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West Wales Care Partnership
Intermediate Care Programme 2016-17
Quarter 4 Report: West Wales 

Overview

The West Wales Intermediate Care Programme for 2016-17 comprises 3 components, or themes, which reflect shared principles underpinning our approach to Intermediate Care: Prevention in the Community; Reablement at the Core; and Reducing Admissions, De-escalation and Accelerating Discharge. This year they apply across frail older people, people with learning disability and children with complex needs. Additional funding this year has enabled us to roll forward existing successful projects alongside a number of new initiatives.

Workstreams focus mainly on implementing innovative service models, but also include the development of integrated, regional commissioning arrangements for a range of services. 

Projects included in the programme have been developed in partnership between health, social care and the third sector and agreed by local integrated services boards before being endorsed by the Regional Partnership Board. Arrangements are in place at regional level for ongoing dissemination of learning and outcomes from local projects and encouraging wider adoption of proven approaches. 

A robust governance structure is in place to support the programme. Detailed Project Initiation and Reporting Templates have been produced for all projects setting out key objectives, expected outcomes, financial profiles and key milestones. A Memorandum of Understanding has been signed by all partners and sets out expectations and accountabilities of the various stakeholders in delivering and monitoring the programme. The Regional Collaboration Unit within Carmarthenshire County Council and Hywel Dda University Health Board will share responsibility for financial and programme management and quarterly reporting on progress to the Regional Partnership Board and Welsh Government. Our governance arrangements are currently under review with a view to improving collaboration in the development of future bids.

Underpinned by the Welsh Government’s commitment to a revenue allocation for the remainder of the current term of office, confirmation of the capital grant for three years and consistency in the ICF themes, learning from 16/17 implementation and evaluation has had considerable influence on the refinement of processes for delivery and monitoring of the 17/18 programme.





Delivery in Quarter 4

Outcomes from the Programme

As expected, delivery of measurable outcomes accelerated during quarter 4, as a result of successful recruitment into vacant posts and increasing capacity as processes were tested and refined. 

Programmes such as Transfer of Care Advice and Liaison Services (TOCALS) in Carmarthenshire; Accessing Alternatives to Admission (AAA) in Ceredigion and Multi Agency Advice Team (MAST) in Pembrokeshire are demonstrating significant progress in referring to affective community provision at the front door of acute services, thereby reducing the numbers admitted.  Along with others identified during the quarterly reporting process, these programmes demonstrate similar outcomes in all three counties in the region, offering the opportunity to develop a more regional approach to the pooling of budgets and project management during 17/18.

The Frailty Support service currently offered in Carmarthenshire is demonstrating significant improvement in nutritional outcomes and as such, has influenced a more regional approach being considered for the 17/18 programme, along with a regional approach to podiatry services being developed as a result of successes in local delivery.

Third sector engagement in the programme is also delivering positive outcomes. Case studies from projects such as Community Connectors in Pembrokeshire, Community Resilience Co-ordinators in Carmarthenshire and 3rd Sector Integration Facilitators in Ceredigion demonstrate the extent to which they are impacting on acute services and are appreciated by those who have benefitted from their activities. Following on from some initial pilot projects agreed for 17/18, a regional approach to co-producing services will be included in quarterly project meetings also.

As each quarter’s returns were monitored and evaluated, it has become increasingly apparent that a number of similar projects in each of the counties have the potential to be managed regionally, albeit retaining delivery in-line with local need.  A small number of regional projects will be piloted during 17/18, with a process to co-produce a number of others being developed over the course of the next year.

‘Post-election’ funding

Our programme has been expanded following confirmation by Welsh Government of the ‘post-election’ revenue allocation which has brought an additional £1.5 million to the region. 

A significant number of the post-election projects found it difficult to demonstrate measurable outcomes in the short timescales available for development and implementation, particularly those requiring recruitment of new staff. However, in the majority of cases, it is expected that developments undertaken during quarters 3 and 4 will begin to deliver outcomes from quarter 1 of 17/18. 

A proportion of the new funding supported delivery of strategic priorities identified by the Regional Partnership Board, namely:

· Strategic commissioning (focusing on older people’s services). Funding has supported the development of a shared service model, streamlining commissioning arrangements and redesigning existing pathways through the system.  

· Information, Advice and Assistance and prevention. Significant developments in the way effective signposting services across the region have been achieved as a result of ICF. In Carmarthenshire the service has been relocated and expanded, Porth Gofal has been developed in Ceredigion and in Pembrokeshire, the Corporate Contact Centre has been remodelled to include IAA.  In many cases, local IAA services are delivered in partnership with local third sector organisations, who are also developing opportunities to grow community-led wellbeing services to help keep people out of long-term care. 

· Remodelling Mental Health and Learning Disability Services. Although the implementation of new, community-based models of service that promote independence and provide care closer to home has been slower than anticipated in some counties, learning from pilot projects delivered during 16/17 will influence implementation of the 17/18 programme.

The Board also identified the implementation of WCCIS as a strategic priority and used the final element of ICF funding to support a regional delivery programme, building on the implementation process already underway in Ceredigion. A programme lead is now in place and significant outcomes have been achieved in the short time they have been in post.

The remainder of the new funding has supported further service enhancements at a local level, under our agreed programme themes. 
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Section 1: Frail and Older People

Total region allocation
£4,064,920 (Net, after deductions for regional programme coordination and Carmarthenshire area coordination) 

	2016-17 funding allocation – ICF Guidance refers
	Identified services to support delivery of ICF objectives – ICF Guidance paragraph 2.2 refers

	End of year projected Outcome(s) for each service (col 2)


	Actual Outcome(s) to date

 
	
	Expenditure to date

	Additional Information


	£100,000 
	Third sector led community prevention model (Carmarthenshire)

	· Reduced demand for urgent hospital care 
· Reduced number of readmissions 
· Increased social impact 
· Better self-management 
· Reduction of social isolation and loneliness
· Effective engagement of vulnerable groups 
	Q4:
· All  recruitment complete
· CUSP model agreed by identified partners
· Specific dementia preventative model established and put into place.
· Outcome measures agreed and measurement tool implemented.
· Professional launch 05/2017
	Q4
	 £110,000.00
	Project was £10,000 over spent due to the agreement to pay British red cross to develop an outcome measurement tool. Overspend agreed by Project Board & minutes to support decision available.

	£56,919
	Vascular and diabetic foot pathway (Carmarthenshire)


	· Improving health and wellbeing and reducing preventable heart attacks, strokes and leg amputations.
· Reducing demand on health and social care
· Improving quality of life for patients
	Q4: All staff recruitment achieved. We have employed 3 x band 6 and 1x band 7in post. Staff training underway. 
Two day training and pathway conference organised bringing together Podiatrists, Vascular Surgeons , nursing staff from HB and ABMU HB to develop the
Above. Protocols being developed and evidence based practice rolled out. Specific diagnostic clinics set up and prevention programme in development. Project on target and, ongoing and recurring.
	Q4
	                  £27,844.19
	Project was £29,075 under spend as at end of year due to recruitment issued. This underspend was re-allocated within the revenue programme.

	£100,391
	Community Resilience Coordinators
(Carmarthenshire)
	· Improved wellbeing of people in Carmarthenshire in need of care and support, through:
· Enhanced understanding of local community assets and resources, identification of gaps and development of third sector and community provision
· Greater community resilience with enhanced preventative services providing early intervention
	Q4:
· Carmarthenshire is Kind event delivered with 350 participants to deliver an asset based approach to resilience – report and film attached.  

	Q4
	   £64,166.16

	


Project was £36,225 under spend – this is due to the inability to recruit the third post despite two attempts at advertising. The post is currently going through the Trac process and it is hoped the third post will be in place by early part of 2017/18.

	£20,132
	Health and Social Care Worker project
(Carmarthenshire)
	· Numbers of staff receiving training
· Reduction in demand on the district nursing service/ number of patients being supported through a generic worker
	Q4: 
Non Complex Wound Care Update:
Llys Y Bryn to date:
· 8 staff have completed training
· 5 Staff working towards and awaiting District Nurse Assessment

Awel Tywi 
· 8 Staff trained
· 7 completed (workbooks sent for IV)
· 1 working towards (has been on long term sick)
I have asked Sharon to send a case study by Weds this week

Y Plas
· 7 Staff trained and awaiting District Nurse assessment, dates TBC

Home Enteral Tube Feeding via Gastrostomy:
See attached PID for Gold and Silver training package. Completed phase 1 of the project which was to train staff I quality assured, competency based training around HETF which was delivered to staff working within the Learning Disability team at Tir Einon respite centre. To date, 4 staff have already completed their units and are awaiting their certificates from Agored Cymru. Of the additional 9 learners, the majority are near completion and two candidates will be asked to attend Tir Einon as they no longer have a client with a feeding tube and will need to be observed in practice where there are regular clients with feeding tubes. The external verification visit went very well and any changes suggested by the EV will be embedded on the next course, for example the workbook layout needs to be extended to allow room for candidates to write full answers and one of the questions needs to be reviewed to provide some clarity to the learners.

Next stage which will take place during 2017/18 will be to continue to phase 2 of the project which is to consider a model of delivery that would enable this work to be rolled out to other care settings across HDDA UHB in a cost effective, prudent and sustainable way – this is to develop a Gold and Silver level package of training as outlined in the attached PID document.


	Q4
	£12,991.51

	Project is £7,141 under spent due to the slow progress of the roll out of the Non Complex Wound care workstream. This was due to the inability to access the Agored Cymru assessor training in a timely manner. Project is back on track now and progressing well.

















	£13,147
	Out of hours social standby cover for older people and adults with physical disabilities
(Carmarthenshire)
	· Enhanced out of hours service for older people and adults with physical disabilities
· Reduced night admissions to hospital
· Appropriate training delivered to all out of hours social work staff
	Q2: Project terminated due to recruiting difficulties.
	Q2
	£0
	Process underway to re-allocate spend and has considered the following:
· £5,000 to purchase additional Dietetics support for the Frailty Support Workers (this will be offset by current slippage in the project due to delays in recruitment)
· £8,147 for TOCALS for uplift of the current 0.8 fte Band 6 DLN to full time (offset by current slippage in the project due to delays in recruitment)
· £250,000 – Continuing Care Team & Convalescence Beds  (Through remaining slippage in the TOCALS Team and Community Proactive Care Team to support winter pressures)

	£18,550
	Healthy Activity Coordinator for older adults 
(Carmarthenshire)
	· Increased number of NERS (National Exercise Referral Scheme) referrals 

	Q3: Coordinator appointed to post in November 2016, networking, planning and gathering knowledge on building a sustainable service for Frailer Older Adults in Carmarthenshire.
	Q3
	£0
	

	
	
	
	Q4: No expenditure in 16/17 due to the late appointment of the post holder and the HB core grant that supplements ICF funding covering all salary costs. 

Postholder is now in place and full outcomes will be reported in 17/18.
	Q4:
	£0
	

	£56,920
	Additional OT reablement capacity 
(Carmarthenshire)
	· People receiving service are functionally more independent and less dependent on statutory services
	Q4: All 3 OT’s are now in post and have started attending weekly pathway meetings and taking on Reablement referrals.  Outcomes will be reported in Q1 17/18.
	Q4
	                 £0
	

	£40,000
	Cartref Cynnes Assessment Beds
(Carmarthenshire)
	· Number of people supported within Cartref Cynnes
· Number of avoided hospital admission
	Q3: Due to licensing issues between the Health Board and Family Housing Association who run Cartref Cynnes, we have been unable to place any individuals within the facility during Q1&Q2. These issues have now been resolved and we anticipate being able to place individuals from mid-October.
	Q3
	                 £0
	

	
	
	
	Q4: Due to ongoing licensing issues between the Health Board and Family Housing Association who run and manage the landlord function at Cartref Cynnes, placements have been unable to take place. Spend for 2016/17 has only been in relation to rental costs of the 2 apartments.
	Q4:
	£20,009.00
	£19,991 underspend due to the inability to place individuals within the assessment units as explained within the update. 
The contract issues are almost resolved and we are expecting to place individuals within the units during Q1 17/18

	£238,690
	Community Care Proactive Care Review Team 
(Carmarthenshire)
	· Reviews conducted according to statutory requirements and individual need
· Reduced number of reviews outstanding
· Reduced commissioned care hours
· Reduced requirement for CHC funded care
· Reduced number of residential placement 
· Reduced length of stay in residential reablement (median) 
	Q4: 
· Length of stay in residential reablement is currently 6 weeks.
· Whilst the numbers of reviews outstanding remain high, there has been a steady decrease in those outstanding. 406 reviews outstanding in Q4, compared with 601 in Q3 and 644 in Q2 demonstrating the Proactive Care Team is having a positive impact.
· The number of service users requiring domiciliary care is falling. 981 service users in March 2017 compared with 1142 service users 2 years ago. The number of commissioned hours of care is also steadily reducing, 1368 hours less per week which equates to a 11% reduction.

	Q4
	£147,988.58      
	Full Physio complement in place from Q3. Full OT complement in place from Q4. Nursing have recruited and the post holders commenced I post at the end of March 17. Social Work have had some difficulty recruiting for this team.  2 Social workers were recruited and commenced in post during March, however, one went on long term sick not long after appointment. Recruitment is being undertaken for the third vacancy at the moment. 

Project under spent by £90,701 – this is largely due to delays in recruitment. Particularly within OT, Nursing and Social Work. Recruitment has almost been completed and we are almost at full complement of staff. Outcomes will continue to be reported, including those missing, during 2017/18.

	£500,000
	Rapid Response Domiciliary Care Service 
(Carmarthenshire)
	· Number of people receiving an intervention from the RR service 
· Number of avoided hospital admissions by RR
· Number of safe hospital discharges achieved by RR
· Numbers of people responded to by RR due to Telecare Alarm alerts (To be discussed following outcome of Reablement Review)
	Q4: 
· 204 people receiving an intervention from the RR service
· 94 escalations of care, including hospitals admissions avoided
· 3 people supported early hospital discharges
· 83 responses from the Telecare alarms

	Q4
	 £500,000.07

	
Project achieved full spend – original figure is incorrect. Original allocation was £500,000, not £527,000.

	£636,305
	Transfer of Care Advice and Liaison Service 
(TOCALS)
(Carmarthenshire)
	· Reduction in the number of admissions and re-admissions into acute care
· Decreased length of stay on admission
	Q4:
Number of TOCALS assessments completed:
PPH –237

Number of patients discharged within 24 hours:
PPH – 46
GGH -

Number of patients discharged at the ‘front door’ :
PPH - 68
GGH

	Q4
	£574,567.24
	PPH – Locum PT recruited for March, Full time PT recruited and due to commence in post May. Second DLN commenced in January.




	£77,760
	Increased OT and physiotherapy capacity (Carmarthenshire)
	· Reduced length of stay on medical wards
· Integrated assessment completed within 72 hours of ‘medically  fit’ judgement
· Increased satisfaction of users and carers
	Q4: Update to follow
	Q4:
	£207,127.71   
	

	£141,140
	Frailty Support Workers (Progressive Care)
(Carmarthenshire) 
	· Reduced Length of Stay
· Decreased requirement for commissioned care 
· Number of patients transferred to rehabilitation
· Patient body weight during admission 
· Additional calories provided
· Additional protein provided
· Patient and relative feedback
	Q4: WARD 1: Overall LOS for the year has reduced on the ward by 0.5 days equating to a saving of £90,000. This data is for the whole ward, and therefore the reduction is despite the ward (of 24) only having an average of 10 patients on the frailty programme at any one time.
Improved communication with local care homes with reduced need of managers to re-review patients may equate to a saving of approximately £45,000 if all care homes are included (currently LA care facilities and Hafan y Coed).
Nutritional data to follow from dietetics team.
Median frailty scores improved by 1 point from admission to discharge.
WARD 3: LOS data unavailable at present as too early but nutritional data to follow. 
Patient feedback particularly strong with patients referencing the nutritional rounds and visible improvements in both weight and mobility. 
Several thank-you letters and one thank-you letter in local press.
	Q4
	£138,715.71

	





	£200,000
	Continuing Care Team (CCT) (Carmarthenshire)
	This additional resource will support our existing teams to focus on 1:1 support for patient with complex long term healthcare needs
	Q4: Through strengthening the current in house continuing Care team this has allowed for role redesign e.g. development of generic workers, efficient transfers of care for acute to the community to support the patients and their carers within the locality.

This has facilitated early discharge and avoided longer tem placements resulting in increasing the patients choice, respecting individuals wishes to die in their own home.  This funding has decreed additional care hours to support the delivery of the above.  Case study is available to demonstrate the impact of this service.
	Q4:
	£200,000.00
	Slippage scheme.



	£5,000
	Carer Demonstrator Project Evaluation (Carmarthenshire) 
	Effective evaluation of the existing ICF investment made to the Carer Demonstrator Project – this project was originally funded through ICF 2
	Q4: 
· 19 referrals received during the life of the project, of these 19, 11 individuals reported positive outcomes 
· Evaluation conducted and report attached which suggests the level of referrals is so low as to call into question the need for the project and suggests if another pilot was to be set up, the project would need to be re-engineered to be successful
	Q4
	£4,500.00

	Slippage scheme




	£19,500
	Care to Move (Domiciliary Care) (Carmarthenshire)

	· Training delivered to staff group
· Increase the number of people completing short term reablement interventions.
· -Increase the numbers of people leaving reablement without ongoing services.
· -Reduce the length of time spent within a reablement service.
· -Reduce level of support needed following reablement intervention.

	Q4:
· 66 Domiciliary Staff have undergone the Care to Move Key Trainer Training delivered by Later Life training.
· 2 Key Supervisors are leading on supporting the Senior Support Workers with cascading the programme to all Domiciliary Staff focussing initially on Reablement, Rapid Response and Extra Care.
· 126  Domiciliary Support Workers  will be trained in the coming 9 months.
· This training  will continue for the duration of 2017/18 with measures to evaluate following staff attendance – back in the workplace.
Tested outcomes following training to include:
· Reduced level of support needed following Short term services / Reablement working to the Care to Move principles
· Reducing the length of time spent within the Reablement Service.

Longer term outcomes for Reablement:
· Increase the numbers of people leaving reablement without the need of Ongoing Services
· Increase the number of people completing short term Reablement interventions.

	Q4
	£8,036.35
	Slippage project







	£25,000
	Information , Advice & assistance (IAA) (Carmarthenshire
	To provide additional support to allow existing Careline staff overtime hours to train in IAA
	Q4:
· A total of 34 staff have been trained within the IAA service on the requirements of the act and other basic aspects
· 24 staff have received detailed training on how to undertake a proportional assessment and handle IAA calls.
· Each IAA member of staff has received the equivalent of 112hrs of training to deliver the new service
· In excess of 3000 proportional assessments have been undertaken by the team since mid-November.  
· The team now handle all adult social care enquiries and will shortly move to phase 2 in order to integrate another division 4:
	Q4
	£27,349.84
	Slippage scheme

	£131,555
	Caring Communities Innovation Fund (Ceredigion)
	· Establishment of a Third Sector Targeted Intervention Service Framework which will allow the statutory providers to determine patient / client needs and ‘spot purchase’ services to meet those needs.
· Third Sector Providers have sustainable practices which meet the needs of changing and evolving needs of patients / clients in Ceredigion.
	Q4: Call for project ideas and Panel convened to assess applications.  Initiatives supported include evening support provision for service users, rural transport provision and trusted assessor training.
3rd Sector Core Community Resource Team indicators;
· Number of clients  - 107
· Number of interventions initiated - 471
· Time spent to date - 50.2 hours
Links created with AA2A as key referral route.
Joint working processes established between team partners.
	Q4
	£131,555.00

	

	£42,732
	Third Sector Integration Facilitators
(Ceredigion)
	· Promote awareness of the 3rd sector provision available in the County;
· Identify gaps in provision;
· Inform commissioning;
· Support groups in relation to the Social Care and Wellbeing Act and subsequent impact on commissioning services.
	Q4: Work from previous quarters continues.
Number of contacts: 742
	Q4
	£42,732.00
	

	£339,671
	Accessing Alternatives to Admission (AAA)
(Ceredigion)
	· Reduction in admission for patients into an acute bed
· Care plans which support the patient across acute and community services
· Reduction in re-admissions
· Reduced lengths of stay.
· Positive experience for patients, carers and staff involved
	Q4: Number of complex discharges supported:
· Ceredigion = 81
· Powys = 38
· Gwynedd =27
Totalling 146
Number of patients who were not discharged on the date they were medically fit:
· Ceredigion = 54
· Powys = 30
· Gwynedd =21
· Totalling 105
Number of patients who were not discharged within two days of the date they were medically fit:
· Ceredigion = 41
· Powys = 20
· Gwynedd =13
· Totalling 74
Number of patients who were not discharged within five days of the date they were medically fit:
· Ceredigion = 34
· Powys = 11
· Gwynedd =11
· Totalling 56
	Q4
	£346,870.40
	

	£38,042
	Community Falls Clinics
(Ceredigion)
	· Reducing the numbers of residences who are admitted with a fractured neck of femur
· Residents in Ceredigion aging well without a fear of falling.
	Q4: Q4: Service Specification for Safe & Steady (Falls) Clinics finalised and approved
Venues organised
Clinic launched
Clinic in Aberystwyth running alongside Bone Health screening with DEXA scanning service
Exploring options for reciprocal arrangement with Aberystwyth University to host clinic
Falls risk screening tool has commenced  roll out to facilitate appropriate referral to clinic
Multi-factorial Falls Risk Assessment tool finalised
Contribution to Falls Prevention education of Care Home staff in South Ceredigion on-going
Physiotherapy brief intervention falls “care bundles” developed for use within Physiotherapy service as adjunct to SAS clinic
Referrals received to end March North = 2
Referrals received South = 1
Patients seen and managed within clinic = 1
	Q4
	£38,042.00                 
	

	£241,430
	Interim Placement Scheme 
(Ceredigion)
	· Improved patient flow for Ceredigion residents who have been admitted into acute hospital.
· Admission avoidance for Ceredigion residents who use the scheme and remain closer to home.
· Appropriate timely assessment reducing the admission to nursing / residential care on discharge from hospital / the scheme.
	Q4: Number of new admissions: 14
· Hospital avoidance: 9
· Timely discharge: 5
Number discharged: 15
· Nursing care: 6
· DGH: 3
· RIP: 2
Home: 4
	Q4
	£264,250.72

	

	£139,260
	Review of high cost packages (Pembrokeshire)
	· People are supported with maximum care that meets their individual needs and maximises independence
	Q4: Employment of a full time project OT enables a dedicated project assessment and review process and drives cultural change to support project progress
Cultural change is being supported at every level. Well-established and attended Project Enablers Group meets every month to support system redesign. 
14 clients have had care packages reduced to single handed care as a direct result of the RTTC programme of work, including 8 reductions and 6 avoidances. Please see attached case study for an example of outcomes of the impact on clients. 83 clients have been identified in total. These are a mixture of referrals and clients identified through other OTs who have been able to support single handed care in these cases as well as cases taken on board by RTTC OT. This is supporting the efficient use of staff time and of care providers’ time, supporting clients’ progression, and supporting the overall project goal of releasing care hours. 

