incident which could lead to adverse publicity or of any change of circumstances or any complaint concerning the services to the other.


12.2
Should either party become aware of any circumstances that may affect the continued provision of the Services they shall inform the other party as soon as practicable and the parties shall work in partnership to mitigate any detriment to the Services. 

12.3
The Care and Support Provider shall not assign any of its rights or obligations or any of its benefits under this Service Level Agreement unless by prior written approval with the Housing Provider and the Housing Provider shall not provide such approval without the full approval of Somerset County Council in relation to the Principal Agreement. 

 12.4
Should either party have concerns about the performance of the other party that will have the potential to affect either this SLA or the Principal Agreement they will inform the SCC Contract Manager together with the other party, and agree action to resolve the problem in accordance with clause 11 if appropriate.

12.5
Both parties recognise that as part of the public sector, special public accountability applies.  To avoid potentially damaging, inaccurate or untimely media coverage, the following protocol applies:

· Avoidance of inaccurate or misleading reporting


· Confidentiality of personal or commercially sensitive information


· Avoiding communication or the use of material that may become liable to mislead the public or be materially detrimental to the good name, goodwill, reputation and image of either party

· Any press releases affecting the Housing Provider must be approved by the Housing Provider’s press officer.


13
Determination of Disputes

13.1
Reasonable endeavours must be made to resolve disputes, concerns and issues informally between the Housing Provider and the Care and Support Provider through the regular liaison meetings.  Where this is unsuccessful, all parties will use the following procedure.

13.2
Should either party be dissatisfied with the performance of the other under the terms of this Service Level Agreement, or where there are differences about the interpretation of this SLA, which cannot be resolved through liaison meetings the following procedure will be followed:-

13.2.1
Either party may request a special meeting between the parties to review the matter of dispute with 10 days’ prior written notice requesting a meeting (or shorter notice if the parties agree). The written notice must specify the alleged breach if relevant.  This meeting will be with designated management representatives from each party.

13.2.2
If the issue(s) remains unresolved as a result of the meeting, either party may request a meeting between a senior manager of the Housing Provider and the Care and Support Provider to resolve the matter. This meeting is to be held following 10 days’ prior written notice (or sooner by agreement of both parties);

13.2.3
If the issue(s) remains unresolved following this further meeting, the issue will be escalated to a meeting with  the Somerset County Council Contract Manager following 10 days written notice (or sooner by agreement of the parties) 

13.2.4
If the issue relates to performance in relation to the Principal Agreement, the procedures for dispute resolution as set out in the Principal Agreement will be followed.

13.3
In the case of suspected serious financial mismanagement, either party may have recourse to Somerset County Council or the authority responsible for regulation of the parties to request their intervention.  The instigator of this action should give the other party 10 days’ notice in writing of this course of action.


14.
Equal Opportunities 


14.1
The Care and Support Provider and the Housing Provider are committed to anti-discriminatory practice in the recruitment and employment of staff and in delivery of Services.  Both parties agree to follow the principles as laid down in their respective Equal Opportunities Policies and in guidance set out by the Regulators.

15.
Termination


15.1    
This agreement may only be terminated as follows:-


· By either party immediately if the Principal Agreement is terminated.   

· By the Housing Provider in line with the terms of the Principle Agreement if the Care and Support Provider loses its care registration or becomes insolvent.

· By written agreement of both parties where Somerset County Council has been consulted and given approval in principle.

· Upon 6 months’ written notice given by either party subject to concurrent termination of the lease for staff accommodation and withdrawal of the Care and Support Provider’s service and in liaison with Somerset County Council. 

15.2 
This agreement will terminate forthwith if either party ceases to exist.

16
Consequences of Termination


16.1
In the event of termination of the Service Level Agreement under clause 14 above, the parties shall agree such provisions as may be necessary between them to wind up the provision of the Services and bring to an end the access arrangements made under clause 5.


SIGNED on behalf of
)


[The Housing Provider]
) _______________________________________


by an authorised signatory)




Title / Designation...............................................................




Date……………………………………………………………..