A training programme has been developed and delivered for assessment staff and providers: 
- Eight two day training courses were developed and delivered for professionals and providers of care. Initial feedback from training indicates high initial levels of confidence and significant gains in staff confidence levels. The last element is of particular interest, as although the overall confidence levels with single handed care techniques are lower than confidence levels with moving and handling / associated equipment, it is the area with the most significant gains, indicating that the training has achieved its intended outcome:
	Average confidence levels (out of 10):
	Before course
	After course
	% change

	With moving and handling skills
	7
	8.4
	20.0%

	With equipment to support moving & handling
	6.8
	8.2
	20.6%

	With single handed care techniques 
	6
	7.9
	31.7%




- Further training on specific items of equipment has been provided with high uptake levels
- Training packs have been developed to enable care agencies to cascade training internally

Providers are engaging with the project. A questionnaire was carried out with the pilot care provider for the Releasing Time to Care project. See attached analysis for detailed information.  
New documentation has been developed to support the project, including a shared Moving & Handling risk assessment

Equipment to support single handed care provision for individual use and for training purposes has been purchased. 
	Q4
	£40,420.80

	




	£234,836
	PIVOT, Care and Repair and Community Support Workers 
(Pembrokeshire)
	· Inappropriate admissions avoided
· Timely and effective discharges
· Improved opportunities for independent living in the community
· Improved quality of life for service recipients
· Improved integrated working with the 3rd sector
· Reduction in social isolation for individuals
	Q4: 1300 bed days saved

130 admissions avoided

100% of recipients said that the service has made things better

196 individuals supported by Community Connectors to meet identified wellbeing goals


	Q4
	£240,520.00
	








	£30,000
	Community innovation and resilience grants 
(Pembrokeshire)
	· Increased community capacity to support independent living
	Q4: Q4: A total of 6 grants panels have been held, and a total of 22 grants have been awarded.

14 grants were awarded to projects and organisations working with older people, to a total of £24,640

6 grants were awarded to projects and groups working  with people with Learning disabilities, to a total of £16,166

Q4:  The increased assessment capacity has facilitated a more person centred approach, which has delivered better value for money.  For further updates on this programme please see the Learning Disabilities project further below. 
	Q4
	£27,040.00         

	Projects awarded with funding will report their outcomes by the end of April 2017 whereupon a full report on the outcomes and achievements of the CCIG will be made available.

	£87,300
	Increased targeted Assessment capacity (Pembrokeshire)
	
	Q4 The increased assessment capacity has facilitated a more person centred approach, which has delivered better value for money.  For further updates on this programme please see the Learning Disabilities project further below.
	Q4
	£87,917.71
	This funding has contributed to this programme of work and for further updates on this programme please see the Learning Disabilities project further below.

	£189,315
	Additional step up/ step down beds Hillside and Bro Preseli 
(Pembrokeshire)
	· People regain their independence closer to home in a supportive environment that helps build their confidence.
· People are supported to improve or learn new skills to support their independence with the support of trained professionals
· Integrated service provision utilising shared resources
	Q4: Number accessing beds from hospital 13

Number accessing beds from home 1

Those leaving this service with not long term care 2

Those leaving this service with reduced care 0

Those transferring from this service to reablement at home 3

	Q4
	£154,174.70
	




	£174,598
	Extension of reablement contract 
(Pembrokeshire)
	· Minimisation of DTOC for patients requiring reablement support in the community
· Saved bed days through timely discharges
· Positive impact on quality of life of those who have received the service
	Q4: 66% of people receiving reablement in this quarter have no need for ongoing domiciliary care

14% of people receiving reablement in this quarter have reduced need for ongoing domiciliary care

Set target of 66% average for percentage of people who have no need for ongoing care.

DTOC figures
National Measure: Rate of delayed transfers of care per 1,000 population aged 75+ [StatsWales is source] Wales 15/16 average is 4.90 and Wales 15/16 top quartile is 2.4.
Q1 = 0.52 [7]
Q2 = 1.55 [21]
Q3 = 2.07 [28]
Q4 = 2.96 [40]
	Q4
	£275,264.06
THIS INCLUDED POST ELECTION ALLOCATION
	The average length of a reablement intervention has decreased from 6 weeks in 15/16 to 4 weeks in 16/17.  The average for March 2017 is 3 weeks which suggests further improvement in theAmmanford16 management of flow through the service.  This should be viewed in conjunction with the positive outcomes with 66% of service users leaving with no long term domiciliary care at the end of 16/17.

We report on reablement on a monthly basis to our health colleagues by way of a reablement dashboard

	£30,553
	Push/ pull post for reablement/ hospital interface
(Pembrokeshire)
	· Individuals enabled to regain/ maintain optimum independence
· Control, choice and dignity in care
· LA care resources used effectively
· Reduction in care provision for individuals
· Efficient use of staff knowledge, skills and capacity
· Reduced risks with moving and handling
· HB resources shifted towards community from acute provision
· Released resources and capacity
	Q4: Review workers are in place, also supplemented by PCC funded worker
66 people receiving service during last day of period 
4 weeks is average length of reablement intervention 
66% of people complete the service with no ongoing care needs. 

Review workers continue to support flow through the service and timely discharge to domiciliary care providers when needed which maximises availability of the service, which in turn supports the delayed transfer of care / patient flow agenda from hospitals. 
	Q4
	£30,247.46
	The average length of a reablement intervention has decreased from 6 weeks in 15/16 to 4 weeks in 16/17.  The average for March 2017 is 3 weeks which suggests further improvement in the management of flow through the service.  This should be viewed in conjunction with the positive outcomes with 66% of service users leaving with no long term domiciliary care at the end of 16/17.

	£254,000
	Multi Agency Support Team (MAST)
(Pembrokeshire)
	· Reduction in hospital admissions
· Improved personal and functional outcomes for people using the service
	Q4: 240  assessments undertaken by MAST

59 assessments undertaken at weekends or bank holidays. 

61 % (142) of those assessed not admitted to acute care.

 58 people received rapid response assistance at home

 58 urgent community OT referrals received and 100% responded to within 2 working days

30 Rapid Responds community physiotherapy referrals received and (76.7)% responded to within 2 working days

Bed days saved estimated to have resulted in £ 362,100 cost avoidance.


	Q4
	£271,091.60

	







“Thank you for coming so quickly, we have been reassured by your assessment and advice, dad was much happier once back home”

	
	Social Enterprise
(Pembrokeshire)
	· 
	Q4:
	Q4
	£16,092.00
	Regional slippage

	£205,024
	Care at Home Team
(Pembrokeshire)
	· Development of the In house Team
· Match capacity with demand of End of Life and complex packages
· Contain commissioning budget within resource, with 1% savings identified in Quarter 4.
	Q4: The Care at Home Team have provided End of Life Care to 33 patients in Quarter 4.  All patients are referred through a single point of access.  The patients are assessed from category 3 to 1 to prioritise the urgency of need.  
Category 3:
Patient entering a terminal phase
Category 2:
Less than 7 days life expectancy
Category 1:
Less than 48-72 hours life expectancy.
To date referrals have been received from community District Nursing Teams and Acute wards in Glangwili General Hospital and Withybush General Hospital.  
Duration of care provision has varied from 1 day to 44 days.
The service is provided between the hours of 08.00-22.00, 7 days a week 365 days a year.
The team comprises of 10 WTE Health Care Support workers and the Team Leader who is a Nursing Sister.
The Team currently work as two HCSW on each  12 hour shift  which has improved continuity of care and cost efficiency. 
To ensure the success of the service it essential that we work collaboratively with District Nursing Teams, Social Services, Paul Sartori Foundation, Acute Response Team, Palliative Care Specialist Nurses, Advanced Chronic Conditions Nurse Practitioners, Long Term Care Team, Continuing Health Care Specialist Nurses, Marie Curie, Out of Hours Service, Day time GP service, , Allied Health Professionals, and Community Connectors.
Patient information leaflet attached and two case studies.
	Q4
	£205,024.00

	











	
	
	
	                                             Total:
	
	£4,214,538.81
	



Section 2: Learning Disability and Complex Needs 
Total region allocation
£487,558 (Net, after deductions for regional programme coordination) 

	2016-17 funding allocation 

	Identified services to support delivery of ICF objectives 
	End of year projected Outcome(s) for each service (col 2)

	To date – actual Outcome(s)

 
	
	Expenditure to date

	Additional Information


	£107,466
	Behavioural Intervention Service
(Whole region)
	· Reduction in expenditure on commissioned services
· Increased no. of children receiving appropriate  behavioural support
· Improved family experience of accessing support
· Reduced waiting times for specialist behavioural intervention
	Q3: Service is currently being scoped. The Clinical Psychologist has been appointed.
	Q3
	                   £0
	

	
	
	
	Q4: Successful recruitment to Senior Clinical Psychologist post, start date 10.4.17.

Next stage of recruitment for additional posts underway following consultation with other Children’s Services.

	Q4:
	£7005.88
	Expenditure includes cost of staff providing skeletal interim service for children with Learning Disabilities (LD) and Challenging Behaviour from Adult LD Service; Head of Service time for recruitment process; additional resources/test materials for assessment of children.

	£33,458
	Sensory Integration Pathway Project (Carmarthenshire)
	· Increase engagement and co-production,
· Allow individuals to make choices and express themselves
· Promote individuals understanding of the world and allow them to communicate in a way which we do not find challenging 
· Promote fair and equal access to services and the community by reducing barriers,
· Allow individuals to develop skills and abilities
· Build individuals confidence
· Provide the right environment within the person’s community of origin decreasing the need for out of county specialist placements.
· Promote the longevity of family living decreasing the need for residential placements and subsequent hospital admissions.
· Ensure local community provision is robust enough to support a community based step down package by providing skilled and confident staff with the right resources in the right place. 
· Ensure the least restrictive option of support is available, focused on individual’s strengths
	Q3: Delays in recruitment have meant the project has not commenced delivery.
	Q3
	£0
	

	
	
	
	Q4: Recruitment has commenced for the OT position to lead this project. The Advert will be going out week commencing 24th April and the post holder will commence delivery as soon as possible. The outcomes stated will continue and feature in a new Proposal document for 17/18. The project is expected to make steady progress in 17/18 from Q2.
	Q4:
	£0
	

	£38,902
	Regional Planning and Commissioning for children and young people with complex needs
(Carmarthenshire)
	· Prevent the reliance upon out of county specialist provision; reduce the costs to LAs/HB’s
· Children and young people with complex needs remain within their local communities
· Children and young people with complex needs access a wide range of services that support them to live as independently as possible
· Local provision meets the needs of young people
· A robust planning and commissioning process is established to oversee current and future demand and provision
	Q4: IPC were commissioned to undertake a feasibility study of the most effective and efficient way of developing a regional panel for children with complex needs. This report has been completed in draft form and recommends that a regional commissioning framework for children with complex needs is developed across the Health Board footprint to encourage consistency of practice and reduce inequity of service. 
	Q4:
	£19,989.00
	




	£101,297
	Assessment and Respite Service for Adults with LD and Complex Health and Social Care Needs 
(Carmarthenshire)
	· Reduction in high cost residential placements out of County
· Number of individuals with complex needs accessing the service
· Reduction in delayed transfers of care
· Qualitative data on improved outcomes for individuals and carers
	Q4:
· Project was unable to progress due to interdependent capital scheme that was unable to progress.
· Funding was re-allocated to support high cost out of county placements that were made across H&SC.
	Q4
	£0
	

	241,662.00
	Challenging Behaviour Placement Costs
(Carmarthenshire)
	
	Q4:
· Supported 7 individuals who were required to be placed in a residential placement due to challenging behaviour.
	Q4
	£241,662.00
	Slippage scheme.
Case Study:
· A lady in her early forties who has had a history of placement breakdown, resulting on more than one occasion in her needing to be readmitted to hospital. The additional support has enabled her to maintain her present placement avoiding the requirement for an emergency readmission whilst intensive behavioural work is in progress.


	£75,567
	Therapeutic Service for LD and Complex Needs
(Ceredigion)
	· Sustainable model for delivering therapeutic services for clients who have LD which operates across Ceredigion building self and community resilience
	Q4: Call for project ideas and Panel convened to assess applications.  Initiatives supported include evening support provision for service users, rural transport provision and trusted assessor training.
	Q4
	£75,567.00
	

	£130,869
	Learning Disability Service remodelling
(Pembrokeshire)
	· People with learning disability are able to live more independent lives
· People with learning disability have greater choice and control in how their needs are met
· People with learning disability have a greater voice and say in services
	Q4: LD Website and Assistive Technology - ‘Accessible Pembrokeshire’ - Four people with LD have been creating and uploading pages for the LD website.  Three have been paid and 1 young person is still in school.   The site will be launched at the “Big Access Talk” on 18th May 2017.   IT resources purchased to enable people with LD to access website – includes physical resources and software solutions.
The Accommodation and Efficiency project - specialised in assessing over 40 complex clients during 2016/17. By doing so, the project achieved the following outcomes:
Client assessments were brought up to date. Packages of care in supported living and residential placements within the Learning Disabilities Team were ‘right sized’ to ensure that they are sustainable and meet customers’ needs.
Packages of care were reviewed to ensure that they:
a) promote independence with clear outcomes, and are focussed on an asset-based progression model;
b) are centred around, and co-produced with, the individual, and 
c) are in accordance with the principles of the Social Services and Well-being Act (Wales) 2014
Commissioned services being delivered were scrutinised to ensure that they are of good quality, are being delivered efficiently and are offering value for money.
The project supported the development of a consistent, systematic and clear approach to reviewing care plans, fees and contracts, both internally and for partners and providers.

Alternative Models, 3rd Sector Support and Developmental Projects - 
We planned to: 
· Develop a provider standard for day opportunity services
· Develop an outcome based specification for services
· Commission a framework of providers.

We have achieved:
· In consultation with service providers, a provider standard which considers organisational governance, financial and service sustainability, staff recruitment, training and supervision, health and safety, safeguarding and other policy requirements has been agreed and implemented.  Providers are currently working through the standard.  The standard is already driving up the standards across the sector.  
· An outcome based specification has been provided to service providers for review and broadly agreed.

Way forward:
Commission a framework of providers – carried over from this year as the market was not ready for a tendered process.   
	Q4
	£88,014.23

	FOR CONSISTENCY OF REPORTING UIPDATES RELATING TO SOME CAPITAL SPEND HAVE BEEN INCLUDED IN THIS SECTION.






	
	
	
	                                             Total Q4:
	
	   £432,238.11
	




Section 3: Other (Revenue)

Total region allocation
£80,786  

	2016-17 funding allocation 
	Identified services to support delivery of ICF objectives – ICF Guidance paragraph 2.2 refers

	End of year projected Outcome(s) for each service (col 2)


	To date – actual Outcome(s)

 
	
	Expenditure to date

	Additional Information


	£75,000
	Financial and programme coordination and evaluation
(Whole region)
	· Effective coordination of programme and evaluation of impact
	Q3: 
· Post allocation process facilitated.
· Regional Q3 Report produced
· Monthly finance reports produced
	Q3
	
	


	
	
	
	Q4: 
· End of year process facilitated. Report produced
· Monthly finance reports produced
	Q4
	       £68,774.67
	

	£27,193
	Programme Coordination (Carmarthenshire)
	· Effective coordination of Carmarthenshire programme
	Q2: PIDs developed for all post-election projects
Report produced
	Q2
	
	

	
	
	
	Q3: Report produced
	Q3
	
	

	
	
	
	Q4:
· Project Manager has been developing 17/18 ICF governance mechanisms in conjunction with the regional team. 
· Collation of the Q4 WG ICF report
· Supporting the development of new Project proposal forms for 17/18

	Q4
	£27,562.55
	

	
	
	
	                                             Total Q4:
	
	£96,337.22
	




Section 4: Capital

Total region allocation
£1,301,00

	2016-17 funding allocation –

	Identified housing-related developments to support delivery of ICF objectives 


	End of year projected Outcome(s) 

	To date – actual Outcome(s)

	End of year projected expenditure

£
	Expenditure to date

£

	Additional Information



	£20,000
	Behavioural Intervention Service
(Whole region)
	· Reduction in expenditure on commissioned services
· Increased no. of children receiving appropriate  behavioural support
· Improved family experience of accessing support
· Reduced waiting times for specialist behavioural intervention
	Q3: No reported progress to date.
	£20,000
	Q3:                  £0
	

	
	
	
	Q4: funding reallocated to other ICF programmes within WW region.
	Q4:20,000
	£0
	Funding re-allocated due to late start.

	£200,000
	Integrated Community Equipment Service 
(Carmarthenshire)
	· Citizens are safe in their own homes as a result of equipment being provided by Carmarthenshire Integrated Community Equipment Stores (CICES)
· Citizens stay at home during an incident or illness, rather than entering a hospital, as a result of equipment provided by CICES.
· More patients have a swifter discharge from hospital back into their home environment, as a result of equipment provided by CICES prior to discharge.
· Citizens can remain in their home for as long as possible before transfer to a residential home setting, using equipment provided by CICES.

	Q4: Smaller items such as bathing and toileting equipment purchased this quarter has allowed patients recovering from an operation return home at the earliest opportunity. This equipment also allows patients to stay safe in their own home.
	£200,000
	Q4       £338,523.00       
	Hundreds of individual items were purchased as part of this project with dozens of different equipment types purchased. In particular, community profiling beds, dynamic mattresses and hoists allow patients either to remain at home or leave a hospital setting at a much earlier date. Each time a dynamic mattress is delivered for someone leaving hospital, this must allow the patient to leave at least three days earlier than they otherwise would. For the 30 beds and 30 mattresses purchased as part of this project that have been used at least twice so far this equates to a saving of £36,000 to the Health Board alone (based on a patient costing £200 a day to look after in hospital and each bed and mattress used at least twice to facilitate a swifter return home)

	£25,000
	Sensory Integration Pathway Project (Carmarthenshire)
	· Increase engagement and co-production,
· Allow individuals to make choices and express themselves
· Promote individuals understanding of the world and allow them to communicate in a way which we do not find challenging 
· Promote fair and equal access to services and the community by reducing barriers.
· Allow individuals to develop skills and abilities
· Build individuals confidence
· Provide the right environment within the person’s community of origin decreasing the need for out of county specialist placements.
· Promote the longevity of family living decreasing the need for residential placements and subsequent hospital admissions.
· Ensure local community provision is robust enough to support a community based step down package by providing skilled and confident staff with the right resources in the right place. 
· Ensure the least restrictive option of support is available, which is focused on individual’s strengths.
	Q4: Equipment has been purchased for 3 facilities (one on Carmarthen, one in Llanelli and one in Ammanford). The current rooms have been enhanced by the additional equipment and will offer more opportunities for individuals to develop skills and make choices. People who do not currently access services have made enquiries about accessing the new rooms.
The advert for the OT is currently out. Baseline information will be taken for each person accessing the facilities with development recorded.
	£25,000
	Q4:        £20,246.20
	Timescales have not been possible to achieve due to recruitment requirements and support to ensure correct equipment is purchased. 
Although the rooms and equipment will be able to be used as of now, their full use and recording of plans and progress will not be achievable until the OT is in position

	£123,923
	Transfer of Care Advice and Liaison Service 
(TOCALS)
(Carmarthenshire)
	· Reduction in the number of admissions and re-admissions into acute care
· Decreased length of stay on admission
	Q1: Project initiation on hold pending WG approval of Capital bids
	£123,923
	Q1:                  £0
	Project not approved.

	£120,000
	Carmarthenshire Independent Living Centre (CILC)
(Carmarthenshire)
	· Citizens are aware of C.I.L.C and what it can do for them.
· Citizens have a greater choice of options to help them with their daily living.
· Professionals have a centre that they can use to demonstrate large equipment and re-assure families who have to have significant support in their lives.
· Support services are relied on less, as different types of equipment and assistive technology in particular, are used by individuals which can reduce dependency on formal and informal carers.
· The centre becomes self-funding – it should also be recognised that the centre should make “savings” in other teams as less formal intervention is required by individuals. 
	Q4: All works completed by the end of March 2017 with contractors visiting after the project end to liaise with the Project Manager to ensure sign off. The work has been completed in accordance with the project plan and to a high standard. The completed project has seen the creation of a large demonstration / display room that can be used by prescribers and the general public to see how community and Telecare equipment can enhance peoples’ lives and will showcase what is available to the public through the Health Board, Social care and what can be purchased in the market place. A new training room has been created so that prescribers and members of the public can see and trial equipment and methods of use. The room also acts as a classroom for local groups and prescribers. A large meeting room adds another use to the centre, bringing in an income to the service.  On the ground floor a "hub” has been created. The hub will act as an information / display area for public walking in off the street. Anyone will be able to call in to ask about community and telecare equipment as well as other services offered by the Health Board and Social care, and they will be given information and advice as well as helped to access any relevant help that they require.  
	£120,000
	Q4:        £98,264.08 
	Alternative proposal for TOCALS. 
CILC has started taking meeting room booking for 2017 and has had many pieces of equipment donated for use in the demonstration rooms. Visual and hearing impairment equipment will also be displayed at the centre. A publicity campaign will take place in mid-May which will promote the centre and its use throughout the County.

	£100,000
	Co-location of integrated Community Team
(Carmarthenshire)
	TBC
	Q4:
· The Careline team has re-located from Llandeilo to Eastgate at the end of October 2016
· The IAA service began operation utilising the Careline staff from mid November.
· An integrated multi-disciplinary team has been set up within the room to facilitate the training of staff and proportional assessment of enquiries coming in.
· The service is now fully integrated and operational for adult services.
	£100,000
	Q4:       £95,970.44
	

	£80,000
	Assessment and Respite Service for Adults with LD and Complex Health and Social Care Needs 
(Carmarthenshire)
	· Reduction in high cost residential placements out of County
· Number of individuals with complex needs accessing the service
· Reduction in delayed transfers of care
· Qualitative data on improved outcomes for individuals and carers
	Q4:
· Physical work to the building where the Assessment & respite service was going to be located did not progress in time. This meant that the contractor was unable to complete the work by the end of March 17.
· This scheme will continue into 17/18 but will be slightly re-worked and a new project proposal submitted.
	£80,000
	Q4:        £41,996.00
	£38,000 under spend largely due to the fact that the physical work to the building where the respite service was going to be located was unable to progress due to timescales.

	£100,000
	Supported Living provision for individuals with a learning disability
(Carmarthenshire)
	· People with a Learning disability receive support that is person centred and meets their assessed needs.
· Improved service user  and carer experience and satisfaction
· Improved level of social inclusion
· Increased level of independence and self-actualisation
· Reduced use of residential care and in particular ‘out of county’ residential care.
	Q4: Project is not proceeding in this financial year due to largescale delays in identifying a suitable property for this scheme. The outcomes will be carried forward into 17/18.
	£100,000
	Q4:                  £0
	

	£50,000
	Equipment Releasing time to care (Carmarthenshire)
	· 
	Q4
· As a result of this project, the number of individuals receiving double handed calls steadily continues to reduce – from 328 (Oct 15) to 282 in March 17
· This equates to a cost saving of £xxx
	£50,000
	Q4        £50,000.00
	Slippage scheme

	£189,748
	Maintaining independence through provision of accommodation based solutions 
(Formerly Keeping the elderly safe, warm and secure in their homes)
(Ceredigion)
	· Development of a sustainable home safety service 
· 100 Home Safety Assessments across Ceredigion
· 100 follow up works
· 25 emergency repair assistance grants processed.
· 5 convalescence type beds
	Q4: (end of year totals included in figures below, totals of Q1-4): 
· Handyperson commenced work in February.
· Home safety assessments have been carried out and delivered from the existing service provided by Care and Repair and as a result of referrals received as part of the 3rd sector Community Resource Team (ICF funded).
· 38 Home Safety assessments carried out.
· 20 Handyperson  adaptations completed
· 31 Emergency Repair Assistance grants have been delivered
· Works to refurbish 5 convalescence beds within the north of the county completed
	£189,748
	Q4:      £252,254.00
	

	£62,506
	Residential Assessment bed Scheme
(Formerly Information technology to support ICF projects) 
(Ceredigion)
	· Improve patient flow for residents admitted into acute hospital
· Build capacity within residential homes to safely discharge resident back to their own homes
· Avoid admittance to hospital for Ceredigion residence and provide solutions closer to home
· Monitor, review and report
	Q4: Work has now been completed with all beds open and accepting step downs from BGH and Step Up from within the community. Weekly MDT meeting are a key element of this project, and relationships have down developed across Social Care and Health. The next step will be to review and set up processes to evaluate the project and learn for the next phase in the South of the County and further linking to Glangwili and Whithybush
	£62,506
	Q4:                  £0
	Substitute proposal.

	£30,000
	PIVOT, Care and Repair and Community Support Workers 
(Pembrokeshire)
	· Timely and effective discharges
· Improved opportunities for independent living in the community
· Improved quality of life for service recipients
· Improved integrated working with the 3rd sector
· Reduction in social isolation for individuals
	Q3: Referrals for the capital spend are made through the PIVOT project as normal.
Spend is then allocated for rapid response, out of hours, minor adaptations to allow an individual to be supported at home safely rather than in a hospital setting.
	£30,000
	
	The following are the numbers of adaptations provided through this scheme this year
Key safe – 90
Grab rails – 62
Stair rails – 14
External rail – 11
Fire safety check – 15
Shower seat – 6
Lever taps – 1
Steps – 1
Electrical work - 1

	
	
	
	Q4 A total of 108 referrals have been responded to during the year either through the PIVOT Caseworkers or from Home Safety Checks provided within PIVOT.
	
	
	

	£30,000
	Community innovation and resilience grants 
(Pembrokeshire)
	· Increased community capacity to support independent living
	Q3: 3 panel meetings have been held so far and grants totalling £18,310.56 have been awarded
	£30,000
	
	

	
	
	· 
	Q4: A total of four panel meetings were held throughout the year and capital funding totalling £30,000 was allocated across 12 different projects
	
	
	Projects awarded with funding will report their outcomes by the end of April 2017. 
A full report on the outcomes and achievements will be made available.

	£84,000
	Community Equipment 
(Pembrokeshire) 
	· More people supported to live at home
· Increased independence and quality of life for individuals
	Q4: 25 clients supplied with bath hoists or bathing cushions provided a quick, effective response to meet needs and are also a cost effective alternative to adaptations.

18 clients provided with specialist beds and seating and 30 ‘Sara Steadys’ and 10 profiling beds and air mattresses were supplied to support living at home and increase independence.
	 £104,000
	Q4:      £90,000.41  

	Increase in projected expenditure as a result of projects not being approved.

	£90,000
	Housing Adaptations 
(Pembrokeshire)
	· People are supported in the community through reablement, on discharge from hospital and avoiding unnecessary admissions; to maintain independence.
· People are supported to live independently as part of a transition pathway
· To reconfigure existing in house residential provision to enable people to transition into adult services in a supportive way, which allows people to develop skills and confidence which will enable them to live more independently. 
	Q4: 14 adaptations completed. All customers satisfied on completion with the work undertaken and foresee positive outcomes going forwards. Outcomes will be reviewed with customers after adaptations have been in place for 6 months. Primary anticipated outcomes will be avoiding unnecessary admissions through falls, etc and improving independence of individuals with less reliance on family/dom carers.
	£90,000
	Q4:        £94,981.48

	

	£20,000
	Predictive software for GPs and IT enhancement to support agile working for health staff (Pembs)
	· More responsive and timely services
	Q4:
	£20,000


	Q4                    £0

	No progress reported.

	£125,822
	Learning Disability Service remodelling
(Pembrokeshire)
	· People with learning disability are better equipped to lead independent lives and are supported by their local communities through employment, skills development, training and volunteering opportunities
	Q4: The upgrade and remodelling works commenced at the start of February 2017 and the respite unit opened towards the end of March 2017.
Modifications will support a broader client base incorporating assistive technologies to enable children and young people to become more independent.
 The refurbishment of the kitchen and bathroom areas will facilitate the development of life skills and will support service users to overcome everyday challenges. 
Assistive technology purchased has been matched with the specific needs of the cohort of the respite facility and will also support a broader client base.
Training on the use of the technology has commenced.   Further training is scheduled. Training and use of equipment/technology will be incorporated into visits at Holly House to promote technology in a positive way.  
Opportunities to maximise the use of the facilities/equipment are already being explored to support multiple service users to remain independent for as long as they can. 
Open day provisionally scheduled on 10.06.17 for parents/carers to be able to fully view the changes/technologies and understand the benefits they offer to children during their stay at Holly House and the potential for use in their home environment. 
Assistive Technology update is included with community equipment above.
	£125,822

	Q4:       129,212.00 

	


	£20,000
	Time to care Equipment (Pembrokeshire)
	
	Q4: Range of equipment to support training and assessment for single handed care purchased for 3x locations in health.
	
	Q4:        £67,452.00 
	

	
	LD Accessible Website Software
(Pembrokeshire)
	
	
	
	Q4           £9,629.05
	

	Capital Q4:
	£695,000
	£1,228,528.66
	




Regional Partnership Board: West Wales							Period: Quarter 4 (2016-17)								


Section 5: Post Election

Total region allocation
£1,577,592.65

	2016-17 funding allocation –

	Identified housing-related developments to support delivery of ICF objectives 


	End of year projected Outcome(s) 

	To date – actual Outcome(s)

	Period


	Expenditure to date

£

	Additional Information



	£12,000
	Carers support officer
(Carmarthenshire)
	•Improved response for carers seeking assessment.

•Improved performance in relation to carers assessments in line with the SS WB Act
	Q4: Job Profile has been written and is currently being evaluated to ensure the grade is accurate for the level of responsibility of the post. Advert will be out during February, with anticipated start date of April 2017.
	Q4:
	£0
	Full underspend is anticipated on this scheme

	£22,000
	Resource allocation System (Carmarthenshire)
	· The support is controlled by the individual/family
· The level of support is agreed in a way which is fair, open and flexible
· More sophisticated commissioning/delivery of services
· Reduction in costs of delivering services

	Q4: A detailed audit has been undertaken of cases open to the Children’s Disability team and Transition between January 2016 and December 2016. 

Workers have completed a resource allocation tool to give an objective measure of complexity. 

The audit has also compared the level of expenditure on services for those cases during the audit period.

Stakeholder sessions have been held with families to ‘test’ the application of a Resource Allocation Tool. 

A final report is awaited from IPC to detail the analysis. This will provide us with a Resource Allocation System tool and methodology to implement within the service. 
	Q4:
	£21,757.19
	

	£128,000
	Central review Teams (Adults) (Carmarthenshire)
	· Those who use our services contribute to the review of their support and services enabling choice and control.
· Independence  maximized and enhanced  self-determination of individuals accessing services
· To realise cost savings by right sizing packages and placements.
	Q4: Due to delays In recruitment, the post holders have only recently commenced in post. The Nursing and Social Work elements are now in place and will begin to deliver outcomes as stipulated. We are also currently in the process of appointing 4 reviewing officers who will support the social workers and nurses to develop this scheme further.
	Q4:
	£0
	£128,000 under spent. £35,000 of this funding was re-allocated to the slippage scheme to employ two right sizers to look at high cost packages of care and realise cost savings where possible. The remainder of the funding was   re-allocated within the revenue programme.

	£90,000
	Additional step-up/step down beds
(Carmarthenshire/HDUHB)
	· Maintenance of wellbeing and independence
· Decreased requirement for formal social care and admission avoidance
	Q4: During the period of use, 5th December 2016 – 31st March 17, a total of 33 individuals accessed the beds to facilitate hospital discharge. Average length of stay of these individuals is 23.1 days (range 3 – 42 days).

The evaluation of the project resulted in decommissioning with one care home and re-commissioning 10 beds with the other care home, with revised eligibility criteria, for a further 10 weeks. A further evaluation will be carried out at the end of May.
	Q4:
	      £101,639.76
	Project over spent by £11,640 – over spend agreed through project board.

	£10,000
	Physical Activity Pathway for health and wellbeing (LD/ complex needs) (Carmarthenshire/HDUHB)
	TBC
	Q4: Equipment has been purchased with support from Physiotherapist. The room is currently being prepared. Individual programmes are yet to be developed. Baseline information will be recorded for all individuals who will be accessing the facility. This information will be available for evaluation 20017/18.
	Q4
	£7,040.00
	Further work will be needed to the grounds surrounding the building. This will support access for people who have more profound disabilities. The possibility of creating additional bathroom facilities for that part of the building is also being explored.

	£35,000
	Enhanced home to hospital service - seven day provision (Carmarthenshire/Red Cross)
	· Reduction in length of stay
· Reduced requirement for formal social care
	Q4:
	Q4:
	£18,500.00
	


	£15,000
	Nursing post for IAA MDT (Carmarthenshire HDUHB)
	• Early identification of ‘sudden functional decline’ secondary to physiological compromise
• Maintenance of wellbeing and independence
• Decreased requirement for formal social care and admission avoidance
	Q4: Post holder has been confirmed and due to commence in post during early April . Outcomes will be reported in 17/18 as recurring post.
	Q4:
	£0
	Full underspend due to recruitment issues.

	£15,000
	Care to Move - Community Hospitals (Carmarthenshire HDUHB)
	· To reduce length of stay for this group of vulnerable adults by 10% annually.
· To reduce unnecessary readmissions for this group of vulnerable older adults.
· To improve patient self-management and maximise independence
	Q4:
· 12 individuals trained in Care to Move principles. 
· An evaluation report is in the process of being drafted and can be available as evidence of this scheme once received.
	Q4:
	£1,549.00
	£13,451 under spent due to inability to recruit the number of individuals onto the training as initially expected. This under spend was re-allocated into the wider revenue programme.

	£22,133
	Generic tech posts to support therapeutic intervention (Amman Valley/ Llandovery) (Carmarthenshire HDUHB)
	· Reduced Length of Stay
· Decreased requirement for commissioned care 

	Q4: Llandovery posts currently in the process of recruiting adverts out waiting for interview dates
AVH – recruitment completed staff commencement early May
	Q4:
	£0
	£22,133 under spend. No spend in 2016/17 due to delays in recruitment of the posts

	£200,000
	Convalesence beds (Carmarthenshire HDUHB)
	· Increase the number of people completing short term residential convalescence/reablement interventions.

· Reduce the length of stay within the residential convalescence/reablement service.

· Increase the numbers of people leaving residential convalescence/reablement without ongoing services.

· Reduce level of support needed following residential convalescence/reablement intervention.
	Q4: Provided 4,786 nights of residential convalescence through the two local authority care homes within the County.
	Q4
	£306,056.00
	£106,056 over spent to allocation. This is due to the numbers of individuals placed within the beds over the course of 1 year and across 2 residential care homes.  

In terms of cost benefit, the cost of a night in residential convalescence is £83.71.The cost of an acute inpatient bed day equates to £478.84. This translates to a cost saving of £395.13 per day/night and therefore, over the course of a year, would mean a cost saving of £1.89 million to the NHS.

	£96,000
	Additional nursing bed capacity (spot purchase - admissions avoidance) (Carmarthenshire HDUHB)
	• Maintenance of wellbeing and independence
• Decreased requirement for formal social care and admission avoidance
	Q4: Realisation of flow through the system from acute to community.  The integrated assessment nurses are now in reaching into the acute areas to facilitate the spot purchase of these beds.  During 2016/17 20 beds were spot purchased in Nursing homes in Carmarthenshire to support individuals to be assessed in an appropriate environment.  3 of these were deceased before the MDT 5 of these were deemed to have needs that could be met by CHC and 12 met the eligibility for FNC.  A report of outcomes achieved is available
	Q4:
	£96,000.00
	


	£26,250
	Enhanced Acute Response Team
(Carmarthenshire HDUHB)
	· Avoidance of admission which promotes independence 
· Decreased requirement for formal social care 

	Q4: Recruitment complete & appointments have been made and commenced in post during March. Outcomes will begin to be evidenced in Q1 17/18.
	Q4:
	£5,962.59
	£20,287 under spent due to inability to recruit majority of posts during financial year.

	£35,000
	Positive Behaviour service - rightsizing capacity (LD / complex needs) (Carmarthenshire HDUHB)
	
	Q4:
· Two post have been appointed to look at rightsizing care packages to ensure they are fit for purpose for the individual and to also look at realising cost efficiencies.
·  Cost efficiencies of £700,000 have been achieved since December 16 (£450k LA & £250k HB)

	Q4
	£35,543.77
	Case Study: A young lady in her early 20s, was placed in a residential setting in a crisis scenario and unfortunately remained there for 2 years. With the support of the team she is now being stepped down to a supported living arrangement with 3 other transition clients of a similar age, with all the opportunities and benefits this less restrictive option offers. In addition this has been achieved with a significant financial saving to the commissioning authority.

	
	ARCH Consultant - Ian Lancaster Watts
(Carmarthenshire)
	
	Q4:


	Q4
	£10,475.00
	Slippage scheme.

	
	Rehabilitation Ward 9 (Slippage)
(Carmarthenshire)
	1. Functional outcomes via Goal Attainment Scale 
1. Length of Stay 
1. Admission and Discharge modified Rankin score 
1. Patient experience Qualitative & Quantitative questionnaire 
1. Patient Stories
	Q4:
	Q4
	£14,195.00
	Slippage scheme.

	£10,000
	Pathway planning analysis - Amman Valley/Llandovery (Carmarthenshire HDUHB)
	
	
	
	   £0
	This is now being led regionally and no longer funded on a County basis.

	£20,000
	Third sector community resource team (CAVO)
	· Establish a Third Sector Community Resource Team which will allow the statutory providers to determine patient / client needs and ‘spot purchase’ services to meet those needs.  
· Develop sustainable practices for Third Sector Providers which meet the needs of changing and evolving needs of patients / clients in Ceredigion.
	Q4: : 3rd Sector Core Community Resource Team indicators;
· Number of clients  - 107
· Number of interventions initiated - 471
· Time spent to date - 50.2 hours
Links created with AA2A as key referral route.
Joint working processes established between team partners.
	Q4
	£20,000.00   
	

	£8,980
	Rally Round (CAVO)
	· Integrate Rally Round as a tool for use by the Third Sector Community Resource Team to provide an improved package of support to those currently in receipt of health and social care services.
	Q4: Rally Round purchased and implementation proposal devised
	Q4
	   £8,980.00
	

	£23,519
	Preventative interventions pilot-social prescribing (CAVO)
	Develop and implement an integrated Social Prescribing tool developed for use by the Third Sector Community Resource Team, to provide an improved package of support to those currently in receipt of health and social care services.
	Q4: Work continued to further develop a potential model for implementation in Ceredigion.  Analysis completed of other regional approaches.
	Q4
	£23,519.00   
	

	£6,500
	Telecare service review and options appraisal (Ceredigion)
	· Improve and increase use of technologies to make them an integral part of service delivery. 
· Improve prevention and re ablement services, making them more personalised, efficient, affordable and responsive to people’s needs, aspirations and circumstances. 
· Establish a new model that enables people to live more independently in their accommodation and will support more effective assessment and increase move through from inpatient and intermediate care settings.
	Q4: This project has managed to set the scene, by consulting with a wide ranging of professionals across Health, Social Care, Independent and 3rd Sector. Consultation events have been held across the County. 
The report has been written and fed back to the key Stakeholders. The next step will be to develop an implementation plan.
	Q4
	   £6,500.00
	

	£22,569
	Community Falls Clinic (podiatry) (Ceredigion/HDUHB)
	· Reducing the numbers of residences who are admitted with a fractured neck of femur.
· Increasing numbers of residents in Ceredigion aging well without a fear of falling
	Q4: As the commencement of the Falls Clinic was late in the quarter, the podiatry figures are being presented separately.
During the quarter, podiatry service saw (on average) 274 patients each month with issues relating to falls.
	Q4
	   £9,490.80
	

	£119,909
	Cylch Caron pilot beds (Ceredigon/HDUHB)
	· Improved assessment experience for the patient, enabling appropriate decisions to be made whilst giving the patient time to recuperate after an episode and fully participate in the long term plan.  
· Improved assessment timeline and reporting outcomes for statutory bodies.
· Improved engagement between residential home and community services (Joint, Health board and Social Services teams) which will in turn support their sustainability by enabling differing models of care.
· Testing the Cylch Caron model of care
	Q4: During this quarter six beds have been commissioned.
11 patients have used / are using the scheme
2 were admitted in order to avoid hospital admission
9 were to enable timely discharge
BGH, GP, Community Hospital and Community have all referred into the scheme
8 patients have been discharged
2 into intermediate residential care
1 into sheltered housing
5 returning home
	Q4
	   £79,951.71
	

	£33,523
	Interim placement scheme - spot purchase of EMI beds (Ceredigion/HDUHB)
	· Target of 9 additional patients accessing these spot purchase beds
· A target of a minimum of 25% of patients using the scheme to be discharged to their own home.
· A target of no more than 5% of patients using the scheme to be discharged into DGH.
	Q4: Total for IPS scheme
Number of new admissions: 14
· Hospital avoidance: 9
· Timely discharge: 5
Number discharged: 15
· Nursing care: 6
· DGH: 3
· RIP: 2
Home: 4
	Q4
	   £56,538.00
	It proved unfeasible to spot purchase EMI residential beds in the timeframe allotted to this spend, as only one home in Ceredigion offers this service and the beds were already occupied.  The allocation was used to support the Winter Planning and purchase addition nursing interim placements.

	£25,000
	Long term pathway improvement plan (Ceredigion/HDUHB)
	· Reduce admission for patients into an acute bed
· Improve Care plans which support the patient across acute and community services
· Reduce in re-admissions
· Reduce lengths of stay.
· Improve experience for patients, carers and staff involved
	Q4: Review of the use of the Complex Discharge Pathways has been undertaken; learning from the review has identified a need for ongoing cultural change associated with the evolving delivery of AA2A and Discharge Liason Services.

The learning will be taken forward for further developments associated with bridging the gaps between traditional acute care and appropriate access to community services and will inform further development of the AA2A and Discharge Liaison Services.
	Q4
	   £25,000.00
	

	£20,000
	Community Frailty Service (Pembrokeshire/HDUHB)
	· 
	Q4:
1 Frailty services extended across South Pembrokeshire.
2 Commenced service in North Pembrokeshire in September 2016 working closely with GP partners, social care and health multidisciplinary team to ensure equity of access County wide.
3 A&E Frailty audit undertaken to review patients suitable for frailty assessments.
4 Ongoing development of service to NHS. commissioned beds, care homes and Hillside Intermediate beds.
5 Appointment of  an additional Band 7  Frailty Nurse Practitioner post.
6 Full review of service embedded with Case study.
	Q4
	£20,000.00

	




	£20,000
	Discharge liaison nurse/ coordination of assessment beds (Pembrokeshire/HDUHB)
	· 
	Q4:
1. Additional capacity of 1 WTE Band 6 Community Hospital Discharge Liaison Nurse to complement the Acute Hospital Team.
2. DLN team now integrated across acute/community providing coordination between acute and community and support of complex cases. 
3. Additional capacity is facilitating a current DLN Service Review, with a view to development of a DLN Service Improvement Plan.  
Weekly 'Community Pull' meetings initiated as a means of identifying complex patients requiring additional review by Joint Discharge Team and onward escalation.
	Q4
	£20,000.00

	


	£25,000
	Pembrokeshire time bank (Pembrokeshire)
	· 
	· Q4: Scoping project carried out during Q4, focussing on 2 communities in Pembrokeshire – Fishguard/Goodwick and Milford Haven.
· A multi-agency project steering/advisory group has been set-up, which met monthly during the scoping period.
· 3 community events were held to gauge community interest in a Timebanking scheme engaging a number of interested individuals
· Visits, meetings and conversations were had with a range of Timebanking schemes across England and Wales to explore models 
· Timebanking Broker training was undertaken with Timebanking UK to understand how person-person timebanks operate
Scoping report drafted and awaiting formal sign off
	Q4
	£12,000
	

	£14,000
	Facilitator role CRT - integrated working (Pembrokeshire)
	· 
	Q4: This workstream has been re-prioritised and the ICF Project Group agreed to re-profile funding to allocate an additional £7k each to Reablement and MAST projects to further support the excellent outcomes being achieved.
	Q4
	£0
	REALLOCATED AS PER UPDATE

	£4,000
	Effective referral training (Pembrokeshire)
	· 
	Q4: Effective referral conversations 2 day training for 30 places across health, social care and third sector commissioned incl. venue hire.  
	Q4
	£3,937.85
	

	£160,000
	Community assessment beds (Pembrokeshire)
	· 
	Q4: 
•The coordination of patient flow through these beds was undertaken by a Band 7 Senior Nurse.
•The acute and community team worked with people who accessed the beds to accommodate their illness or condition(s). 
•The placements did not usually exceed six weeks with the trend being for shorter placements.  
•Eligibility criteria was applied.
In Summary:
The use of interim care beds funded via ICF monies was introduced in January 2017 and has now been operational for about 12 weeks, 5 beds are currently opened in Ashdale Care Home and 1 bed remains opened in Parc Y Llyn Care Home. A total of 47 patients have accessed the scheme for a variety of reasons including waiting on:
•Packages of care / reablement 
•Rehousing
•Decisions of eligibility panels 
•Prevention of admission
•Undergoing recuperation prior to active rehab
Calculated inpatient bed days saved = 486 days
Average number of days spent in the beds varies between health (17.5 days) and social (8 days). 
Cost of ICF beds in care homes during project period = £97 / bed / day
Cost of Hospital based acute bed during project period estimated at £500 / bed / day
Cost of ICF beds during project period = £45,299.00p (excluding transport cost)
Cost of inpatient support for same number of patients = £233,500.00p
Potential financial saving = £188,201.00p during project period
Some Outcomes Include: 
•Increased bed occupancy in acute setting
•Shorter length of stay
•People moving out of hospital in timely fashion
•Effective rolling program
•Excellent feedback from users of the services. Some have described how they have really enjoyed their time in Ashdale, has provided them with recuperation time away from hospital to gain increased strength to return home / increased confidence / staff described as ‘lovely’ and ‘can’t do enough for you’. One lady has described how she was showing other care home residents how to flower arrange so there has been a positive impact of having more able patients in the care home.
•Some relatives have reported how supportive they have found the Ashdale staff in helping them to prepare for discharge in a less ‘rushed’ environment.
•Ashdale staff described as very ‘proactive’.
The strengths and weaknesses of the scheme have been well documented in this report as highlighted by the professionals involved in its implementation but overall the scheme has saved 486 inpatient bed days, a significant cost saving over the 12 week period, significantly contributing to a reduction in bed pressures in the acute and community setting. 
Those involved in the scheme would suggest ongoing investment with a ‘spend to save’ motivation with possible expansion and support of the scheme to ensure most importantly ongoing therapy and SW support of the project. A possible view of this would be to help to secure more timely transfer from the acute setting, for the reasons previously mentioned. Most importantly with significant increased support, assessment could occur in the care home rather than in the hospital setting resulting in more timely transfer. But a change in ethos with regard to patient / families /professionals expectations remains a significant barrier and challenge to overcome.
	Q4
	£160,000.00
	




	£14,000
	Quality Assurance/ broker (Pembrokeshire)
	· 
	Q4: The brokerage function has developed to include brokerage for respite in addition to that for domiciliary care.  Additional resources have also supported two major tenders for Supported Living Services and Domiciliary Care Framework.
	Q4
	£13,784.37

	The retender of support of those living independently and utilising support services at home, such as domiciliary care will improve the access to and quality of care, across health and social care.