SIGNED on behalf of [the Care
)

and Support Provider] by an
) ____________________________________

authorised / two authorised        )

signatories


        ) 

Director/ Secretary


 ____________________________________




Date……………………………………………………………..

SCHEDULE 1 -Definitions

In this Agreement the following expressions will have the following meanings:


		The Principal Agreement

		The Contract for Integrated Care and Support Services agreed between the Care and Support Provider and Somerset County Council



		SCC Contract Manager

		The Contract Manager appointed by Somerset County Council to manage the Principal Agreement



		Effective Date

		The date of commencement of this Agreement



		 SLA

		(Service Level Agreement).  This agreement between the Housing Provider and the Care and Support Provider



		Tenancy 

		A tenancy is entered into by each of the ‘Tenants’ in accordance with the form of tenancy issued by The Housing Provider



		Term

		Means a period from the Effective Date until 26th March 2020.



		Services 

		The services to be provided by the Support and Care Provider and/or the Housing Provider as set out in Schedule 2



		Property

		The Property or properties more particularly described in Schedule 3



		Tenants

		Persons accommodated at the Property who satisfy the selection criteria set out in Schedule 3 and who enter into an ‘Occupancy Agreement’. 





Schedule 2

Roles and Responsibilities of the Housing Provider and Care and Support Provider

		

		

		Integrated Care and Support Service



		

		Task

		Primary Responsibility

		Secondary Responsibility

		Shared Responsibility



		1

		Selecting Tenants in accordance within the agreed selection and allocation policy (Schedule 3) – note the final decision rests with the Housing Provider



		Housing Provider




		Care and Support Provider

		



		2

		To ensure maximum occupancy and utilisation, proactively promoting the scheme and any vacancies to potential customers - applicants, their relatives, and referral agencies.  

		

		

		Housing Provider


Care and Support Provider



		3

		Lettings and facilitating the signing of the tenancy agreement

		Housing Provider

		

		



		4

		Discussing the contents of the agreement with Tenants and/or their advocates

		Housing Provider

		

		



		5

		Administering the Tenancy and carrying out its obligations as Housing Provider and ensuring that the Tenants carry out their obligations under the agreement.  This includes the issue of written warnings and notices.

		Housing Provider

		

		



		6

		Induction of new Tenants into the tenancy and the ECH service

		

		

		Housing Provider


Care and Support Provider



		7

		Helping the tenant to understand and keep to the terms of their tenancy

		

		

		Care and Support Provider


Housing Provider



		8

		Responding to low level anti-social behaviour, neighbour disputes and nuisance and other breaches such as illegal activity, liaising closely with each other

		

		

		Care and Support Provider


Housing Provider



		9

		Undertaking legal action relating to breaches of the Tenancy as necessary.  The Housing Provider will bear the cost of any legal proceedings.

		Housing Provider

		

		



		10

		Setting the rent for each Property 

		Housing Provider

		

		



		11

		Setting the housing related support charges

		Somerset County Council

		

		



		12

		Encouraging and supporting  Tenants to pay their rent 

		Care and Support Provider

		

		



		13

		Collecting rent 

		Housing Provider

		

		



		14

		Collecting housing related support service charges

		Care and Support Provider

		

		



		15

		Maintaining the premises in accordance with the requirements of the Housing Provider and Tenant Act 1985 subject to agreed budgets. The Housing Provider’s response times for repairs are specified in the Tenants Handbook

		Housing Provider

		

		



		16

		Arranging and monitoring equipment service contracts e.g. lifts, fire alarms, kitchen equipment




		Housing Provider

		

		



		17

		Providing a community alarm and monitoring service at all times

		Housing Provider

		

		



		18

		Assisting tenants to check community alarm equipment and liaising with alarm provider to rectify faults

		Care and Support Provider

		

		



		19

		Testing communal area community alarm equipment monthly

		Housing Provider

		Care and Support Provider

		



		20

		Maintaining the decoration of exterior of the premises to a reasonable standard as set per the Housing Provider’s cyclical programme and subject to the agreed maintenance budget.