	£27,555
	Additional commissioning capacity for children's services (Pembrokeshire)
	· 
	Q4: This has facilitated an alignment of commissioning processes across education and children’s social services.  There is now a more robust contractual framework and compliance with the SSWBA.
	Q4
	£27,000.00

	

	£12,000
	Programme Co-ordination (Pembrokeshire)
	· 
	Q4: Supported management of the project and capacity to meet reporting and evidence requirements.
	Q4
	£11,651.00

	

	£53,000
	Development of assistive technologies (Pembrokeshire/HDUHB)
	· 
	Q4: Fifty-five people were given a community alarm and home safety package of sensors for a 12 week period following hospital discharge.

All but 3 people have decided to continue with the system after the initial 12 week period. .

One person was given a telecare system on discharge to assist carers monitor and manage night time wandering.

Eighteen palliative care patients were given a community alarm to facilitate a fast track return home.

Fourteen palliative care patients were given tailor-made packages of telecare systems which ranged from a simple call button linked to a pager for the carer / partner / family member, to more complex systems which connected the pager to bed and chair sensors, falls detectors etc.  

Overall 88 people and their families were given equipment to improve the discharge process, reduce risk and alleviate anxiety and concerns.  The installation of the equipment allowed risk to be managed and well-being improved.  This also gave palliative care patients the choice to spend their remaining time at home instead of on a hospital ward or in a hospice setting.

There were 124 activations of the community alarm equipment recorded.  11 people have fallen and used their equipment to raise the alarm for assistance and ambulances have been called 5 times.
	Q4
	             £19,096
	Case study

Mrs N was given a fast track palliative care diagnosis with liver cancer. Her only family was a daughter living in South Africa.

A telecare pendant/pager system with an easy press adapter was delivered to the property on the day the daughter arrived from South Africa to facilitate Mrs N returning home for her final weeks.

Mrs N was able to stay at home until she passed away 5 weeks later with the assurance she could call her daughter immediately should she need assistance or was in distress.

Mrs N’s daughter was able to spend quality time with her mother and was able to leave her alone in her room when she needed quiet or rest but was able to respond straight away if needed.

The equipment allowed Mrs N to maintain dignity and peace of mind in such a distressing time.


	£17,000
	Trusted Assessor and Referral Training (Pembrokeshire/HDUHB)
	· 
	Q4: 2 day trusted assessor training delivered to staff across health and social care.  Feedback from participants extremely positive.  Participants now able to safely prescribe range of daily living equipment without person requiring additional OT assessment, improving timely response, reducing risk and duplication of assessment.
	Q4
	£0
 

	


	£40,400
	MAST - nurse/ social worker at front door of acute hospital (Pembrokeshire/HDUHB)
	· 
	1. Q4: Additional District Nursing Band 6 1 WTE has facilitated District Nursing presence on all weekends and Bank Holidays in Q4. 
2. The Additional District Nursing capacity has facilitated greater liaison with the hospital Discharge Liaison Nurse Team, Joint Discharge Team and Complex Care Team in terms of in-reach to acute wards for patients assessed at A&E / ACDU.  232 assessments were completed in A&E/ACDU by MAST, with 142 patients (61%) of those assessed not requiring admission to an acute hospital bed.  A further 211 patients received post-discharge support by the MAST team.
3. 59 assessments were completed on weekends / Bank Holidays.
4. All 232 had District Nurse input according to identified need.
	Q4
	£29,885.99

	

Comments received:
“Couldn’t thank you enough – didn’t expect such good service on a Sunday!”
“Impressed by the team who were able to assess what I needed so that I could go home”.
“A good thorough service.  Surprised dad came home on a Saturday but he is much better.  Lovely to receive the follow-up call, thank you”.


	£185,000
	WCCIS
	
	Q4: 
· The WCCIS Regional Implementation Manager commenced on 6th March
· A WCCIS Regional Implementation Board has been established and the first meeting scheduled for 12th May
· A Regional Options Appraisal has been developed, in order to assist the identification of the most appropriate target Go-live date to maximise the benefits for the region, and for all stakeholder organisations.
· Local, regional and national linkages have been made, in order to establish and strengthen the West Wales position within a national context. 

	Q4
	£189,459.00
	

	£95,000
	Integrated commissioning (Pembrokeshire)
	· 
	Q4: Foundational activity in relation to standardisation of contracts, terms and conditions and associated processes as a basis for regional roll-out to support the RPB’s Integrated Commissioning priority

	Q4
	£103,641.00
	

	
	Vascular & Diabetic foot Pathway
(Pembrokeshire)
	
	Q4: 
1  Band 6 Podiatrist appointed to provide service to Pembrokeshire.
2.Outcomes  being monitored.
3. Reprofiling of training with vascular podiatrist and future mentoring with the Vascular team.
4.  ABMU and Hywel Dda staff Training Programme on Lower limb vascular assessment held for staff on 3rd and 4th April 2017.
	Q4
	£882.00

	

	
	Acute Response Team  (ART)
(Pembrokeshire)
	
	Q4: 
ICF investment has facilitated the recruitment of an additional 1.88 WTE Band 5 Nurse, 1.4 WTE Band 3 Nurse and 0.53 WTE Band 3 Admin & Clerical support, which represents a 17.8 % increase in ART’s staff capacity.
4. Additional staff capacity has resulted in increased ART patient activity over the past few months.  In January 2017 the service responded to a record 187 referrals, the typical average for October 2017-March 2018 being 150, ranging between 125 and 187 per month.
5. The additional staff resource has facilitated development of a ‘Coordinator’ role within the service which is now pivotal in supporting ART’s effective liaison with acute ward areas, GP’s, community teams, the hospital Joint Discharge Team / Discharge Liaison Team etc.  This effective liaison now sees ART directly involved in proactively identifying patients suitable for referral to ART and overseeing the coordination of timely acute hospital discharge / uptake to the service from the community.  
6. Additional staff resource has increased ART’s capacity to accept referrals for patients requiring social care / awaiting Reablement upon discharge.  In Q4 53 patients were supported for an average of 6 days, representing approximately 318 acute bed days saved, compared to previous quarter where 25 patients were supported for an average of 5.4 days, representing approximately 136 acute bed days saved.       
Additional staff resource has enabled ART to now routinely accept referrals for patients requiring Miami Collar care following # cervical vertebrae / odontoid #, which previously required acute hospitalisation for approximately 12 weeks.   In Q4 ART has cared for 4 such patients for between 8 and 12 weeks, representing
	Q4
	£54,057.75


	



Comments received:
“You have played such a major part in my recovery and rehabilitation over the last 11 weeks and for that I am truly grateful”.
“Thanks for your kindness and concern over the past 6 weeks – without your service I would probably still in hospital in Cardiff instead of the comfort of my own home”.
“Your service meant I could leave hospital earlier and be with my young family”.
“Thanks, your service prevented my elderly mother from needing to be admitted”.
“This service makes total sense, right care in the right place!”

	£95,000
	IAA community prevention (Pembrokeshire)
	· 
	Q4:
	Q4
	£90,162.00
	

	
	Remodelling Mental Health and Learning Disability Services
	· 
	Q4:
	Q4
	£43,500.00
	

	Post election total Q4:
	
	£1,647,754.78
	

	Grand Total:
	
	£7,679,397.58
	



Regional Partnership Board: West Wales						                         Period: Quarter 4 (2016-17)								
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The Carmarthenshire is Kind event was held on Friday 31st March, National Kindness Day - to introduce the county to idea that being kind is good for your health.  It was the start of a movement in the county to encourage everyone to contribute to their to give time and kindness to others.

BBC Radio Wales featured the event on their popular breakfast show, interviewing Spice and Carmarthenshire County Council’s Locality Manager, Julia Wilkinson, and local press provided coverage in the run up to the day.

Over 500 people, who were largely over 50 and had long term or chronic health conditions, were welcomed to the National Botanic Garden of Wales for a day full of activities and - most importantly - fun!

A varied programme of events saw people participating in Laughter Workshops, Social Prescribing awareness-raising sessions, Welsh classes, pottery, Zumba, Dementia Friendly Communities training, wine-making, bowling, arts and crafts, storytelling and more. Live music from a mix of local over 50s musicians and Llangennech School Choir helped to create a lively and relaxing atmosphere and facilitators encouraged attendees to add to a ‘Wishing Tree’ with their hopes for the future and to interact with a range of exhibitors such as Carmarthenshire Therapy Dogs, Carmarthenshire Visually Impaired Bowls, Carmarthenshire Beekeepers and Botanic Gardens Wildlife Walks.

Presentations were made in the marquee by a mix of public, health and community organisations and individuals including: Chris Jones, Deputy Chief Medical Officer, Steve Huxton, of the Older Persons Commissioners Office, Dr Alun Williams of the Llanelli GP Cluster, Ian Merrill CEO of Spice, Moishe Merry of Spice Positive Ageing, Julia Wilkinson of Carmarthenshire County Council &HDUHB, Pobl y Cwm actor Nicholas McGaughey and Time Credits members Jane Gwynn, Stephen Ricketts and Derek Hermann who discussed the impact of Time Credits on their lives and general wellbeing.

Feedback received showed that the event had achieved its aim: to highlight the opportunities of a kind community and to connect people so that everyone, no matter what their circumstances, disability, age or health condition felt part of something good … their community.

“For a day, I forgot I was disabled” Clive

“It felt like being on holiday!” Layla

“I used to throw Javelin for Wales; I was at Common Wealth Games standard at age 17. Sport was my life and I trained for hours every day until a freak accident when I was 19 years of age, resulting in me breaking my back in numerous places and damaging my spinal cord, this was whilst throwing for Wales. I used to be known as Big Del; I was strong and helped others. When I broke my back I was no longer able to do the things I’d done before, I became isolated, lonely and life less, it felt like I was hollow. Trying to adjust to the news that I would be in a wheelchair by 30, has been so tough. However since earning and spending Time Credits life has turned a corner, I’m coming out of myself again and slowly getting back to the person I was before. I have a purpose again and I can help others, I will work hard to support others and know I can do this again, by working to support my community. I’m still in pain but I’ve reduced the number of painkillers I take, my mind has changed.”

Derek Hermann, Time Credits member
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Project Initiation Document Report – [October ] 2016

Project Details

		Project Title & Ref. No:

		Health and social care Gastrostomy Project 



		Project Sponsor:

		Health and Social care Project Board : Hywel Dda Health Board 



		Project Manager:

		Victoria Prendiville (Service Lead Nutrition support : Dietetics)



		Start Date:

		April 2017 – April 2018 



		Completion Date:

		





1. Summary of the Project 

Concerns relating to the provision of training for unregistered carers to support those receiving HETF (Home enteral tube feeding) in the community have been raised for a number of years and current variation in service delivery is not just between health boards but within health boards. In 2010 the Minister for Health and social services requested that the issue be addressed by an All Wales multi disciplinary group who developed a competency framework which is now live on the WG website alongside a third party delegation document. The framework provides a quality assured and well governed process to enable non registered carers to develop skills and competencies to support clients receiving HETF in the community and clearly defines roles and responsibilities. The framework is supported by an approved Agored Cymru training module (Unit code PH 23CY003) 

In the early part of 2015 Dietetics received a request from the local authority learning and development team to deliver training to non registered staff providing care to clients receiving HETF in a respite and day care setting for clients with learning disabilities. Historically training and education in relation to HETF has been supported and delivered in the community across Hywel Dda University Health Board (HDDUHB) by the Nutricia  nurse. The Nutricia nurse has an honorary contract with the Health Board and works for Nutricia. Nutricia have the contract for enteral feeding across HDDUHB and the nutricia nurse supports training and education for patients receiving HETF and their carers. The limitations of this training however are that it does not enable staff to be signed off and competent, it is not accredited training and it is not quality assured by HDDUHB.


As part of the HDDUHB health and social care project it was agreed that the request for training was an ideal opportunity to achieve the following Aims:- 


a) Deliver quality assured competency based training to non registered carers in identified local authority pilot sites in line with the WG competency framework. 

b) Further support the objectives of the wider Health and social care project with respect to integrated working to meet client’s needs, optimising clinical outcomes and enhancing the patient experience. 

The project (Phase 1) was initiated in October 2015 and is due to be completed by end of March 16 with regular project updates being reported via the HB Health and Social project Board along with robust evaluation.

Four of the candidates have already completed their units and are awaiting their certificates from Agored Cymru. Of the additional 9 learners, the majority are near completion and two candidates will be asked to attend Tireinon as they no longer have a client with a feeding tube and will need to be observed in practice where there are regular clients with feeding tubes. The external verification visit went very well and any changes suggested by the EV will be embedded on the next course, for example the workbook layout needs to be extended to allow room for candidates to write full answers and one of the questions needs to be reviewed to provide some clarity to the learners.


The project to date has been extremely successful and the longer-term aim would be to roll this work out to other staff in the settings undertaken in Phase 1 but also in doing this to consider a model of delivery that would enable this work to be rolled out to other care settings across HDDA UHB in a cost effective, prudent and sustainable way. This proposal outlines a case for approval with respect to piloting this approach – termed Phase 2.

Phase 2 Project Plan


The proposed model for phase 2 delivery of the project is illustrated in the model below
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Aims of Project – Phase (2)

1. Plan deliver and evaluate a silver training package to support non-registered carers in supporting clients with home enteral tube feeding in identified care settings.


2. Ensure a well governed approach to training utilising the knowledge and skills of staff trained in Phase 1 of this project as well as ongoing support and mentorship from the CNS Nutrition nurses.


3. Through evaluation identify the scope of future proofing this model to enable wide-scale spread across community settings in HDDA UHB 

It has been recognised through initial discussion with the project team that the settings to undertake phase 2 (if approved) will be Tir Einon respite service, Manor Road Day Centre  Caemaen day centre and coleshill. To enable Silver training to be fully supported would also require additional ‘Gold’ training to be delivered.  This will ensure that those provided with Silver training will be supported with achieving their competencies in a timely way and that there is a robust framework of knowledge and skills within these identified settings. 

Desired Outcomes – Phase 2 (Gold) 

		Outcomes


(Results or Products)

		Baseline performance 


(start of project)

		Projected performance (end of project)



		Completion of accredited Agored Cymru Training for identified staff  across 3 care settings (Total 10) ‘gold standard’ 

		Currently only 13 identified senior managers and staff across 3 settings have Gold training.

		All identified staff trained receive certification and accredited training.



		Improved knowledge of staff following completion of accredited training 

		Baseline evaluation of knowledge prior to training 

		Post accredited training evaluation 



		Improved staff experience in managing clients receiving home enteral tube feeding 

		Baseline evaluation prior to training (Confidence scale) 

		Evaluation post training (confidence scale) 


Staff feedback/case studies/stories



		Positive experience of family /carers/ patients  regarding training and co-production in care planning 

		All families informed of training and projected outcomes 

		Evaluation /family feedback 6/12 post training.



		Increased  aw awareness across older adults/paediatric services regarding the level of knowledge and skills in place to support clients – this could help clients access services that have previously not been offered/available 




		Currently lack of awareness regarding the knowledge and skills in place in disability/complex needs care settings in Carmarthenshire 

		Enhanced awareness regarding knowledge and skills. Ultimate outcome – example of client who has been accepted/accessed services that would previously have not been available.





Desired Outcomes – Phase 2 (Silver) 


		Outcomes


(Results or Products)

		Baseline performance 


(start of project)

		Projected performance (end of project)



		Completion of non-accredited silver training on HETF to (10 staff total) 

		With the exception of Gold currently no staff have non accredited training on HETF 

		All staff trained receive certification on completion of silver training and reflective account.



		Improved knowledge of staff following completion of accredited training 

		Baseline evaluation of knowledge prior to training 

		Post training evaluation 



		Improved staff experience in managing clients receiving home enteral tube feeding 

		Baseline evaluation prior to training (Confidence scale) 

		Evaluation post training (confidence scale) 


Staff feedback/case studies/stories



		Positive experience of family /carers/ patients  regarding training and co-production in care planning 

		All families informed of training and projected outcomes 

		Evaluation /family feedback 6/12 post training.



		Improved staff morale and evidence of staff development 

		Baseline sickness/ staff turnover and staff development 

		Reduced sickness, staff retention and evidence of staff development.





Timescales

The GANT chart below highlights the key milestones for the proposed  project. 

Project Plan for Gastrostomy Project Phase 2 

		Action 

		March  17 

		April 17

		May  17

		Jun 17 

		Jul17

		Aug 17 

		Sept 17 

		Oct 17

		Nov 17 

		Dec 17 

		Jan 18

		Feb 18

		March1 8

		Responsible 



		Provide annual update Phase 1 (family and staff) 

		

		

		

		

		

		

		

		

		

		

		

		

		

		VP/LM



		Modify workbook (Gold) and develop workbook to enable marking crib sheet for phase 2 

		

		

		

		

		

		

		

		

		

		

		

		

		

		LM



		Deliver Gold (Theory) and Silver (Theory) session (Suggested ½ day 10-1pm)

		

		

		

		

		

		

		

		

		

		

		

		

		

		LM



		Observations of competency (Gold) + Silver 

		

		

		

		

		

		

		

		

		

		

		

		

		

		LM and Gold trained staff 



		Marking /assessment of workbooks

		

		

		

		

		

		

		

		

		

		

		

		

		

		LM and Gold trained staff/ TM

Supporting IV



		Regular quarterly standardisation meetings /evaluation

		

		

		

		

		

		

		

		

		

		

		

		

		 

		ALL





Costs


Project expenditure 

Local authority Costs March 2017  - March 2018 

		Costs for HETF 2016/17

		

		

		

		

		

		



		

		

		

		

		

		

		



		Complex needs services (Tir Einon Respite service, Manor Road Day Opportunity, Caemaen Day Opportunity)



		

		

		

		

		

		

		



		Gold award

		No. Of staff

		

		Training hours backfill

		Study hours backfill

		Total hours

		Hourly rate



		Tir Einon

		2

		Seniors Nights

		8

		10

		18

		£13.39



		

		3

		Support workers

		8

		10

		18

		£10



		Manor Road

		2

		Support workers

		8

		10

		18

		£9.27



		Caemaen

		1

		Senior Days

		8

		10

		18

		£12.40



		

		2

		Support workers

		8

		10

		18

		£9.27



		Total backfill costs for Gold award

		

		

		

		

		



		

		

		

		

		

		

		



		

		

		

		

		

		

		



		Silver award

		No. Of staff

		

		Training hours backfill

		Study hours backfill

		Total hours

		Hourly rate



		Tir Einon

		4

		Support workers

		7

		8

		15

		£10



		Manor Road

		4

		Support workers

		7

		8

		15

		£9.27



		Caemaen

		2

		Support workers

		7

		8

		15

		£9.27



		

		

		

		

		

		

		



		

		

		

		

		

		

		



		Overall cost of backfilling staff to complete the Gold award and the Silver award = 

		£3,346.98

		



		

		

		

		

		

		

		





Health Board Costs  (Confirm with Finance – requested ) 

		Item

		Description

		Expenditure



		1

		Cost of Band 7 Nutrition Specialist nurse  - 

 April 2017 – April 2018 (130 hrs of Band 7 CNS Nutrition Specialist Nurse)£52398/52.143/37.5= £26.80 hourly cost


130 x £26.80= £3483.61


104  Miles @ 0.45p *52 weeks = £2433.6


Total - £4606.81




		



		

		TOTAL

		£4606.81





Risk Management.


		Risk

		Probability


Scale: 1=Unlikely


5=Probable

		Impact


Scale:


1=Insignificant


5=Substantial

		Rating:


Low (1-4)

Medium(6-9)

High (12-15)

Significant (16-20)

Critical (25)

		Mitigation Method



		Identified Staff not completing training

		1

		3

		Low

		Bi monthly standardisation meetings



		Gold staff not undertaking observations of competency in a timely manner 

		1

		3

		Low

		Bi monthly standardisation meetings.



		Gold staff not maintaining competency in HETF 

		1

		3

		Low 

		Annual updates will be provided by CNS Nutrition for Gold and silver staff 



		Future sustainability of project 

		3

		4

		Medium 

		





Stakeholder Engagement

		Key Stakeholders

		Date

		Communication Method

		Purpose & Any Feedback Received



		Nutrition and Hydration Steering Group 

		

		Project progress Report to be provided for Information 

		



		Health and Social Care project Board 

		

		Project Progress Report 

		



		Avril Bracey Head of compelx needs services 

		

		A.bracey@ Carmarthenshire.gov.uk

		



		

		

		

		





Future Planning and Direction


It is acknowledged that if stage 2 of this project is supported this will result in ¼ of staff in complex needs services in Carmarthenshire alone receiving training. It is proposed that Silver training continues to be delivered and consideration is given as part of the All Wales HETF tender process to this being supported by enteral feed companies. Gold accredited training however will be required on an ongoing basis if a) new senior managers enter complex needs services b) for annual updates and c) if future roll out HB wide is considered. This will have a resource implication in terms of delivery which will need to be considered in the near future as well as consideration regarding the costs backfilling staff time to attend training and the cost of accreditation from a LA perspective.  It is also proposed that Silver trained staff could progress to Gold and the resource required to achieve this would be far less that if staff had received no competency based training.

BRONZE 







SILVER 







Gold 







Gold is the highest level of training in relation to HETF and is supported by Agored Cymru training. It is delivered by experienced staff - CNS Nutrition nurse and Dietitian. The resource required to deliver Gold has been identified through phase 1 of this project. 







Phase 2 proposes the planning delivery and evaluation of silver training. This would be an Eagle accredited training package in line with the EAGLE framework delivered by CNS Nutrition/ competent registered nurse however the observations of competency would be undertaken by ‘Gold’ trained staff, this will ensure a well governed approach.This model will utilise the skills and knowledge of ‘Gold’ trained staff. It can also be delivered on a larger scale in the future with less resource 







Bronze is considered to be the basic level of training which is currently delivered health Board wide by Nutricia. This training does not sign –off competency and is not quality assured by the Health Board however can   be delivered on a large scale. A future proof model may involve Nutricia supporting Silver delivery (above) in identified settings while Gold will continue to require the skills and knowledge of experienced CNS Nutrition nurses to deliver on an ongoing basis.
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Patient A



Mr A was living his own home with a complex package of care, he lived alone and had 2 children who lived away so had no local family support. He was able to manage within his own home but had struggled for some months with reduced function due to pain. He was reliant on a care package from the local authority to assist him manage tasks such as washing, dressing and meal preparation. Mr A was admitted to the hospital on a weekend via the out-of-hours GP service with joint pain.  He was 82 yrs old and had a history of joint pain due to requiring hip replacements but due to numerous co-morbidities was unsuitable to have surgery. Mr A had a cat which he did not wish to leave, his neighbour agreed to care for the cat which reduced his anxiety.



On this admission, Mr A as the patient appeared so frail he was initially nursed in bed for 48 hours. TOCALS assessed the patient on day three of his admission and, through liaison with multi disciplinary colleagues in the community, established that his functional ability was comparable to that pre admission. The clinician and ward nursing staff acknowledged that, as his presenting symptoms were resolved, he no longer required care in an acute hospital bed. Joint agreement was established between TOCALS, ward staff, family, Community Resource Team and clinician that the gentleman’s care could be transferred safely back to primary care and the community services. 