		Housing Provider

		

		



		21

		Making adequate provision for emergency repairs inside and outside normal office hours. 

		Housing Provider

		

		



		22

		Informing the Care and Support Provider of any statutory notices (such as Health and Safety, Environmental Health, Fire Officer) served on the Housing Provider in respect of the Property covered by this Agreement

		Housing Provider

		

		



		23

		Informing the Housing Provider of any serious incident on the premises or in relation to a Tenant

		Care and Support Provider

		

		



		24

		Ensuring that the furniture provided in communal areas and in any areas leased to the Care and Support Provider at the Property meets Furniture and Furnishings (Fire) (Safety) Regulations 1988 as amended.    

		Housing Provider

		

		



		25

		Repairing and replacing all furniture and equipment as required for the efficient running of the premises other than Tenants' personal property.

		Housing Provider

		

		



		26

		Maintaining an inventory of furniture, white goods, carpets and equipment in communal areas and in any areas leased to the Care and Support Provider at the Property 

		Housing Provider

		Care and Support Provider

		



		27

		Keeping all equipment at the Property in good and safe working order,  including  electrical checks such as  Portable Appliance Testing of the Housing Provider's equipment and equipment brought onto the Property by the Care and Support Provider 

		Housing Provider

		Care and Support Provider

		



		28

		In accordance with fire risk assessment providing adequate means of escape and fire protection equipment in the communal areas of the Property and arranging to have the equipment serviced on a regular basis 

		Housing Provider

		

		



		29

		Ensuring that the property is kept safe in accordance with the health and safety policies including keeping means of escape free from obstruction

		

		

		Housing Provider


Care and Support Provider



		30

		Where appropriate undertaking regular fire drills and fire alarm checks as necessary

		Housing provider

		Care and Support Provider

		



		31

		Responding to fire alarms and carrying out evacuation processes in accordance with agreed policies and procedures

		Care and Support Provider

		

		



		32

		To arrange water hygiene & legionella testing of the water system as necessary Where appropriate undertaking routine checks as necessary and maintaining a log book with regard to water hygiene management (excluding checks undertaken by contractors)

		Housing Provider

		Care and Support Provider

		



		33

		Notifying the Housing Provider of maintenance defects

		Care and Support Provider

		

		



		34

		Cleaning common parts of the Property and ensuring that gardens, paths and dustbin areas are kept clean and tidy. 

		Housing Provider

		

		



		35

		Consulting on and involving residents in changes to the management or services offered at the scheme

		

		

		Housing Provider 


Care and Support Provider



		36

		Tenant empowerment including promotion and support of Tenants’ groups.

		

		

		Housing Provider


Care and Support Provider



		37

		Ensuring provision of a range of suitable social, health and wellbeing activities for Tenants in response to their expressed views, liaising with the Housing Provider as needed

		Care and support Provider

		

		



		38

		Support Tenants to explore and access suitable move-on options

		Care and 


Support Provider

		Housing Provider

		



		39

		Regular liaison between both parties-


staff meetings


operational management meetings


partnership meetings

		

		

		Housing Provider


Care and 


Support Provider



		40

		Employing appropriate staff to carry out the tasks for which they have a responsibility 

		

		

		Housing Provider


Care and Support Provider



		41

		Assessing the housing related support needs of new referrals 

		Care and Support Provider

		

		



		42

		Ensuring that each Tenant has an integrated care and housing related support plan in place to enable them to develop the necessary skills to participate in community and leisure activities. 

		Care and Support Provider

		

		



		43

		Maintaining a physical presence at the Property at all times

		Care and Support Provider

		

		



		44

		The general welfare of Tenants




		Care and Support Provider

		Housing Provider




		



		45

		Meeting Tenants needs in areas of safety and well-being.