Mr A was anxious that he was discharged quickly as he wanted to get home to his cat. His care package was restarted and Mr A was discharged on day 4.

 

Lessons learnt



> Early mobilisation of the frail older patient is critical to reduce the risks associated with hospital admission and reduction in functional ability. 

> Delaying mobilisation will lead to the patient being increasingly dependent on support to manage day to day activities . 

> Increasing dependence will lead to longer lengths of stay. 

> Increased levels of dependence in the frail older adult will require assessment by care management staff from the Community Resource Team and may even compromise the ongoing availability of a patient’s existing care package. 

> Understanding and knowing a patient’s functional ability/care support requirements pre admission is imperative to discharge planning and the setting of patient centred goals. 

> Communication between all parties (family/carers, clinicians, nursing, community multi disciplinary professionals)  is vital to support coordination of discharge to reduce length of stay and optimise health outcomes for the frail older adult. 
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Patient E.C.

Mrs E.C was transferred from Bryngofal ward, PPH, to ward 1 with loss of appetite, a big reduction in mobility and general weakness.  The patient suffered many years from depression and psychiatric illness.   After discussing the Frailty Programme with the patient’s family, they were more then keen for the Frailty Support Workers to work with the patient.

Our initial assessment, with regards to patients’ mobility had to be carried out with a stand-aid, as the patient had been in bed prior to admission to Ward 1.  With assistance of 2 FSWs, the patient was able to weight bear on to the stand aid.  We carried this out for the first week until the patient became stronger and felt more confident.

We commenced the patient on our nutritional supplementary shakes, which she drank twice a day, sometimes requesting more.

After the first week the patient felt confident in using a Zimmer frame for mobilizing around the bay, which the FSWs carried our several times a day, which not only improved the patients confidence, but also improved her lower limb strength.  The patient continued to be very anxious with all aspect of her ADLs, but with constant support and encouragement eased.

We continued working with the patient over several weeks, which we saw a drastic improvement in her mobility and her ability to perform her ADLs.  One particular day, the patient herself even commented on how well her mobility was coming and how grateful she was on receiving such an effort from the team.

As the patient suffered from depression, her moods altered daily.  This particular day, I spent time with the patient showing her photographs on the ipad on Hawkes Bay, New Zealand, where she grew up as a child.  This quality time lifted her spirits, which reflected on her nutritional intake and mobility for the next few days.

We carried out this individual therapy whenever the patient felt low, which reflected for days to come.

The patient was discharged with an improved weight, a lower frailty score and a lower nutritional score, than she had on admission.  
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Nutritional Outcomes of Frailty HCSW Role Q1 – Q4


The Dietetic service received funding from ICF to roll out the frailty HCSW model to ward 1 and ward 3 (PPH) and Dewi ward GGH. Funding has enabled the service to plan, deliver and evaluate competency based training to the frailty HCSW alongside observations of competency. The funding has also ensured protected dietetic time to strengthen catering and nutrition systems at ward level to ensure that the pathway of nutritional care is fully optimised to ensure the best possible outcomes in terms of patient nutrition and hydration.


Specific competencies supported have included the following:-


1. Mealtime coordination


2. Introducing a High Energy/ Protein milkshake round (For nutritional profile see Appendix 1) 


3. Anthropometric measurements – Grip strength 


This report serves as a summary of the Nutritional Outcomes from Quarter 1-4 for Ward 1, Ward 3 and Dewi ward. It also provides recommendations for future sustainability and spread.


Nutritional Outcomes


The Nutritional Outcomes agreed for this project were as follows:-


1. Weight (weight maintenance/ increase considered to be positive outcomes)


2. Nutritional Risk Score (NST) (NST maintained or reduced being positive outcomes)


3. Grip Strength (measure of muscle function and strength) (Grip strength increased or maintained being a positive outcome)


4. Prescribing costs (a reduction in nutritional prescribing being a positive outcome)


Nutritional Outcome 1 – Weight (kg)


Weight was used as a measure of nutritional status during this project. All patients had their weight recorded on admission and on a weekly basis until discharge. Weight was evaluated on discharge to identify if patients had gained weight, maintained their weight during admission or lost weight. It is widely accepted that weight gain for acutely unwell patients is difficult to achieve with up to 30% of patients admitted to hospital losing weight during admission (BAPEN 2012).
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Figure 1 Outcome of Weight for Patients identifed as Frail on Ward 1 (Q1-4)
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Figure 2 : Outcome of weight (kg) for patients identified as Frail on Ward 3 (Dec to March 17) 


Results - Average weight Gain for Ward 1 during  Q1-Q4 was approximatley 1kg and for ward 3 1.6kg. The increased weight gain on ward 3 can be explained by the fact that ward 3 have initiated 3 milkshake rounds per day whereas ward 1 undertake 1, occassionally 2 milkshake rounds per day. 


Nutritional Risk Score (NST)

All patients admitted to hospital are screened for nutritional risk using the HDDA UHB Nutritional screening tool (partially validated). All patients on the identified frailty wards evaluated during this project were re-screened on a weekly basis. NST on admission and discharge were evalauted to determine if nutritional risk had reduced, maintained or had increased. 
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Figure 3: Nutritional Risk Score outcome based on number of patients identified as frail on ward 1 (Q1-4)
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Figure 4: Nutritional risk score outcome based on the number of patients identified as frail on ward 3 (Dec-16-March17)


Results - It is clear to see that on both ward 1 and ward 3 Nutriitonal risk score was reduced /maintained for most patients during this project. These results are meaningful as a reduction in nutritional risk on discharge demonstrates an improvement in nutritional status. If patients are better nourished on discharge re-admission to hospital is less likely. A reduction and de-escalation of nutritional risk while pateints are in hospital also reduces length of hospital stay.


Nutritional Outcome 3 – Grip Strength

Grip strength has been recommended as the most practical measure of measuring muscle strength and function in the clinical setting. In a systematic review 7 out of 10 studies on older people found weak hand grip strength predicted incidence of disability or worsening of existing disability. Weaker grip strength has also been associated with increased length of hospital stay. (Dodds and Sayer 2016) 
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Figure 5 Outcome of Grip strength (kg) in patients diagnosed with frailty on Ward 1 PPH (Frailty HCSW ward) on discharge compared to admission.
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Figure 6 – Outcome of Grip strength based on patients identified as frail on ward 3 (Dec 16-March 17)

Results – Although Grip strength was introduced as an outcome at a later stage in this project (Dec 16) which is reflected in the data, results show a favorable and meaningful increase in grip strength for patients that had this measure undertaken on admission and on discharge as part of the frailty project demonstrating an increase in muscle function and strength. 

Nutritional Outcomes for Dewi ward


Unfortunately despite dietetic intervention to embed the nutritional components into the frailty model on Dewi ward the outcomes have not been reported consistently due to challenges with fully implementing this model at ward level. The challenges have been outside of Dietetic control.


The table below summarises the nutritional outcomes that have been captured to date; it is acknowledged that the data is limited and Grip strength has not been recorded or evaluated. Despite this the results show promise with an average 1.6kg weight gain for patients identified as frail during admission and a reduction in nutritional prescribing (See nutritional prescribing) as well as nutritional risk score.


		

		Weight Increased 

		Weight Maintained 

		Weight Reduced 

		Not Recorded 



		Number of patients 

		11




		3




		4

		0



		

		Nutritional Risk Score Reduced  

		Nutritional Risk Score Maintained 

		Nutritional Risk Score Increased  

		Not Recorded 



		Number of patients

		12




		2

		3

		1



		

		Frailty Score Reduced 

		Frailty Score Maintained 

		Frailty Score Increased 

		Not Recorded 



		Number of patients

		16




		1

		0

		1





Nutritional Outcome 4 – Nutritional Prescribing


Nutritional supplements are prescribed to patients following assessment by the Dietitian and if nutritional needs cannot be met via a ‘food first’ approach. Nutritional prescribing therefore enabled us to evaluate if the role of the frailty HCSW supported patient’s nutritional care and avoided the escalation of nutritional risk. Patients who commence nutritional supplements in hospital are also often discharged with supplements. Although supplements are cheap in hospital the price significantly escalates in the community (one 200ml supplement average cost £2.50)


The results below summarise nutritional prescribing for each ward pre and post the introduction of the frailty HCSW role and the average cost saving in terms of a reduction in nutritional supplements for primary care.


Ward 1 PPH


Pre frailty HCSW- 1st November 2014 - 31st October 2015


Number of patients discharged on ONS = 33


Post Frailty HCSW - 1st November 2015 - 31st October 2016


Number of patients discharged on ONS = 23


30% reduction in patients discharged on ONS


Estimated savings = £4,820.08 (over 3 month period)


Ward 3 PPH


Pre Frailty HCSW - 1st October 2016 - 31st December 2016


Number of patients discharged on ONS = 8


Post Frailty HCSW - 1st January 2017 - 31st March 2017


Number of patients discharged on ONS = 1


87.5% reduction in patients discharged on ONS


Estimated savings = £1,797.60 (over 3 month period)


Dewi ward, GGH


Pre Frailty HCSW- 1st October 2016 - 31st December 2016


Number of patients discharged on ONS = 9


Post Frailty HCSW- 1st January 2017 - 31st March 2017


Number of patients discharged on ONS = 3


66.6% reduction in patients discharged on ONS


Estimated savings = £1,597.68 (over 3 month period)


Recommendations


The findings of this project clearly demonstrate the positive impact that embedding nutrition and hydration as a core element of frailty management at ward level has on patient outcomes. Evidence states that improving patient nutritional status reduces healthcare ultilisation and associated costs (NICE CG32). The work also widens the gap between what might be recognised as good and sub optimal nutritional care for frail patients in the hospital setting and indicates a missed opportunity to influence patient outcomes through improved nutrition and hydration in other areas of the Health Board and across the frailty pathway

It is recommended that consideration is given to the sustainability and spread of this acute frailty model to support optimisation of nutrition and hydration related outcomes for frail patients. This will need to include a rolling programme of training (for staff turnover and staff in new areas coming on board) together with a robust quality assurance, monitoring and evaluation framework.  


To maximise impact of this work there needs to an extension of this project into the community; this will require nutrition to be integral to the emerging frailty model across the system to support reduced demand on unscheduled care.  

To embed and spread this model HB wide dietetic resource is required. The dietitian delivers competency based nutrition and hydration training to qualify and support staff across disciplines to ensure nutritional care is fully integrated into frailty planning, assessments, care plans and management at all levels of the pathway. The dietitian works in long term condition management using an empowerment model, based on increasing the knowledge and skills of those working with frail patients. This offers a prudent approach to optimised nutritional care.



The challenges experienced in Dewi ward illustrate the importance of active engagement of the lead clinician and the wider MDT. In the community this would extend to health and social care community teams across the system, including partners and third sector. 

Further extension of this project would enable outcomes to be strengthened it is suggested that outcomes measuring muscle strength and power are incorporated e.g. knee flexion and extension techniques, Timed sit to stand test. 

Further work is required to fully embed the frailty model into Dewi ward and to address ongoing challenges that prevent this model from optimising outcomes seen from ward 1 and ward 3.


Aim for enhanced nutritional strategies– future work supported by Dietetics will strengthen further nutritional outcomes by looking at the timing of protein boluses throughout the day as well as the quality of protein provided to patients – evidence indicates this will enhance muscle protein synthesis (Dickinson et al 2013, Paddon-Jones and Rasmussn, 2009 Cooper et al 2016).


Evidence  identifies   outcomes in relation to frailty (sarcopenia) are best achieved when physical therapy and nutrition complement each other; future dietetic work in collaboration with physiotherapy needs to be considered.  .


Appendix 1 – Nutritional Profile of High energy Milkshake 


		Nutrimen Recipe Analysis



		Nourishing Milkshakes



		Food label



		FSA Traffic light labelling



		Nutrient

		Per serving

		Per 100g

		RI %

		Flag



		Energy kJ

		502

		208

		6

		 



		Cals

		215

		89

		11

		 



		Fat

		7

		2.9

		10

		MED



		of which saturates

		4.4

		1.8

		22

		HIGH



		Carbohydrates

		22.6

		9.4

		 

		 



		of which sugars

		22

		9.1

		24

		HIGH



		Protein

		16.1

		6.7

		 

		 



		Salt

		0.5

		0.2

		8

		LOW
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		Nutrimen Recipe Analysis



		Nourishing Milkshakes



		Nutrients



		Nutrient

		Total

		Per 100g

		Per Portion

		Unit



		Energy kcal

		1292.5

		89.4

		215.4

		kcal



		Protein

		96.4

		6.7

		16.1

		g



		Total carbohydrate

		135.5

		9.4

		22.6

		g



		Starch

		0

		0

		0

		g



		Total sugars

		131.9

		9.1

		22

		g



		AOAC fibre

		0.8

		0.1

		0.1

		g



		NSP

		0

		0

		0

		g



		Total Fat

		41.9

		2.9

		7

		g



		Saturated fat

		26.7

		1.8

		4.4

		g



		Polyunsaturated fat

		1

		0.1

		0.2

		g



		Monounsaturated fat

		10.9

		0.8

		1.8

		g



		Trans fat

		1.5

		0.1

		0.2

		g



		Calcium

		1363.2

		94.3

		227.2

		mg



		Chloride

		3059

		211.6

		509.8

		mg



		Copper

		Tr

		Tr

		Tr

		mg



		Folate

		90.9

		6.3

		15.1

		µg



		Iodine

		352.2

		24.4

		58.7

		µg



		Iron

		0.2

		0

		0

		mg



		Magnesium

		125

		8.6

		20.8

		mg



		Niacin equivalent

		9.1

		0.6

		1.5

		mg



		Phosphorus

		1090.6

		75.4

		181.8

		mg



		Potassium

		1783.5

		123.3

		297.3

		mg



		Retinol Equivalent

		1351.7

		93.5

		225.3

		µg



		Riboflavin

		2.6

		0.2

		0.4

		mg



		Selenium

		11.4

		0.8

		1.9

		µg



		Sodium

		1181.1

		81.7

		196.9

		mg



		Thiamin

		0.3

		0

		0.1

		mg



		Vitamin B6

		0.7

		0

		0.1

		mg



		Vitamin B12

		10.2

		0.7

		1.7

		µg



		Vitamin C

		22.7

		1.6

		3.8

		mg



		Vitamin D

		2.4

		0.2

		0.4

		µg



		Vitamin E

		0.7

		0

		0.1

		mg



		Water

		995.1

		68.8

		165.9

		g



		Zinc

		5.7

		0.4

		0.9

		mg
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COMMUNITY SUPPORT BEDS


Using ICF funding, it was agreed to commission step down residential and nursing beds, with the following aims and objectives:


1. To facilitate hospital discharge


2. To avoid unnecessary and inappropriate residential and nursing placements and inappropriate admission or early readmission to hospital.


3. To reduce levels of dependency and facilitate independence through rehabilitation and enablement.


4. To increase opportunities for people to live independently in their own home.


5. Following a full assessment to provide the time and space to ensure appropriate longer term care and support.


Assessment Beds funded through Continuing NHS Healthcare  


Since 2016/17 20 clients have used the assessment beds and have completed their period of assessment and a recommendation made in regards to eligibility for Continuing NHS Healthcare.


Of these 20 cases, 3 have deceased before a Multidisciplinary team meeting was held. Of the 17 remaining 5 (25%) were found to remain eligible for Continuing NHS Healthcare and 12 (60 %) found not to be eligible for CHC.


On average the number of weeks in an assessment bed was 9.3 weeks at an average cost of nursing home (Gen + EMI / 2) = £675.89 / week based on 16/17 fees.


If the above patients would not have accessed the assessment beds they would have been deemed eligible for Continuing NHS Healthcare and would have required the Health Board to apply the Cease to Fund process. The average number of weeks to complete this process would be


12 weeks before first review by nurse assessor


1 week for assessment to be signed off by manager


3 weeks for Social Work allocation


2 weeks to arrange MDT


4 weeks notice to be given to Local Authority to transfer funding responsibility


This is a average total of 22 weeks at an average cost of £14,869.58 compared to the 9 weeks average cost of £6,285.73


Saving per person (Not deemed eligible) of £8,583.85. (approx)


Patient Story


Mrs A  was admitted on the 26/12/2017 to Prince Philip Hospital with a fall and increased confusion. She was diagnosed with urosepsis. 


Mrs A was living alone with no formal care package, she has a history of mental illness and has a allocated (Community Psychiatric Nurse) CPN.  Mrs A has no robust social network and has been estranged from her daughter for some years, she has had limited contact with her Sister in Law which has only been in recent months after no contact for 15 years. Her sister law attended the meeting with Patricia and the IMHA however does not wish to have any responsibility in Mrs A’s affairs or discharge planning.

 Mrs A remains an inpatient at Prince Philip Hospital on Ward 4 and due to her frail presentation she is unable to care for herself without considerable support. Due to cognitive decline it is unclear as to how much potential Mrs A has to rehabilitate due to the inability to retain information. She has made some improvement in relation to function and weight however requires support over a 24 hour period due to her anxiety. Mrs A does express a wish not to go home but often forgets what she has said.


The DOH checklist was completed this indicated that an MDT was needed to complete the Decision Support Tool.  The MDT felt that it would be inappropriate to undertake a DST at this time as it was felt that the environment may not be conducive to accurately reflect Mrs A’s current needs and therefore felt that a transfer to an EMI nursing home for an assessment period would benefit her.  The family have decided on Nursing Home in Ammanford as the home of choice as this was a familiar area to Mrs A.   


Mrs A was discharged from hospital to an assessment for a period of 6 week and was reassessed at 4 weeks to determine future needs. Despite remaining confused her behaviours were no longer challenging and Mrs A did not present with any nursing needs, her ongoing care needs could be met within an the EMI residential unit.
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Carer Demonstrator Evaluation.pdf
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Executive Summary

The Carer Demonstrator Llanelli Pilot (the Project), which ran from August 2015 to
March 2017 was a partnership between Carmarthenshire based Third-sector and
Public-sector health and social care organisations. The Project trained Carer Support
Workers to demonstrate safer daily living tasks to unpaid Carers in their own home,
or to signpost Carers to additional support. The one-off demonstrations aimed to
equip unpaid Carers with knowledge and support to empower them to care more
safely and protect their own health in the short and longer term.

This independent evaluation is based on feedback from Carers, Carer
Demonstrators, and Task and Finish Group members, information from Project
Records and observation at Task and Finish Group meetings.

The evaluation produced clear findings.

Only 19 referrals were made to the Project during its lifespan. This is far less than
was hoped and brings into question whether there is a need for the Project.

11 of the 19 referrals resulted in positive outcomes; seven were demonstrations and
four were referrals to other agencies. The Carers involved welcomed the help they
received from the Carer Demonstrators which they generally described as being
“very useful”.

One reason for the low number of referrals may be that the Project lacked a clear
role and purpose at both operational and strategic levels. If the Project were to
continue it would need clearly to define and articulate the distinctive contribution it
can make in order to persuade all key stakeholders of its value.

There was disagreement between stakeholders about the overall value of the
Project. Some said that the Project duplicated other services and was therefore not
needed. However, others saw value in it. For the Project to continue it would need to
be re-imagined by all key stakeholders so that it clearly complements rather than
duplicates other services.

The Carer Support Workers who delivered the Project received good quality training
through the Project and they possessed some important characteristics which
enabled them to deliver the Carer Demonstrator Project effectively.

The development of the Project was hindered by the targeting of marketing efforts
which contributed to the low number of referrals. The Project also experienced
difficulties carrying out the post-training assessments of Carer Demonstrators quickly
enough due to lack of resources to carry these out “in-house”. This slowed the





development of the Project. The lack of agreement about the value of the Project
and potential duplication referred to earlier may also have reduced the level of “buy-
in” to the project by some stakeholders.

The evaluation recommends that the Project should not be rolled out in its present
form.

It suggests that a further pilot may be appropriate but only if all partners take part in
a process of planning and discussion to identify a clear, understandable and
distinctive role and purpose for the Project. Such a role may involving delivering a
home visit with a more holistic aim, to new carers as soon as possible after the cared
for is discharged from hospital. Senior managers should be involved at an
appropriate stage of the planning process in order to gain full organisational buy in.

Should a further pilot go ahead the Project should be funded to a level which
provides a paid Project Lead role to assure co-ordination and marketing, and
enables the assessment process to be carried out in-house. Funding should also
allow the production of good quality promotional materials. Marketing should be
refocused towards encouraging self-referral prior to discharge from hospital.





1.0. Introduction

1.1. The Carer Demonstrator Llanelli Pilot

The Carer Demonstrator Llanelli Pilot (the Project) was a partnership between:
Carmarthenshire Carers Forum, Carmarthenshire Carers Information Service,
Carmarthenshire County Council, Crossroads Care Sir Gar, and Hywel Dda
University Health Board. The Project provided training to experienced Carer Support
Workers who work for Crossroads Care Sir Gar. The training equipped the Carer
Support Workers with the skills and knowledge to demonstrate safer daily living
tasks to unpaid Carers in their own home, or to signpost Carers to additional support
services.

It was anticipated that demonstrations would include:

e Safe moving and handling

e Nutrition and hydration

e Personal hygiene

e Administering medication especially when an unpaid carer is required to
dispense medication

e Using aids and adaptations

e Oral hygiene

e Skin care

e Hand and foot care

e Continence care.

Carers would be signposted for additional support to:

e Carmarthenshire Carers Information Service
e Carers Outreach Service

e Young Adult Carers Programme

e Carmarthenshire Carers Forum

e Other organisations as appropriate.

The Task and Finish Group operated from August 2015 to March 2017. It was
managed by a Task and Finish Group comprising representatives of all five partner
agencies listed above.

The employment and management of staff was assured by Crossroads Care Sir Gar.
The Project received Intermediate Care (slippage) funding of £11,800 from the
Hywel Dda University Health Board. Additional funding of £5,000 was secured in late





2016 to enable the Project to be extended until March 2017 and to employ the
Project Support for one day per week.

An external Trainer was engaged from February 2016 to train the Carer
Demonstrators. There was no additional paid input for the co-ordination of the
Project, nor its marketing until October 2016, although various professionals carried
out some of this work as part of their own roles. From October 2016 to March 2017 a
part time member of staff the “Project Support”, was employed one day per week.

The Carer Demonstrators were all employed as Carer Support Workers by
Crossroads Care.

Carer Demonstrators were assessed on their first visit by a suitably skilled and
experienced member of Crossroads Care. After passing an assessment they were
able to visit Carers alone.

1.2. The context for the Carer Demonstrator Project

The funding application for the Carer Demonstrator Project succinctly sums up the
anticipated need for the Project: “.... this unpaid Carers initiated concept is based on
the recognition that unpaid Carers provide 96% of all community care (1), yet receive
no training,.... and are expected .... to carry out tasks that will put their health at
risk”.

Through the demonstrations, the Project aimed to equip unpaid Carers with
knowledge and support to empower them to care safely and protect their own health
in the short and longer term. The Project aimed to achieve this through a one-off
intervention thus avoiding dependency and recurring costs.

It was anticipated that the Project, if rolled out following a successful pilot, could
benefit large numbers of carers. The total potential audience within Carmarthenshire
comprises the 23962 Carers within the county (2). However, the Project primarily
aimed to reach new Carers as it was believed that these would be most in need of
the guidance and re-assurance offered by the Carer Demonstrators.