		Care and Support Provider

		Housing Provider




		



		46

		Daily wellbeing checks

		Care and Support Provider

		

		



		47

		Responding to emergency calls via the community alarm equipment to give assistance to the tenant

		Care and Support Provider

		

		



		48

		Keeping the community alarm provider informed promptly of new and relevant changes in key risks, PEEPs and safeguards

		Care and Support Provider

		Housing Provider

		



		49

		Communicate relevant risk and safeguarding concerns with appropriate agencies as soon as possible /same day as they arise

		Care and Support Provider

		

		



		50

		Hold weekly housing advice drop-in at schemes

		Housing Provider

		

		



		51

		Providing appropriate support to Tenants in respect of their finances including signposting and providing support in respect of claims for welfare benefits

		Care and Support Provider

		Housing Provider




		



		52

		Reviewing the integrated care and support plans of individual Tenants

		Care  and Support provider

		

		



		53

		Giving access to the Housing Provider’s maintenance and cleaning contractors when required and facilitating access to individual Tenant’s properties

		

		

		Care and Support Provider 


Housing Provider



		54

		Maintaining physical security provision such as the door entry systems

		Housing Provider

		

		



		55

		Ensuring security of the Property including lock up and access in accordance with agreed policies and procedures

		Care and Support Provider

		Housing Provider




		



		56

		Provision of any aids or adaptations needed by Tenants at the Property by referral to Somerset Direct for an occupational therapy assessment and disabled facilities grant application.

		

		

		Housing Provider


Care and Support Provider



		57

		Support to source any equipment required by Tenants to enable them to maintain their independence e.g.  pressure sensors

		

		

		Housing Provider


Care and Support Provider



		58

		Sharing copies of any independent inspection reports relevant to the services being delivered including but not limited to CQC inspection reports, Environmental Health reports, Health and Safety Executive reports

		

		

		Housing Provider


Care and Support Provider



		59

		Preparation, service and clearing up  of meals ( where available)

		Housing Provider

		

		



		60

		Assisting Tenants to access the meal service (where available)

		Care and Support Provider

		

		



		61

		Encourage Tenants to access midday meals (where available) as an opportunity to engage in communal dining, promoting a sense of community and inclusion as well as healthy eating 

		

		

		Care and Support Provider 


Housing Provider



		62

		Showing prospective Tenants around the scheme

		

		

		Housing Provider


Care and Support Provider



		63

		Administration of  and maintaining the guest room

		Housing Provider

		

		



		64

		Ensuring all staff are trained to agreed standards including


· Fire panel and equipment


· Evacuation


· Use of handsets and other Tunstall telecare equipment


· Safeguarding

		

		

		Housing Provider


Care and Support Provider



		65

		Ensure in conjunction with the designated Community Alarm Service  Provider that the electronic scheme notice boards are kept up to date with positive and clear relevant scheme information




		Care and Support Provider

		

		





Schedule3

Properties covered by the Agreement

		Address/es




		No of units 



		

		



		

		





Schedule 3


Referral, Selection and Allocation Policy - (as set out in the Contract for Integrated Care and Support Services)

Placements into ECH will be determined by an allocation panel which will consist of the Housing Provider, the Care and Support Service Provider(s), and a Team Manager or named Advanced Practitioner from Adult Social Care. Panel meetings will be bi-monthly or as and when required. 

An offer can only be made by the Housing Provider in line with the panel decision. The Housing Provider has the right to agree or reject the allocation and the final decision will rest with the Housing Provider. 


The Care and Support Provider will assess the individual’s needs for this type of supported accommodation. Adult Social Care will assess an individual’s needs for social care services. This may be a joint visit or one agency following up the first contact made by the other. The assessment should involve Somerset Partnership where appropriate. Documentation will be shared between panel members.


The Housing Provider is responsible for maintaining and managing the waiting list.  Waiting lists will be monitored by Adult Social Care Advanced Practitioners, Team Managers and Allocation Officers within the Housing Provider organisation.


Applicants should be encouraged to visit the scheme before committing themselves to an application or being considered for a tenancy. 


ECH should be a housing option based on the needs assessment of an individual and should include home owners.  


Housing providers must notify Adult Social Care when a void occurs or notice of a vacancy is received.  


The allocation of the tenancy in Extra Care Housing should be agreed between the Housing Provider and Adult Social Care prior to the offer of a tenancy being made.  Priority will be given on a needs basis. 