1.3. This evaluation

The Task and Finish Group engaged Alain Thomas Consultancy to carry out an
independent evaluation in order to obtain an impartial view. The evaluation aimed to





gather feedback from the Carers themselves and from the Carer Demonstrators as
these would have the best insights into the process and outcomes of the Project.

The evaluation primarily aimed to assess what difference the Project had made to
Carers and what, if any, changes would be needed in order to enable the Project to
achieve (even) more positive outcomes.

The evaluation focused on eliciting information from the two stakeholder groups who
were felt to possess the most informed view of the outcomes of the Project: the
Carers themselves and the Carer Demonstrators. The evaluation also gathered
information from members of the Task and Finish Group (including the Project
Support who co-ordinated the Project). Project records detailing all the main
activities carried out through the Project, including referrals and their outcomes were
made available to the evaluation. Other documents were also made available to the
evaluation including minutes of Task and Finish Group meetings, publicity and
informational material used by the Project, some email correspondence, and
contextual information. The evaluator also observed two meetings of the Task and
Finish Group.

Feedback from a total of six Carers was gathered via a questionnaire and telephone
interviews.

The questionnaire (appendix one), was delivered by the Carer Demonstrators at the
time of a visit to a Carer. A follow up questionnaire was sent to Carers some time
later, together with a stamped addressed envelope for return to the evaluator. Carers
were assured their replies would only be seen by the external evaluator. A total of six
completed questionnaires were returned (from six different individuals). Five of these
were distributed at the time of the demonstration while one was a follow-up
guestionnaire.

Six Carers agreed to be interviewed by telephone. The interviews asked the same
guestions as the questionnaire but the interviewer was able to probe responses to
elicit more in-depth information. Three telephone interviews were actually carried
out. Two of these interviewees had also returned a questionnaire. It proved
impossible to contact the three remaining Carers for various good reasons.

A focus group discussion structured by a topic guide, which asked comparable
guestions to the Carers’ questionnaire, was carried out with five Carer
Demonstrators. All five had undergone training and three of them had carried out
visits to Carers.

Additional information was sought from Task and Finish Group members (including
the Project Support), who were invited to send their feedback by email. Three
members did so.





A part structured telephone interview (using the same questions as the focus group
discussion) was carried out with the Project Support.

Good quality Information was also provided about the quality of the training provided
to the Carer Demonstrators.

The draft report was discussed at a meeting of the Task and Finish Group on 29™
March 2017 when there were six members present. The meeting did not suggest any
changes of substance to the report but corrected factual errors and developed, with
the independent evaluator, some of the points in the draft report. An element of
participant validation was therefore achieved.

The total number of people providing information to the evaluation (not including
training feedback, or the participant validation meeting) is quite small (14 in total).
Some Carers provided quite sparse information, although others did develop their
responses and provided a reasonable amount of detalil.

However, the findings of the evaluation are strengthened by the detailed records of
project activities, the triangulation that was achieved between the views of three
different stakeholder groups (Carers, Carer Demonstrators and Task and Finish
Group members), and by the range of different methods used to gather information.

Where similar findings emerge from different sources it is possible to be reasonably
confident about them. More tentative conclusions must necessarily be drawn when
these are based on only one source, or when there is no evident convergence of
findings from the various sources.





2.0. Activities

2.1. Management and development

The Project required a considerable amount of management and development time
over a 19 month period.

A total of 15 Task and Finish Group meetings were held between August 2015 and
February 2017 with attendance being reasonably consistent throughout and usually
involving between seven and five participants. The Chair of the Task and Finish
Group reports that the meetings were generally straightforward and proved an
effective mechanism to keep things moving forward.

A further 12 meetings were held with various stakeholders, usually to provide
updates about progress with the Project. These involved either the Chair of the Task
and Finish Group or the Project Support, sometimes with another Task and Finish
Group member. These do not include the stakeholder meetings which took place for
promotional purposes (see 2.3 below).

2.2. Training Carer Demonstrators

The Carer Demonstrators received training from an external trainer (this was the
Project Support who was commissioned as an external trainer). This arrangement
ensured that the person delivering the training possessed an excellent insight into all
aspects of the Project. The external Trainer developed all the materials for the
training using an Action Learning approach and drawing on core material from a
Care Council for Wales training pack (3).

The training comprised three full-day and one half-day sessions which took place
during February and March 2016. Additional training was provided for one person
who was unable to attend the main course. The training was very well attended with
near full attendance. A total of eight Carer Support Workers were trained. Two of
these subsequently changed jobs and were unable to continue as Carer
Demonstrators. The training therefore resulted in six trained Carer Demonstrators.

The training aimed to develop a positive group dynamic and a problem solving
approach, as well as developing key skills and providing information.

Following the training Carer Demonstrators were required to carry out a
demonstration in the presence of a suitably skilled and experienced Assessor. Four
out of the six Carer Demonstrators carried out an assessed demonstration and all





passed. It has not been possible for the remaining two trained Carer Demonstrators
to be assessed due to pressures of time, insufficient demonstrations being required
by Carers and scheduling issues (see 3.3.3.).

2.3. Promotion

The Project needed to promote itself effectively in order to secure referrals of Carers
from appropriate organisations and agencies. Promotion was mainly carried out
through personal visits, the distribution of a leaflet, and the circulation of a newsletter
containing a full page article about the Project.

The Project Support carried out a total of 19 visits to various stakeholders to promote
referrals to the Carer Demonstrator project. These included: GP’s practices, Health
Centres, one Social Services Team, and numerous Third Sector organisations
including Crossroads Care and the Carers Information Service, Carmarthenshire
Carers Forum, and branches of the Alzheimer’s Society, and the Stroke Association.
All of these organisations were appropriate possible sources of referrals and the
visits reached a total of 109 individuals. They were carried out between April 2016
and January 2017.

The table below summarises these visits according to sector:

Fig 1. Promotional visits by type of organisation

Type of stakeholder No’ of visits No’ of people
reached
Third Sector 9 62
Hospital departments 5 32
Primary Care (GP’s and Health Centres) 4 6
Social Services 1 9
Totals 19 109

The Project Support reports working pragmatically during these visits to encourage
individuals and organisations to place the Project on their referral pathways. She
reports succeeding in linking the Project to the Investors in Carers scheme for G.P.
surgeries.

A leaflet was produced about the Project and this was distributed at the above visits
and opportunistically by the Project Support and others associated with the Project.
Copies of the leaflet were left in public spaces for example in libraries, doctors’
surgeries and community buildings.

The Carer Demonstrator Project was the subject of a full page article in issue 59 of
the Carmarthenshire Carers’ News published by the Carmarthenshire Carers
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Information Service. A total of 1714 copies were distributed. 1479 of these were sent
directly to carers, 185 were sent to various public sector and third sector
organisations and 50 were circulated at events.

Notes of Task and Finish Group meetings describe concerted efforts to try new
approaches to marketing, especially towards the end of the Project when the
emphasis changed from securing referrals for other agencies to encouraging self-
referrals. Work to this end included emailing posters and leaflets for distribution to all
surgeries in Llanelli and the surrounding area.

2.4. Referrals and Demonstrations

A total of 19 referrals resulting in visits were received between April 2016 and
November 2016.

Seven of these were from Outreach Workers, three from Social Workers, three from
the Alzheimer’s Society, two were from GP surgeries, two more were self-referrals,
one came from the Transfer of Care and Liaison Service (TOCALS) Team and one
was from a Social Care professional.

The sources of referrals are summarised in the table below using the same
categories as for the promotional visits carried out in table one above.

Fig 2. Sources of referrals

Source of referral No’ of referrals
Third Sector 10
Hospital departments 1
Primary Care (GP’s and Health Centres) 2
Social Services 4
Self-referral 2
Totals 19

The table below shows the purpose of referrals (some referrals were for more than
one purpose).
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Fig 3. Purpose of referrals

Purpose Number %
Manual Handling 12 57
Diet/feeding 2 9
Medication 2 9
Not required/not sure 2 9
Bed bath 1 5
Use of hoist 1 5
General information 1 5
Totals 21 99

Over half of all referrals were for demonstrations of manual handling. Other purposes
were more varied and were relevant to just one or two Carers in each case.
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3.0. Findings

3.1. Outcomes
This section reviews the outcomes achieved by the Project. It is based mainly on
project records and feedback from Carers but includes additional perspectives from

Carer Demonstrators and members of the Task and Finish Group (including the
Project Support).

The table below shows the breakdown of outcomes from referrals.

Fig 4. Outcomes from referrals

Outcome Number %
Demonstration carried out 7 37
Referred to another service 4 21
Moved on to other form of care 4 21
Demonstration not required 4 21
Totals 19 100

Of the 19 referrals seven (just over a third), resulted in demonstrations. Four were
referred on to another service, four had moved on to another form of care before the
visit could be made, and three proved not to require the Carer Demonstrator service.

Over half (58%) of referrals led to a successful outcome which was in line with the
aims of the Project, namely; a demonstration being carried out (37%) or a referral
being made to another service (21%).

In the case of four referrals to the Project (21%), the person being cared for had
moved to hospital or a care home by the time the Carer was contacted about a
demonstration.

In four more cases (21%) a demonstration was found not to be required. One person
had ticked a box asking for a demonstration without realising what it meant, another
required general information which was provided by telephone, a third was unsure of
the kind of help they needed so did not proceed to a visit and a fourth had improved
and no longer required a visit.

The proportion of successful outcomes would probably be considered satisfactory.

However it is striking that only 19 referrals were made in total during the lifespan of
the Project.
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The low number of referrals the Project begs questions about whether the Project
was needed, whether it was clearly understood, whether it was effectively marketed,
or perhaps elements of all three. These questions are addressed later in this report
(section 3.2.1.The role of the Project, 3.2.2.The purpose of the Project, and 3.3.4.
Marketing and promotion).

The views of Carers are of prime importance in placing a value on the outcomes
achieved.

Six Carers either returned a feedback form, or took part in a telephone interview.
Four of these six carers had received a demonstration and two had been referred to
another service. All six therefore represent Carers who had experienced a positive
outcome from the Project

All six Carers who returned a feedback form or took part in a telephone interview
said the visit by the demonstrator was “very useful” (five Carers) or “useful” (one
Carer), none said it was not useful. Two out of the six Carers said they would
definitely put what they had learnt into practice, three did not answer this question
while one said they did not really use what they had learnt.

Carers were asked what the best thing was about the visit, some listed more than
one thing they thought was best.

Three responses were to do with gaining information or receiving advice.
“Finding out about things and services available”.

Two responses were about more positive feelings.

“I feel more confident and secure”.

“Very pleased with the visit, to be able to share concerns”.

Two were pleased to be referred to Occupational Therapy.

One said the visit would result in their saving money and another said they felt better
because they could now use a hoist if required in an emergency.

Carers were asked what they would change about the visit. Five would not change
anything significant while one said the Demonstrator did not explain the purpose of
the visit fully. There was clearly a problem with this particular visit as the Carer said
they were expecting a demonstration of a lifting technique but this did not happen.
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However, even though the Carer did not receive the demonstration they expected,
they said the visit had helped them.

“It was useful. We got something out of it yes. .... | think we got more things for the
bath, more handles in the bath. It was useful because we got more access to the
P.A. ..... but it wasn't the lifting thing | needed”.

Carers were asked if they had any additional comments about the Project.

One Carer added that they were treated with respect and felt at ease and
comfortable.

One Carer who was interviewed described how they had been worried they would
not be able to use a hoist needed by their partner to get out of a chair or out of bed, if
the paid Care Workers could not reach their home for any reason. After the
demonstration the Carer was relieved that they would be able to use the hoist in an
emergency.

Carer Demonstrators also offered some examples of positive outcomes from their
visits. Several of these related to referrals to other services which had helped the
Carer, one was the demonstration of how to use a hoist, another gave advice, and
another said that providing re-assurance was all that was needed but that this helped
the Carer. Carer Demonstrators also expressed numerous concerns about the
effectiveness of their interventions. These are explored in more depth later in this
report (section 3.2.2.The purpose of the Project).

Carers are the intended beneficiaries of the Project and their feedback is therefore of
prime importance when assessing outcomes. The feedback from Carers is clearly
very positive and fairly consistent across all six Carers (even the Carer who
experienced problems with their visit rated it as “very useful”). The feedback
represents more than half of the 11 Carers who experienced a positive outcome. The
findings therefore provide a strong indication that the Carer Demonstrator Project is
likely to lead to perceived positive outcomes, for Carers who receive a demonstration
or are referred to another service.

No feedback was received from Carers who did not experience a positive outcome
(when a demonstration was found not to be required, or when the Cared-for person
had moved into hospital or residential care). However it is reasonable to think that
these would not have reported positive outcomes.
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3.2. The role and purpose of the Project

This section considers various aspects relating to the role of the Project. The sub-
headings which are used emerged from an analysis of feedback from Carer
Demonstrators, Task and Finish Group members and the Project Support. They
focus on aspects of the role of the Project which may be particularly useful for future
planning.

3.2.1. The role of the project

The role of the Project was not clearly understood, even by some stakeholders who
were closely involved with it.

At an operational level some Carer Demonstrators expressed confusion about what
they could and could not do. The following comment illustrates how some Carer
Demonstrators were struggling to interpret their role into practice:

“But we were told not to actually demonstrate, we can show a safer way but not
actually demonstrate it. We were told not to give advice. You can show a way of
doing something, you can suggest, but we are not allowed to call them tips. We say
is there a way | can help you and maybe we can work out a way of doing
something’. You can’t demonstrate, you can’t give advice, you can’t pass on tips.
You can show, by working with the Carer rather than the person being cared for”.

Carer Demonstrators felt that they needed a clear list of actual examples of what
they could offer to Carers. This would help clarify their role for them and for the
Carers.

“A list of examples is needed, what we can support you with, and ‘you might find this
easier’; ‘these are the things that people have previously asked us to help with and
you might find them usefu/”.

Greater clarity is needed about the role of the Project and in particular about the role
of the Carer Demonstrators who deliver it. This is necessary to provide the Carer
Demonstrators with a clear sense of purpose, and to better explain the benefits of
the Project to Carers, and other stakeholders.
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3.2.2. The purpose of the Project
This section explores whether there was a need for the Project.

Different views were expressed about whether the tasks which the Carer
Demonstrators could carry out would be of significant benefit to Carers and about
whether there was a need for the Project at all.

Section 3.1. suggests that carers who received demonstrations or were referred to
other services believed the Project fulfilled a very useful purpose.

However, other stakeholders held different views about whether the Project served a
useful purpose or not. The two comments below are from stakeholders closely
involved with the Project and they illustrate these differences very clearly.

“l genuinely felt there was a need for this project, it was an area that needed to be
addressed”.

This stakeholder went on to argue that a particular feature of the Carer Demonstrator
Project was that it could build confidence and that it could be a useful early
intervention in demonstrating the use of equipment. This was because Carers would
need to be referred to an Occupational Therapist to be shown how to use equipment
and they would be placed on a waiting list resulting in a delay. However, a Carer
Demonstrator would be able to intervene quickly and demonstrate the use of
equipment providing re-assurance and guidance to Carers more quickly through a
cost-effective, one-off intervention.

Another stakeholder said:
“I feel that there is little, if any, evidence that there is a need for this type of project’.
This stakeholder added:

“Many of the referrals have been inappropriate. It's my view that carers and staff
completing the referrals have been unclear of the support they’re referring to. Many
have wanted general information and advice on caring for someone which they are
able to access through (the Carers Outreach Service).

The Carers Outreach Service began to be effective after the Carer Demonstrator
Project started, and some Task and Finish Group members said they believed this
had greatly reduced the need for the Carer Demonstrator Project.

The focus group discussion with Carer Demonstrators explored the purpose of the
Project in more depth.
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Carer Demonstrators expressed a general sense of frustration at not being able to
do more.

“When | went out on my referral, | felt like I'd let them down, because | couldn’t do
anything for them....”

“.... we can demonstrate how to cream your legs. Do we need to do that?”

“‘Why can’t we say more, why can’t we be giving advice, we are not allowed to give
advice”.

Carer Demonstrators were also concerned that the Project duplicated other services
which were already available.

“Why would we be showing someone how to do manual handling when that is an OT
Jjob?”

“Is there a role for this project with new carers? | don’t think so, because the social
worker does it, the OT does it and the Carers do it. The tasks we do are very minor
and menial”.

“The things | think this project is for is absolutely basic, simple things that they can
probably do themselves. Unless we are going to move into O.T. territory”.

This concern about duplicating the work of Occupational Therapists was also voiced
by another stakeholder who said:

“l also feel that there are blurred boundaries between the role and responsibilities of
the Carer Demonstrators and O.T. services”.

Some Carer Demonstrators also questioned whether the Carer Demonstrator role
added anything to the work they would be doing in their existing role as Carer
Support Workers. For example one said:

“Sometimes when you are there, you can spot problems that the person may not
have recognised, and you can signpost them to get help from other agencies. But |

would be doing that in my normal role anyway”.

When asked what would make their role more worthwhile some Carer
Demonstrators were unable to suggest anything.

“l am genuinely struggling to see what we can do to make it worthwhile’.
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Others suggested some tasks they felt it would be useful to include in the role such
as cutting nails and taking blood pressure. They acknowledged that training and
health and safety issues might make this impossible, however.

Some Carer Demonstrators identified ways in which they felt they had been of some
help.

“We can signpost to other services”

“I slightly helped, on my first call | couldn’t do anything, and on my second | talked
about nutrition and diet for diabetes. But there is a diabetic service and we are not
really qualified to do their job. We are not qualified to give advice on diabetes.”

The over-riding impression from the focus group was that some Carer
Demonstrators could see a small amount of value to their role, while others strongly
believed that the role was un-necessary and that it duplicated other services.

Carer Demonstrators also acknowledged that the low number of referrals and the
fact that some of them had not yet been assessed added to their feelings of
frustration and that their view of the Project could have been more positive if they
had carried out more (in some cases any) demonstrations.

Further discussion led the Carer Demonstrators to identifying a potential role for the
Project in addressing issues of loneliness and this is returned to later.

The Carer Demonstrators were asked if they believed the Project should be rolled
out. All said it should not. However, some qualified their response and said that if
they had delivered more demonstrations they might feel differently.

Key stakeholders disagree about whether the Project fulfils a useful role.

Serious concerns were expressed that the Project duplicated other services, in
particular the role of Occupational Therapists. However, when there is a waiting list
for O.T. services it is possible that the Project would complement the work of
Occupational Therapists rather than duplicating it. It would do this through a quick,
one-off intervention which offers a Carer some guidance through a demonstration,
while the Carer is waiting to access the more extensive support available from an
Occupational Therapist.

Regardless of whether the Project is useful or not, there is strong evidence from a
range of sources that the Project lacks a sufficiently distinctive purpose in its present
form. This makes it difficult for all involved to understand what it aims to achieve and
undermines a sense of purpose among its workforce. If the Project were to have a
future in some form then it would be necessary for all stakeholders to spend the time
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that is needed to arrive at a clear role and purpose for the Project that they can all
live with.

3.2.3. Afocus on addressing loneliness and isolation?

Carer Demonstrators were encouraged, towards the end of the focus group
discussion, to think of what kind of changes would make the Project more worthwhile
in their view. The focus which emerged was on interventions to address loneliness
and isolation.

Carer Demonstrators very quickly generated numerous examples of isolated Carers
who suffered from loneliness. There was a sense that this was something of a
common thread running through many of their visits. They said things like:

“They are isolated, they need company, and they need reassurance. | think there
would be more demand for it then”.

“It was only the daughter that was going to visit and there was a lot of isolation.
There are a lot of lonely, isolated people”.

“My old lady was very lonely, she only had one call per week from a person who
brought a dog. Most of the people we go to are isolated, they are just on their own”.

“I think the people we visit like the company. They are often very isolated. So we are
a help against loneliness”.

A member of the Task and Finish Group also suggested that loneliness might be a
more appropriate focus for the Project based upon their own insights to the Project.

“Maybe it is more of an isolation thing and they wanted company, just an
observation’.

However, reservations were also expressed about a focus on loneliness.

A Carer Demonstrator pointed out that there were already other projects and
agencies trying to address issues of loneliness while another questioned whether
such a project would offer value for money.

The latter point was echoed by another stakeholder who said that the one-off nature

of interventions made the current Project more effective as it did not create a
dependency, nor lead to ongoing costs.
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One Carer Demonstrator provided an example of how she had helped address
loneliness through a referral which led to extra support.

“One was a man who wanted help to feed his wife, but the Carers started to come

and they were feeding her. He felt relieved about that. He was feeling very isolated
too. So | got him in touch with his Social Worker, and she arranged for him to have
three hours extra care per week. He now goes swimming with his friend.”

Another said it would be necessary to help Carers overcome barriers to enable them
to access support which already existed.

“There are loads of support groups out there, but our clients just do not go to them.
Some simply cannot get out, maybe some are just in a rut”.

Loneliness and isolation are widely recognised as serious issues which affect
Carers, and others. Introducing a focus on addressing these issues to the Carer
Demonstrator Project might offer it a greater sense of purpose. However there are
also clear risks in doing so. As one Carer Demonstrator said “t would be a different
project then”. For a focus on loneliness and isolation to be integrated into the Project
it would be necessary to do so in a way that complemented rather than duplicated
existing services, and also to ensure that interventions remained one-off and
therefore cost-effective.

3.3. The Process of the Project
3.3.1. Training

Evaluation forms were completed by the Carer Demonstrators who completed
training for their new role. Eight Carer Demonstrators were trained in total. Two of
these dropped out of the Project because they moved to another job so six trained
Carer Demonstrators were deployed as a result of the training.

Feedback from the training was extremely positive.

Overall, the evaluation of the training found that it

was very useful to delegates’ work and to their new role as Carer Demonstrators. All
agreed with this saying things like:

“Very useful and prepared me thoroughly”.

The Trainer was very knowledgeable and she communicated clearly.
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“(The Trainer) was very good and made everything easy to understand and made it
all enjoyable”.

With hindsight the Trainer and Task and Finish Group members feel that the training
would have been improved by a more practical focus.

However, it is likely that the training will have led delegates to develop and improve
their practice. Several delegates gave examples of how they felt the training would
better allow them to help people for example by averting crisis situations, one said it
had helped her to better understand people and another said it had increased her
confidence.

The training received by the Carer Demonstrators was well received, well delivered
and effective.

3.3.2. Personnel

The Carer Demonstrators were all Care Workers employed by Crossroads Care. The
Carer Demonstrator Role was therefore an addition to their normal role which
involved providing basic care.

Adding the Carer Demonstrator role to an existing role may have contributed to the
lack of clarity about the role discussed earlier (section 3.1.1.).

However doing it in this way had many advantages. Crucially, costs were kept down,
several participants in the evaluation said that it would not be cost-effective for the
Carer Demonstrator to be a stand-alone role and that it had to be attached to an
existing role.

Another important advantage was that Care workers possessed the interpersonal
skills required to carry out work in a sensitive way in someone else’s home, and they
were all used to carrying out home visits. They were also used to using the
equipment they might be called on to demonstrate, they already knew some manual
handling techniques and were comfortable learning new ones. They would also all
have had the necessary DBS checks.

Care workers were therefore appropriate professionals to deliver the Carer
Demonstrator Project.
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3.3.3. The assessment process

Once trained, the Carer Demonstrators had to be assessed by a qualified
professional. This meant they had to be observed carrying out a demonstration
successfully. The Assessor was also responsible for ensuring that the Carer
Demonstrator planned the demonstration they were going to make.

The role of Assessor, like that of Carer Demonstrator, was “bolted on” to an existing
professional role. This caused some difficulties because the Assessor had first of all
to fulfil their contracted duties and then also find time to carry out assessments.

The problems of time pressure were compounded by the need to co-ordinate the
presence of both the Assessor and the Carer Demonstrator on a visit at the same
time.

It is understandable in these circumstances that initial assessed visits could take a
long time to arrange and carry out, so increasing the time between the referral and
the actual visit.

In fact two of the trained Carer Demonstrators had not carried out an assessed visit
by the end of the Pilot Project.

This is probably an example of the Project trying to achieve too much with too little. If
the Project were to continue it would be important to remove what proved to be a
significant bottleneck by making assessments part of the Project Support’s role and
increasing their hours accordingly.

The consequences of not doing so would be to reproduce the frustrations
experienced by trained Carer Demonstrators who were unable to carry out
demonstrations because they had not been assessed and to risk not being able to
fulfil demand should there be larger numbers of referrals.

3.3.4. Marketing and promotion
Section 2.3. described how information about the Project reached a large number of
people and organisations who would potentially be interested in the Project. Many of

these would have been in a good position to refer Carers to the Project.

This section explores whether the way the Project was marketed contributed to the
low number of referrals received.
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Several stakeholders said they believed the Project needed more marketing in
general.

“What would | do differently? Maybe not to have had limits on who we got involved
with to gain referrals at the beginning, to maybe have widened the scope earlier in
the process”.

“You would have to market the Carer Demonstrator Project much better if you
wanted to have any effect, if you wanted it to work. If they don’t know what
Crossroads does, they won't know about us”.

“Make more people aware, care providers don’t know about us, tell care providers,
councils, private care providers, pass the leaflet on to Carer Support Workers....”.

More marketing would clearly have some impact. However it is clear that a great
deal of effort has already gone into marketing and that it has not worked. It is
therefore important to explore why more referrals have not been secured, and how
marketing efforts might be re-directed.

The Task and Finish Group felt, towards the end of the Project, that seeking referrals
from professionals was likely to be unsuccessful.

Two main reasons were given for this: one was that most professionals did not
understand the benefits the Project could bring to Carers and the other was that
most professionals simply felt too busy to add yet another service to their referral
pathways.

Some stakeholders differentiated between medical professionals and other
professionals. They said that social care professionals were more likely to make
referrals than medical professionals.

“.... I talked to one O.T. and she had heard of it. O.T.s seem to have heard about the
Project. They have made a few referrals. O.T.s yes District Nurses no”.

“Surgeries do know about our service, especially across Carmarthenshire, all
surgeries know about it and some make referrals, some make no referrals at all”.

These views are supported by comparing the proportion of marketing visits carried

out by the Project Support with the proportion of referrals received from each type of
organisation. The table below does this.
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Fig 5. Referrals by type of organisation

Type of organisation % of visits % of referrals
Third Sector 47 53
Hospital departments 26 5
Primary Care (GP’s and Health Centres) 21 10
Social Services 5 21
Self-referral 0 10
Totals 99 99

The proportion of visits to the Third Sector is broadly proportionate to referrals. The
15 % proportion of referrals from the health sector (Hospital and Primary Care) is
disproportionately low in relation to the 47% proportion of visits. The 21 % proportion
of referrals from Social Services is disproportionately high compared to the 5% of
visits.

This suggests that future efforts to secure referrals from agencies would be best
directed towards Third Sector and Social Care organisations.

The Task and Finish Group also switched its efforts towards securing self-referrals
towards the end of the Project. It was probably too late for this to have any significant
effect because a campaign to secure self-referrals would require a different
approach to one to secure referrals from agencies. Contributors to the evaluation
listed the kind of tasks which would be required in such an approach: putting
information (posters and leaflets) in libraries, dissemination via networks and via
Carmarthenshire Carers, information on public screens in GP surgeries and leaflets
and posters in surgeries.

One stakeholder also said it would be important to think of the Project from a Carers
point of view and reassure them about any doubts they might have. For example
making it clear that the service was not means tested.

The Project produced and distributed a leaflet and an article was placed in the
Carmarthenshire Carers’ News. The focus group discussion with Carer
Demonstrators generated some comments about the quality of the leaflet which was
printed on quite thin non-gloss paper. This was probably an unavoidable
consequence of limited funds.

The leaflet and the article each included a substantial section about what the Project
“‘was not”. This was intended to help distinguish the Project from other similar
provision however it may also have resulted in a negative impact. In future it would
be better to focus content on what the Project could deliver which is more likely to
lead to positive associations with the Project.
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It is clear that the Project did a lot of marketing and promotional work and that the
lack of referrals is not a consequence of lack of effort.

It is also likely that additional resources would have helped marketing efforts, if only
to enable a professional looking leaflet to be produced.

There are quite strong indications that marketing with the aim of seeking referrals
from agencies should be targeted at Third Sector and Public Sector Social Care
organisations rather than at Health professionals.

A self-referral campaign has not yet been given a chance to demonstrate its
effectiveness. Should the Project continue in some form then such a campaign
should be planned from the start of the Project, and given adequate resources to
produce and disseminate information..

3.3.5. Partnership working

Section 3.2.2. described how some stakeholders were concerned that the Project
duplicated other services that were currently available.

One stakeholder imagined how these concerns might impact on professionals who
felt their jobs were being duplicated.

“Some people might be scared that we are going to take over their job, doing things
that they are doing now. Would they want to give part of their profession to someone
who is not qualified”?

Other stakeholders said that they were worried that the Project could be perceived
as encroaching on the territories of other organisations. They described their
concerns that as a consequence of this perception, co-operation from some partners
might have been less than wholehearted which may have impeded progress.

“We have had a few people coming to the meetings and us going to others with all
nodding their heads but nothing really happening as a result’.

Section 3.2.2 suggested that there should be a process of planning prior to any
future similar project to agree a clear role for the Project which all partners could live
with. This planning process should also aim to achieve a clear delineation between
the Project and other similar services, together with securing buy-in to the Project by
all agencies concerned. In order to achieve organisational buy-in, consideration
should be given to involving senior staff from partner agencies in the planning
process if at all possible.

26





4.0. Summary of main conclusions and recommendations

4.1. Conclusions

This section summarises the main conclusions of the evaluation. There are two
important conclusions concerning the outcomes and the role and purpose of the
Project. These are followed by a number of other, more specific, conclusions.

1. Outcomes. The quality of outcomes from the Project is good. However the
guantity of outcomes is extremely low.

Only 19 referrals were made to the Project during its lifespan. This is far less than
was hoped and must bring into question whether there is a need for the Project.

11 of the 19 referrals resulted in positive outcomes; seven were demonstrations and
four were referrals to other agencies. The Carers involved welcomed the help they
received from the Carer Demonstrators which they generally described as being
“very useful”.

2. Role and purpose. The Project lacks a clear role and purpose at both
operational and strategic levels. It needs clearly to define and articulate the
distinctive contribution it can make in order to persuade all key stakeholders
of its value.

The Project lacks a sufficiently distinctive purpose in its present form. Its function
overlaps with that of other services. This makes it difficult for all involved to
understand what it aims to achieve and undermines a sense of purpose among its
workforce.

There is also a lack of clarity about the role of the Project at an operational level.
Some Carer Demonstrators were unsure about what they could and could not do,
while others felt the tasks that were particular to the Carer Demonstrator role were
trivial and un-necessary. Greater clarity about the operational role of the Project is
needed to help Carer Demonstrators feel they are serving a worthwhile purpose, and
to better explain the benefits of the Project to Carers, and partner organisations.

There was disagreement between partners about the overall value of the Project.
Some stakeholders said that the Project duplicated other services and was therefore
not needed. This is supported by the views of the Carer Demonstrators who strongly
believe that the worthwhile elements of the Carer Demonstrator role are currently
being carried out, in a better way, by others.
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However, a case could be made that the Project would complement existing services
as long as it provided a quick, one-off intervention to provide immediate guidance
and re-assurance, before other services could be mobilised. Its distinctive role might
therefore be more due to the timing of the intervention than the nature of the help
provided. The low overall cost of the Project must also be borne in mind which
means that this kind of early intervention offering, guidance, re-assurance and
signposting could be quite cost-effective. Signposting to organisations addressing
issues of loneliness and isolation could quite easily be added to this role.

3. Other conclusions.

The Project was delivered by the right people. Carer Support Workers possess
some important characteristics which enable them to deliver the Carer Demonstrator
Project effectively. Their role helps ensure they possess the personal qualities,
experience, skills and pre-existing accreditation required to support people in their
own homes.

The Project provided good training to Carer Demonstrators. The training
delivered to Carer Demonstrators was well received, well delivered and effective
overall.

Marketing did not lead to many referrals. The Project Support devoted a lot of
time and effort to marketing the Project in order to secure referrals and the lack of
success is not because of lack of effort. However, marketing aimed at hospital
departments and GP surgeries did not lead to many referrals while that directed at
Third Sector and social care bodies was only slightly more successful. There are
probably two main reasons for the poor response to marketing efforts. Firstly
professionals (especially health professionals) are too busy, and; secondly the
purpose and value of the Project was not clear. The Project tried to encourage self-
referral at a late stage but there was not enough time to establish whether this
approach would have proved more successful.

Assessments of all Carer Demonstrators did not follow quickly enough after
training. This was because assessments were added to the workload of an already
busy professional, there were few referrals and correspondingly few opportunities for
assessment, and the diaries of two busy people (the Carer Demonstrator and the
Assessor) needed to be co-ordinated for an assessment to take place. All of these
factors made it difficult to arrange assessments resulting in delays between training
and assessment and in some Carer Demonstrators not being assessed by the end of
the Project. This was frustrating for Carer Demonstrators and could have caused
problems had there been more demand for the Project.
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Some stakeholders were concerned that the Project was carrying out work that
should be done by their own organisation. Such concerns may have resulted in
less than complete buy-in to the project by some organisations which in turn may
have hindered the development of the Project to some extent.

The project led to further valuable learning. For example the training, though
effective, could have been improved by a more practical focus; and, the literatures
should have focused on what the project could achieve rather than what it could not
do.

4.2. Recommendations
The Project should not be rolled out in its present form.
A further pilot is an option if the following recommendations are implemented:

1. A further phase of planning and discussion involving all partners should take place
to modify and clarify the role of the Project, and to arrive at a clear and easily
understandable definition of its distinctive operational role and strategic purpose,
together with a clear understanding of the benefits these will bring.

The timing and scope of any future intervention will be key. A possible role was
identified for a one-off, early intervention which would focus on the Carer, and take
place as soon as possible after discharge from hospital. This would involve a home
visit to; provide re-assurance; aim to avert potentially serious risks facing a new
carer (as did the Carer Demonstrator Project); carry out a holistic rapid appraisal of
needs, including loneliness and isolation; and, make referrals as appropriate. This
could be a new role which could be linked to the outcomes of the Carmarthenshire
Unified Service Project (CUSP).

2. Senior managers from all partner organisations should be involved at an
appropriate stage of the above planning process in order to gain full organisational
buy-in from all partners.

The successful implementation of these first two recommendations is an essential
pre-requisite for a further pilot. If the planning and discussions suggested arrive at a
successful outcome then a new time-limited pilot should go ahead incorporating the
following further recommendations:
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3) Additional resources should be provided to enable the creation of a paid Lead
Role for the Project to ensure, coordination, marketing and clear “ownership” of the
Project. Funding should also be sufficient to allow the production of good quality
promotional materials.

4) Assessments of Carer Demonstrators should be carried out by the Project Lead.
5) Marketing should focus on generating self-referrals prior to discharge from
hospital. Any additional marketing should use existing networks and work through

Third Sector and Social care organisations.

6) All other relevant learning from the Project should be incorporated into any future
pilot.

30





Sources and References

(1) Longley M et al (2010). Care at Home: challenges, possibilities and implications
for the workforce in Wales. Care Council for Wales: Cardiff.

(2) Figure provided by Carmarthenshire Carers Information Service.

(3) Demonstrating care skills to carers (2013). Care Council for Wales Training Pack.
Appendices

31





Appendix One: Carer Demonstrator Project - Feedback Form for Carers
Your feedback is vital to help us decide whether the Carer Demonstrator Project should be
developed further.

Please could you help by completing this short, confidential questionnaire. When you have
completed it please put it in the envelope provided, seal the envelope and return it to your

Carer Demonstrator who will post it to the independent evaluator for the Project. Only you

and the independent evaluator will see your replies.

Q1. Overall how useful have you found the help you have received so far from the
Carer Demonstrator (please tick).

Very useful [] Useful [ ] Not very useful [k at all useful . ]
Q2. How often do you use what you have learnt from the Carer Demonstrator (please
tick)?

| use it very often

| use it sometimes

[
I use it fairly often ]
[
[

| don’t really use it

Q3. What have been the best things about the demonstrations you have
received?
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Q4. What could be improved about the demonstrations you have received?

Q5. Do you have any other comments at all about any aspect of the Carer
Demonstrator Project?

If you have any questions about this independent evaluation please retain this sheet
and feel free to contact the evaluator: Alain Thomas, whose details are below:

Alain Thomas Consultancy Ltd, Lawnswood, Sandy Lane. Parkmill Swansea SA3
2EW, Wales. 01792 371413/ 07971 074922 alain.thomas@btinternet.com

33







image9.emf
Care to Move case  study.docx


Care to Move case study.docx
Care to Move – Case Study



Mrs T is 88 years of age and lives with her husband who has supported her for 3 years, following a deterioration with mobility and general function.  She has an abscess to her back and has osteoarthritis.  

Mr T found it problematic supporting his wife and requested assistance with this as he too has health issues.



Mrs T appreciated her husband’s difficulties and was determined to regain a level of her former independence.  

Her primary goals were to undertake washing and dressing tasks and to be able to use the bathroom independently.



She was referred to the Reablement Team.  Upon introduction to the service she discussed her goals with Senior Support Worker D.   

Mrs T uses a 4 wheeled walking frame/seat around her home and uses this to sit on when she becomes tired.  D noted that when Mrs T walked, she dragged her left foot.  When walking from the living room to the bathroom she stopped to rest 3-4 times.  

She was unable to have a full wash at the sink as she could not stand for long periods of time, and due to space restrictions was unable to place a stool at the sink.



Mrs T was introduced to a few movements which would help with regaining strength and circulation to her legs.

D suggested that using the ‘heel raisers’ and the ‘leg marches’ may be of benefit to her.  Initially- Mrs T did not feel that the movements would help her, however agreed to try.  



The service was scheduled to visit twice daily- D spoke to the Support Workers, re-iterating the importance and the benefits the movements will have on her.  The Support Workers had not had any training with Care to Move, however understood what was expected.

They began to work on a routine with regards to the goals set.



D visited for a few days after initially meeting with her, and found a difference by the 2nd day.  Mrs Thompson was enthusiastic and felt that she was progressing.  She told D that she was practicing the movements as frequently as she could, by sitting in her chair.  She was also ensuring to stand little and often, this improves on strength.  

After 4 days Mrs T was able to walk the full length of the corridor, she had not done this for a few years.  She was clearly stronger and more confident, and she walked with her head high, confiding that she was pleased with the outcome.



Within a week she was able to stand at the sink to wash and did this independently with verbal prompts and encouragement.  

T believes that the movements had given her something to focus on, initially she was  reluctant- however once she could see the benefits she persisted.  



Gradually she no longer required the support and it was found that upon arrival she had already completed the task.



Mrs T discharged from the Reablement service within 11 days.  

She confirmed that she had met her goals and felt that she was pleased with this as she did not have to rely on anybody with regards to her personal care routine.



Mr T was also pleased with the outcome and the benefits that the service has provided to their lives.  He no longer supports his wife with personal care or with transfers around the home.
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LLT Care to Move Key Trainer Training Evaluation Report
Bex Townley, Later Life Training
bex@]aterlifetraining.co.uk
January 2017

Content

1. Care to Move (CTM) Background

2. CTM Key Trainer (train the trainer) Format

3. Training Experiences (Learner and LLT perspectives)

3.1 Key Barriers to implementing CTM (Senior DSW perspective)
4. Skills Check outcomes

5. Next Steps

Appendices

A. DSW Self Evaluation (extracts)

B. AFRIS Outcomes (measuring attitudes of the workforce)
C. Roles, Responsibilities and Skills of the CTM Key Trainer
D. CTM Skills Checklist

1. CTM Background

In 2016 Later Life Training (LLT) delivered three training sets of Care to Move
Training (CTM) to 66 domiciliary enablement support workers (DSW) including
seniors and supervisors. The success of this training and subsequent decisions by
service leads to embed the CTM approaches within the enablement team led to
discussions about sustainability and roll out challenges of the training to a wider
workforce. As a result, LLT was commissioned to re-format the CTM training for
delivery by Key Trainers (KT) i.e. a train-the-trainer format for the senior DSW’s to
disseminate/deliver the training to the workforce.

2. CTM Key Trainer (train the trainer) Format Changes

LLT delivered training to 45 senior DSW in two training sets of two days; 6" & 7"
Dec 2016, and 12" & 13" January 2017. The new training format was designed to
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support sustainability for Key Trainers to better provide timely training for new staff
and existing staff within the enablement service and provide clearer structure/ criteria
to monitor maintenance of standards of the CTM approaches after the training.
Informed by the lessons learnt from the previous training and following considerable
dialogue and detailed discussion with service leads, LLT made a series of
amendments to the training timetable and resources to support the train-the trainer
approach;

i) Summative assessment replaced with formative/on course skills check;
* The skills check document was redesigned to better suit the needs for on-
going support and monitoring in the workplace/during supervision visits
* More detailed self-evaluation element to support staff action planning after
the training and as a result of the training
» Streamlined skills check criteria for ease of use on course for the KT
i) CTM Handbook and Movement Sheet Edits;
* Input from two additional expert authors from occupational therapy and
physiotherapy
* The 12 CTM movements reformatted into two sets of 6 movements; level 1
and level 2 allowing the service to decide their focus
* CTM Movement sheets simplified to focus on key instructions and prompts
iii) More practical rehearsal time of movements during the training days
iv) Edits to the training timetable and powerpoint presentations;
* Simplify content and focus on key messages

3. Training Experiences and Learner/DSW Feedback

The majority of staff attending the key training had previously attending the original
CTM training in 2016, so for many this was the second time the information had
been presented and helped to further embed understanding of the CTM approaches.
Many reported that they had already started to adopt the CTM approaches (more
evident in some than others). The outcome of this key trainer training was for senior
DSW to be able to deliver the CTM training to their teams as part of their role as a
senior DSW (all resources and delivery plans to be provided by LLT). Essential for
any person delivering training is the confidence to speak to a group of people and
disseminate information with conviction and clarity. On day one of the first training
set it was evident that this was not the case for many of the learners. As a result LLT
tutors made some changes to tasks and adopted some different learning strategies

to support confidence building amongst the group. By the middle of day two there
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were significant improvements in willingness and confidence to impart information to
a group of people. LLT made specific observations of the group members in order to
seek input from everyone. By the end of day two this was achieved. From
experiences during training and from feedback of previous courses all DSW agreed
and didn't dispute that the CTM approaches (if adopted by everyone!) would be
positive and beneficial for service user, service and DSW. This agreement sought
and addressed on day one of training provided a critical ‘springboard’ to the success
of the training. However, of equally importance was to discuss the barriers. At the
end of day one the DSW were asked to anonymously write down their perceived
barriers to implementing the CTM approaches. They were specifically asked to do
this without discussion with their peers. For LLT tutors this provided valuable insight
as to training needs/tasks to be set for day two but most important is the service
have awareness of these perceived barriers which have potential to influence
behaviours in the future and in the roll out of the training.

3.1 Key Barriers to Implementing the CTM Approaches, as identified by the
DSW

*  Family deliver the same service

* Time * Lack of motivation

* Changing mind sets * lliness, not feeling well

* Educating the DSW * Lacking confidence

* Individual attitude * Dementia

* Mood * Embarrassment

* Family expectations/may be » Service user not cooperating
hesitant * Individual may not want to

* Medical profession blaming age improve

*  Workload » All staff members need to be on

* No feedback board

» Staff attitudes/service user » Staff/service user don't believe
attitudes or cant be bothered

* Different agencies » Staff working nights

* Tired — want to go to bed » Extra monitoring for seniors

» Staff — need to come together to

Commonly perceived barriers

There were some common themes running through responses. Many repeatedly

Registered Office: Later Life Training Ltd, 1t Floor, 24/25 New Bond Street, Mayfair, London W1S 2RR, UK 3
Incorporated in England Company No0.4654648 Private Limited Company.
VAT Reg. No: 809 7535 02






Trading and Correspondence Address

I
a te r L I fe Later Life Training Ltd
I E— Silver Cottage
ra I n I n g & Main Str_egt
Killin
Perthshire
http://www.laterlifetraining.co.uk FK21 8UT
Tel : 01838 300 310
e-mail: info@laterlifetraining.co.uk|

noted the negative influence of family members and other service professionals
(social workers, nurses) of time concerns, and suggestion that staff will not be
motivated. On day two of the training these barriers were tackled through a series
discussions embedded within group tasks and role play situations. In general the
responses to these barriers were addressed by LLT as follows;

Family members:

DSW described that the messages/information imparted from hospital settings and
social workers quite often resulted in misinterpretation of the role of the enablement
service then described to the family i.e. what it does and doesn't do. The senior DSW
undertaking the personal development service plan with the service user is the
person best placed to prepare the service user and the family about what to expect
from the service, and what to expect from each visit by a DSW. The CTM training
includes an explicit approach to a service user visit; the assessor has opportunity to
discuss this with service user and family. This further supports the DSW to
understand that this approach is expected and is the agreed approach of the service.

Time:

The CTM approaches should not take any more time than a usual visit. There are no
additional or extra tasks associated with CTM. The most time consuming element is
in allowing the service user to perform more tasks themselves. As an enablement
service this is the aim/sole objective. During the CTM training a series of movement
prompts and cues are learnt. These provide the DSW with correct messages to
reinforce during usual movement. It is the role of the assessor to identify which
prompts are most appropriate to start with. This may be one or two at the beginning
of the service but then progressed and communicated to the team over time. One or
two correct prompts during usual movement is not more time consuming, this was
agreed by the group. As an all-encompassing observation of why DSW perceive that
the CTM approaches will take more is because they lack the communication skills to
engage in a targeted succinct conversation about the visit aims and focus. Evidence
from day one tasks identifies that talking points during a visit ranged from; how did
you sleep/what did you eat/how do you feel/the weather/the news? etc. but with no
consistent approach to purposeful conversation about movement and specific
progress being made during visits. CTM ‘asks’ the DSW to change their topic of
conversation and to have different conversations with their service users in order to
remain focussed on identifying progress, and reporting progress.

lliness:
During the training the DSW asked how to implement CTM if a service user feels
Registered Office: Later Life Training Ltd, 1t Floor, 24/25 New Bond Street, Mayfair, London W1S 2RR, UK 4
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unwell, oris ill. CTM is a series of approaches that can be reinforced to a greater or
lesser degree i.e. number of prompts, extent of conversation and questions about
purposeful movement. DSW still continue with the visit if service user is unwell
therefor the principles of CTM remain but to a lesser degree. If the service user is
constantly unwell and reluctant to stand and mobilise to perform any tasks there is a
case to suggest that they are not sufficiently well to engage in an enablement service
and do infact need a different type of care package.