If the allocation panel members are unable to allocate to a void property within 4 weeks, the Housing Provider can source a suitable Tenant to enable the rental of the property to avoid the loss of income.


The Housing Provider will inform prospective Tenants of panel decisions and give the individual the opportunity to appeal.


Schedule 4

Repairs Procedure [insert Housing Provider’s own]
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Agreement for paying care and support charges in Extra Care Housing in Tennyson Court

Please note this is a legally binding document. You are advised to take legal advice before signing it.

The purpose of this agreement is to explain the cost of care and support including any unplanned care that is provided to tenants within Extra Care Housing in Mendip in Somerset. 


In this agreement:


· Council means Somerset County Council


· Extra Care means Extra Care Housing in Somerset


The care and support service includes:


· Housing Related Support Services


· 24/7 crisis and emergency response service


· Assistance to dine where there is a meal available


You must receive this care and support service as a condition of living within Extra Care.


By signing this letter you agree that by accepting a tenancy within Extra Care you agree to pay for the care and support service as part of the overall costs of living within Extra Care.


The cost of the care and support service

The current maximum charge for care and support is £TBA per dwelling per week (payable at 50% if 2 people live in the dwelling).

Everyone who lives in Extra Care is required to pay for the full cost of the care and support. However, you may be eligible for support from the Council in meeting this cost.  To enable the Council to work out what you will be required to pay, if anything, please tick the relevant box on page 3.  

The cost of care and support may change in the future and you will be notified in writing at least 28 days in advance of any change.

The Care and Support Provider on your scheme will be responsible for collecting from you the amount you are required to pay for the care and support.

About the financial assessment

The Council will carry out a Finance and Benefits (FAB) Assessment. The Support Worker on your scheme can help you to arrange the Assessment.

A member of the FAB Team will normally arrange to meet with you to work out how much you will be required to pay.   You may find it helpful to have a relative or friend with you at this meeting. The amount you will be required to pay will be confirmed in writing. You can ask for another assessment if you feel that the amount you will be required to pay is unreasonable.

You will be entitled to a review of the amount you are required to pay should your circumstances change.


Terms and conditions


This agreement will begin when your tenancy starts and continue to the end of your tenancy, even if you are not living at the dwelling.  The charge is still payable during your absence from the dwelling, such as stays in hospital or holidays. The Council will consider, on a case by case basis, suspending the care and support charge in cases of long absences from the dwelling. 

If you are in agreement with the contents of this letter and wish to accept its terms, please sign both copies of the agreement, keep one copy for yourself and pass the other copy to your landlord.
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Agreement for paying care and support charges in Extra Care Housing in Tennyson Court

Signatures of the parties


I understand, accept and will adhere to all the terms and conditions of this Agreement.

Please tick the relevant box.   If you are uncertain as to which box to tick please tick the first box.
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I believe that I have capital assets under £23,250 and I wish to have a financial assessment completed. I agree that I will pay my assessed contribution towards the cost of the service from the date the financial assessment is concluded and confirmed in writing to me or from the date my tenancy starts if it is the latter. 


I have capital assets over £23,250. I agree to pay the full cost of the service from the date from the date the financial assessment is concluded and confirmed in writing to me or from the date my tenancy starts if it is the latter. 


Capital assets include:


•
Bank / building society / post office accounts


•
Property ownership records, including the one you live in or any other property or land you may own


•
Unit trusts / individual savings (ISA)


•
Life assurance bonds


•
Stocks and shares


•
Premium bonds


•
Cash

Signature: 
…………………………………………….

Date: …………


Full name: 
…………………………………………….


Current Address: 
…………………………………………………………………….


New Address:
……………………………………………………………………


Signature of your authorised representative (if applicable)


Signature: 
…………………………………………….

Date: …………


Full name: 
…………………………………………….


Address: 
…………………………………………………………………….


Designation:
………………………………………………………………………..


(Power of Attorney, Deputy or appointee) - Note: The authorised representative will be required to provide documentary evidence of their appointment on behalf of the Tenant when signing this agreement.
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