Staff not motivated (to adopt CTM approaches):
A continuing theme of discussion throughout the training was the importance of

‘everyone’ adopting the approaches and the suggestion that this may not be the
case. Motivation is a key theme of the CTM training. Behaviour change theory is
tackled on the morning of day one and continues throughout the day providing a
foundation of knowledge for the DSW to have purposeful discussion with their
service users about movement and their attitudes and motivations to move more.
Ironically this understanding of more effective ways of communicating/having a
discussion is directly related and applies to the way DSW communicate with peers
and supervisors. This issue of staff motivation/unwillingness to adopt the CTM
approaches was expressed across both training sets and addressed by LLT tutors
by way of a workshop task designed to identify the roles, responsibilities and skills of
a Key Trainer. LLT tutors facilitated this task, their aim being to keep the discussions
on track and to write down the thoughts of the group. It was stressed that there were
no right or wrong answers; the list was purely their thoughts. Appendix C details the
responses from this task and draws the conclusion that the CTM KT has a role to
educate and responsibility to support their teams in applying and embedding these
approaches in their daily work. As seniors they require/have skills to do this. Staff
motivation and implementation of the CTM approaches is a key role for them to
continue to promote and monitor.

When more than one agency are involved in a package of care there are continuity
issues/they haven’'t undergone the CTM training. This issue posed interesting
discussion that resulted in posing a simple question back to the DSW; ‘is there any
reason why we shouldn't continue to do what we do (adopt these approaches and
have these discussions) just because another agency isn’t? CTM is a series of
approaches, different ways of communicating with a clear message driving every
visit. The message is that of recovery and regaining prior levels of function and
independence so why wouldn't we adopt approaches to reinforce this at every
opportunity? As a theme for on going discussions, these are the questions we
perhaps should come back to at every opportunity. Regardless of the barriers,
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regardless as to whether the service user chooses to engage or not, the DSW has a
clear job to undertake with clear process and strategies to focus on to a lesser or
greater degree and dependent on the service user, but is there a reason, a case to
resort to ‘old ways’ of communicating, without focus, without process to support a
team approach. When posed with the question there is a resounding ‘no’ from all
DSW in the room.

4. Skills Check Outcomes

In meeting the needs of the enablement service the original summative assessments
undertaken by expert LLT assessors was replaced with a ‘Skills Checklist’. This
checklist serves as a series of set criteria to be observed on course by the CTM KT
and details the skills required to undertake a structured visit applying the CTM
approaches. The checklist is designed to be easily used during workshops and for
the CTM KT to sign off criteria at any point during the training. Most importantly the
checklist follows the learner into the workplace as an on-going monitoring document
for supervision visits and provides a mean to identify where further support is
required.

5. Next Steps

* Enablement service leads to plan role out of training and liaise with LLT for
quality assurance visits (x3 included in training package)

* Enablement service leads to collect second round of AFRIS questionnaires

* LLT to provide powerpoint presentation set with scripts and scheme of work
for use by Key Trainers

e LLT to provide passwords for e-learning portal where resources can be
downloaded for print. As per original agreement, LLT to be informed of all
training dates and number of resource packs to be printed

Registered Office: Later Life Training Ltd, 1t Floor, 24/25 New Bond Street, Mayfair, London W1S 2RR, UK 6
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APPENDICES

A. DSW Self Evaluation (extracts)

B. AFRIS Outcomes (measuring attitudes of the workforce)
C. Roles, Responsibilities and Skills of the CTM Key Trainer
D. Skills Checklist

Appendix A

CTM Key Trainer Learner Self Evaluation (selected extracts that generally reflect
the group as a whole).

State three pieces of feedback received during practical workshops;

‘Don’t forgot the reasons for movements’

‘Leave the s/u with a task after the visit’

‘Slow down while speaking’

‘Explained movements well’

‘That they felt informed at all times what they were doing’

| communicated well but have to give feedback to the s/u

Not to talk when moving — stop/pause

Don’t mention the F word (fall)

Don't talk when walking

I did say ‘if you can manage to do this’, this is negative before we had started

Describe the things you feel you could improve your application of the
approaches;

More practice

Reading the booklet

Build confidence

I would want to be more practiced with the wording to enable me to deliver the
programme thoroughly

I could improve my knowledge of CTM approaches

Continue to grow in confidence, don’t rush

Building knowledge

Spending time practising & gaining experience

Have better knowledge of what | am teaching

Describe any concerns you have about implementing the CTM approaches;

S/u might not comply with CTM approaches
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* To work on giving positive and timely feedback

» [ feel that it may be difficult with a s/u who doesn’t wish to work with you

* That | would be asking the service user to do more than their capabilities
allow/know their boundaries

* S/ can be reluctant with influence from family/medical conditions

» All staff will need CTM training, I'm looking forward to the implementation, |
feel This will support better outcomes

* S/u stuck in their ways

* Lack of experience in doing it personally (the approaches)

* Not having the time to follow through to get feedback

* Night service (long term)

* They may not listen

Concerns to deliver Key Training;

* To gain confidence in presenting the training

* Knowledge of what I’'m delivering

* To build confidence to speak with positive attitude to a group of others

* | just want more practice and preparation/read the handbook

* Time to plan and present training

* | don’t feel confident to present the training more planning and confidence
needed

* Not enough time to prepare

* To be able to make the whole team to use the same prompts & wording

» Lack of confidence

Appendix B
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Measuring the attitudes of DSW implementing ‘Care to Move’ approaches with
service users (AFRIS modified Questionnaire)

Course Location: CTM KT Ty Dyffryn, Ammanford Date: 6 & 7" Dec 2016

L Applying the ‘Care to Move’ approaches would increase the effectiveness of service user outcomes compared to my
current practice:

Disagree = Disagree = Disagree = Neither agree = Agree =Agree =8 Agree =11
strongly slightly  nor disagree slightly strongly

L The ‘Care to Move’ training/approach has increased my feelings of confidence in providing correct and motivational
messages about moving:

Disagree = Disagree = Disagree = Neither agree = Agree =Agree =12 Agree =7
strongly slightly  nor disagree slightly strongly
i Service users would agree that the ‘Care to Move’ approaches would be beneficial to maintaining functional movement

Disagree = Disagree = Disagree = Neither agree =3 Agree =5 Agree =9 Agree =2
strongly slightly nor disagree slightly strongly

i If | wanted to, it would be easy for me to try to apply the ‘Care to Move’ approaches:

Disagree = Disagree = Disagree = Neither agree =1 Agree =1 Agree =12 Agree =5
strongly slightly nor disagree slightly strongly

i I am the kind of person who could apply the ‘Care to Move’ approaches to support and encourage service users to
move more:

Disagree = Disagree = Disagree= Neither agree = Agree =1 Agree =9 Agree =9
strongly slightly nor disagree slightly strongly

@ | intend to apply the ‘Care to Move’ approaches:

Disagree = Disagree = Disagree = Neither agree = Agree =Agree =8 Agree =11
strongly slightly  nor disagree slightly strongly
Outcomes:

Total number respondents = 19/19

Course Location: CTM KT Ty Dyffryn, Ammanford. Date: 12" & 13" January 2017

Registered Office: Later Life Training Ltd, 1t Floor, 24/25 New Bond Street, Mayfair, London W1S 2RR, UK 9
Incorporated in England Company No0.4654648 Private Limited Company.
VAT Reg. No: 809 7535 02






Trading and Correspondence Address

I
a te r L I fe Later Life Training Ltd
I E— Silver Cottage
ra I n I n g & Main Str_egt
Killin
Perthshire
http://www.laterlifetraining.co.uk FK21 8UT
Tel : 01838 300 310
e-mail: info@laterlifetraining.co.uk|

L Applying the ‘Care to Move’ approaches would increase the effectiveness of service user outcomes compared to my
current practice:

Disagree = Disagree = Disagree = Neither agree = Agree = Agree =8 Agree =14
strongly slightly nor disagree slightly strongly

L The ‘Care to Move’ training/approach has increased my feelings of confidence in providing correct and motivational
messages about moving:

Disagree = Disagree = Disagree = Neither agree = Agree =  Agree =10 Agree =12
strongly slightly nor disagree slightly strongly
i Service users would agree that the ‘Care to Move’ approaches would be beneficial to maintaining functional movement

Disagree = Disagree = Disagree = Neither agree = Agree =2 Agree=15 Agree=5
strongly slightly nor disagree slightly strongly

i If | wanted to, it would be easy for me to try to apply the ‘Care to Move’ approaches:

Disagree = Disagree = Disagree = Neither agree =1 Agree=3 Agree=7 Agree=11
strongly slightly nor disagree slightly strongly

i I am the kind of person who could apply the ‘Care to Move’ approaches to support and encourage service users to
move more:

Disagree = Disagree = Disagree= Neither agree = Agree = Agree =7 Agree =15
strongly slightly nor disagree slightly strongly

@ | intend to apply the ‘Care to Move’ approaches:

Disagree = Disagree = Disagree = Neither agree = Agree = Agree =7 Agree =15
strongly slightly nor disagree slightly strongly
Outcomes:

Total number respondents = 22/22

Please tell us any other thoughts or feelings you have about applying the CTM
approaches;

‘Not to mention the E word’, ‘it gives me more confidence ‘in taking the CTM training’

‘I feel more positive to apply the CTM approaches’

‘Hopefully all client and staff will see the benefit of the CTM ethos’
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‘Feeling a little anxious about delivery of the course however | feel its essential to the

service users to gain confidence and power to move’

‘Tall strong confident’

‘I found the training very informative & enjoyable’

‘I have really enjoyed the CTM course. Once this has been delivered in our workplace so
that all staff are working together with it, | think CTM will benefit so many service users by
making small changes, one step at a time. This will make a big difference to e.g.
confidence, motivation, increased mobility, and independence. Thank you

‘I found the course really interesting and look forward to using the CTM trg in my workplace’
‘Enjoyable course, really good well delivered and a lot of knowledge gained and looking
forward to put into practice’

‘CTM is a team approach which will only reach its full potential if all team members apply it’

Points of note from the AFRIS results;

Questions 3 and 4 show least agreement. These questions relate to and echo concerns on
course that the CTM will not always be received well by the services user and also relates
to the confidence of the DSW to adopt these approaches. Managing expectation of the
service user in understanding ‘what to expect’ from a DSW enablement visit is a critical
element of establishing service aims and approaches and is one of the six motivational
strategies talked about on course; ‘getting off to a good start’. The initial assessment
process and questions asked during assessment (about personal goals and input of the

DSW) are critical to setting the DSW up for success with the CTM approaches.
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Roles, Responsibilities and Skills of a Senior DSW CTM Key Trainer

(as identified by the DSW)

Role

Responsibilities

Skills

Leader/lead by example | Communicate to Effective communicator; listen,
team/provide feedback | empower, respond to learners,
provide feedback
Teacher/disseminate Remain true to the Deliver training with confidence
knowledge training

Monitor working practice

standards/standardisation

Deliver (accurate)
training/check learning

has taken place

Knowledge e.g. of practical

demo’s, observation skills

Encourage & support Positive attitude Support/problem solving
staff
Role model Explain benefits, Organisation and planning

correct

messages/plant seeds

‘Live it breath it!’
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Appendix D

CTM Skills Checklist

‘Care to Move Motivators’ are given verbal feedback throughout the training. This
checklist is to ensure CTM Motivators are clear about the expectation of proficient
skills to be evidenced and observed by the assessor/Key Trainer during the training.
Monitoring and support will be on-going in the work place.

There are THREE outcomes to be evidenced during the training
1. Planning skills

2. Practical/movements/communication skills

3. Self evaluation (reflection on practice)

1. Planning for a success

1.1 The learner is required to list the H&S considerations prior to, during and after a
visit/interaction with service user/person. Where applicable state the of name
service/project documents and processes that exist pertaining to Health and Safety
(include emergency action plans);

Planning considerations/documents prior to visit/interaction

Planning considerations/documents during the visit/interaction

Planning considerations/documents after the visit/interaction
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1.2 The learner is required to produce a full written skills plan for all movements

covered in CTM training (use the template provided attached)

2. Practical movement and communication skills of the CTM approaches

2.1 Name (correctly) the movements practically rehearsed and discussed during
your CTM training (all of these to be included in your written skills plan)

2.2 Formative Assessment/Skills Checklist: ‘on course’ observations

This checklist outlines the skills (verbalised and demonstrated) to be evidenced
during practical workshops

No. | Skills Description *Y/N
2.2.1 * The learner performed movements correctly
222 * The learner stated the purpose of the movements and in

relation to goals/ADLs

2.2.3 | The learner evidenced/carried out the standardised elements of
the CTM ‘welcome’

* Pre-visit checks/health status today

* Previous visit/progress, achievements

* ‘Ready to move/more/prepare to move prompts’ __

2.2.4 | The learner evidenced ‘having a purposeful conversation’ with
movement tasks as the focus of discussion during the visit;
* Explained sought agreement on tasks to be achieved today
* Used timely prompts before/set up and during
* Provided timely prompts for safe transitions N

2.2.5 | The learner evidenced communication skills in ending the visit;
» Specific/targeted praise and reinforcement

* Sought service user/resident thoughts

* Things to do before next visit/planting seeds for thought -

*Key Trainer’s to initial criteria/skills once observed to satisfactory standard.

Learner SIgNatUIe; . ...
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3. Learner Self-Evaluation

From the practical workshops with your peers and Key Trainer/tutor, list THREE
pieces of specific feedback you received today:

3.1. Describe the things you feel you could improve your application of the CTM
approaches?

3.2 Describe any concerns you have about implementing the CTM approaches:

Comments from Assessor/Key Trainer:

END OF REPORT.
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Care Provider Questionnaire Analysis

In October 2016, a questionnaire was carried out with the pilot care provider for the Releasing Time to Care project. This was done to gain an understanding of carer perception of single handed care following the initial project launch. The questionnaire sought to establish:

· Carer confidence with equipment used in moving and handling

· Carer perceptions of the benefits and drawbacks of single handed care

· What support carers require in order to carry out single handed care.

33 responses were received and the results presented a generally positive picture. 

Carer confidence levels in equipment was typically very high, with 31 – 33 respondents ‘confident’ or ‘very confident’ in use of all equipment with the exception of the satin sheet bed management system (16 ‘confident’ or ‘very confident’); and 4 way glide bed management system (13 ‘confident’ or ‘very confident’). 

Respondents were able to identify a number of benefits of single handed care, predominantly citing better relationship with carer (15 respondents) and better meeting the client’s needs (4), but also highlighting that the benefits will depend on the nature of the client’s needs or situation (5). 

Perceived drawbacks included client confidence levels (10), safety (4) and fluctuating client needs (3). These perceptions may indicate areas for improved understanding of the RTTC project, and carer and client groups may both benefit from communication on the aims of the project and the way in which it is being carried out. 

The main identified support requirement was training, which is a positive response showing a willingness to engage with the project. It is apparent that carers are concerned about the amount of time they are given to attend care calls, with 7 respondents raising call times as an issue. 

An overarching theme was the importance of ensuring that the client is safe, comfortable and happy with the care being provided. These factors are evidently important to the carer group, and the results broadly indicate a carer group who prioritise the interests of their clients and wish to see their clients comfortable and confident in the care being provided. However the results may also show concerns around the way in which care is prescribed (ie, highlighting time given to care calls) and limits to carer confidence in provision of single handed care. While 10 respondents flagged up impact on client confidence levels, it is worth considering that a move to single handed care may have more impact on carers’ own confidence levels but it could be easier for respondents to cite concerns for their clients rather than themselves. 

The language used throughout the comments is risk averse (‘safe’, ‘comfortable’ etc) rather than enabling (‘independent’, ‘able’ etc) and it will be of interest to observe whether carer language changes to a more enabling rhetoric following training and embedding of practice.






Detailed results: 

The chart below shows carer confidence levels with each piece of equipment.





Carer confidence levels with equipment at pilot provider agency



Very confident	Slide sheets	Satin sheet bed management system	4 way glide bed management system	General purpose slings	Toileting slings	T-pole / rota stand	Arjo Sara Stedy	Stand Aid Hoist	Mobile hoist	Tracking Hoist	27	9	8	27	27	28	28	30	28	28	Confident	Slide sheets	Satin sheet bed management system	4 way glide bed management system	General purpose slings	Toileting slings	T-pole / rota stand	Arjo Sara Stedy	Stand Aid Hoist	Mobile hoist	Tracking Hoist	6	7	5	4	5	4	4	3	4	4	Neither confident nor unconfident	Slide sheets	Satin sheet bed management system	4 way glide bed management system	General purpose slings	Toileting slings	T-pole / rota stand	Arjo Sara Stedy	Stand Aid Hoist	Mobile hoist	Tracking Hoist	0	0	1	0	0	0	1	0	0	0	Unconfident	Slide sheets	Satin sheet bed management system	4 way glide bed management system	General purpose slings	Toileting slings	T-pole / rota stand	Arjo Sara Stedy	Stand Aid Hoist	Mobile hoist	Tracking Hoist	0	0	0	0	0	0	0	0	0	0	Very unconfident	Slide sheets	Satin sheet bed management system	4 way glide bed management system	General purpose slings	Toileting slings	T-pole / rota stand	Arjo Sara Stedy	Stand Aid Hoist	Mobile hoist	Tracking Hoist	0	0	0	0	0	0	0	0	0	0	Never used equipment	Slide sheets	Satin sheet bed management system	4 way glide bed management system	General purpose slings	Toileting slings	T-pole / rota stand	Arjo Sara Stedy	Stand Aid Hoist	Mobile hoist	Tracking Hoist	0	15	16	0	1	1	0	0	1	1	No response	Slide sheets	Satin sheet bed management system	4 way glide bed management system	General purpose slings	Toileting slings	T-pole / rota stand	Arjo Sara Stedy	Stand Aid Hoist	Mobile hoist	Tracking Hoist	0	2	3	2	0	0	0	0	0	0	
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Intermediate Care Case Study



		COMPLETED BY AND FOR WHICH SERVICE:

		Sian Jenkins (Occupational Therapist) to support Releasing Time To Care project



		1. ABOUT THE PERSON

		Help Notes



		Client A, age 83, lives alone in a semidetached house. Client A is the last remaining child of 8 and his partner passed away some years ago. He has many nieces and nephews whom remain in contact with him although the closest niece lives approx. 25 miles away and is unable to support with day to day activities such as shopping, cooking, etc. Client A has Spinal Cord Compression; Chronic Spondylitis (curvature of spine) and Osteoarthritis and is therefore unable to mobilize. Client A’s last hospital admission was in March 2015 and he has been remained in good health since his discharge. He is therefore dependent on an Arjo Sara Stedy, hospital bed and wheeled commode/ shower chair to support with all of his transfers and the assistance of others to manage all of his personal care needs.

		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the  service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life





		Client A was identified as being appropriate for an assessment through the Releasing Time To Care project by his care agency following a discussion around the project and its aims. Client A was receiving a package of care which consisted of 2 carers visiting 4 times a day. Client A’s care calls were observed on 26th August 2016 and I noted that one carer was seeing to Client A’s transfer and personal care needs whilst the other was seeing to the meal preparation and general household chores, e.g. making the bed, etc.

		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		Following my assessment I discussed with the care agency the outcome of my assessment and my recommendations that Client A could be safely and effectively supported by a single carer. Education around the safety of using the Arjo Stedy as a single carer was given with evidence supported by a Moving and Handling risk assessment, the manufacturer’s instructions for use and my observations at Client A’s care calls. Initially, both the carers and Client A were anxious about providing the care as a single carer and a plan was made to withdraw the second carer in stages over a week period starting with the ‘easier’ calls in the middle of the day and then with the calls in the morning and the evening. The care agency kept information on the time that the care calls were taking in order to monitor whether an increase in the time allocated at any of these calls would be needed. The care agency identified that the only call which required an increase was the call on a Saturday morning when Client A had a shower and an increase of 15 minutes to this care call was provided.

		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?





		Client A’s care calls have been managed and maintained with a single carer since the 6th of September 2016. Client A is happy with his care provision. He has not experienced an adverse impact on the care he received since the second carer was withdrawn from his care package. 

From a service perspective the outcomes are as follows:

COST OF EQUIPMENT:  no additional equipment was required to support Client A as the equipment that he already had in situ was able to support his needs and that of a single carer.

TRAINING: No training needed as carers are already familiar with using the Arjo Sara Stedy to transfer clients. However, educating the care agency and the carers around the fact that the Arjo Stedy was safe to use as a single carer was provided and supported by the manufacturer’s instructions for use.

[bookmark: _GoBack]CARE HOURS RELEASED:  15.75 care hours per week (819 hours annually) have been released, which can be used to support other service users.

		



		5.  QUOTES/FEEDBACK

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?





		Client A reported that he remains happy with the provision of one carer to support his needs and stated that he feels ‘no need for a second carer. I think that that carer is better off freed up to help someone else.’
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[bookmark: _GoBack]Active and Connected Communities - Case study 



This template is designed to encourage reflection on how an older person or volunteer has benefitted through engagement with the Community Connectors.



		1. ABOUT THE PERSON

		Help Notes



1. What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  















2. Describe how the person came to be involved with the service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life









3.  Describe what action the Community Connector took.

















4. What was the outcome for the service user?  What difference did the interventions make?

























5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?





		PW is 69. He has been left with pronounced verbal and physical tics after a recent medical treatment. It is still being investigated at the hospital, and is a source of considerable stress for PW. He reports it has affected his mental health substantially, resulting in a considerable drop in his confidence. He had stopped doing many of the things he used to do before, leaving him socially isolated with no family in the area. Currently he attends Mind on a daily basis, but feels he is ready to move away from focusing on his mental health problems. 



		



		2. WHAT WAS THE SITUATION

		



		He rang the contact centre requesting assistance, looking for a day centre, but it was thought this might not be the best option for him, so the referral  was made to CCs



		



		3. WHAT DID YOU DO TO MAKE A DIFFERENCE?

		



		

PW presented as having a lot to offer and many capabilities, despite the stress he was under. He also drives. I suggested volunteering at the Sunderland Trust making use of his library/archiving background. We also discussed Pembroke Dock Men’s Shed, befriending organisations and local luncheon clubs. We decided to start off contacting the Sunderland Project, as it was the most appealing to PW



		



		4. WHAT OUTCOMES WERE ACHIEVED?

		



		

We met the manager of the Sunderland Project at the museum, who showed PW round. There were several opportunities that would make use of PW’s skills and experience. He completed an application form and is currently awaiting a start date. Once he knows how many days he will volunteer at the museum (up to 5 short days a week), we can then discuss what other options PW might like to pursue















		



		5.  QUOTES/FEEDBACK

		



		PW reported to be very pleased with the outcome, and that it wasn’t at all what he imagined would follow his phone call



The museum manager reported being short of volunteers, particularly in the archiving department. This shortfall could also  have a knock on effect on some of his funding streams, so he too would benefit from the contact



		



		6. ANY OTHER USEFUL INFORMATION
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PIVOT Mar 17 Case study Mrs A.doc
PIVOT - Case study 

		1. ABOUT THE PERSON

		



		Mrs A is 82 and married, 30 years ago she suffered a stroke which has left her speech impaired and with little use of her left arm although she is mobile and able to manage a few household tasks. Her husband was recently in hospital and Mrs A found it difficult to cope when she was left at home alone. They have a few close friends and all their family live over 100 miles away.




		



		2. WHAT WAS THE SITUATION

		



		On discharge from hospital Mrs A and her husband were referred to the PIVOT scheme to aid and support their return to the family home and make sure they had all the support they required. 

Her husband could not drive due to health issues, also he was not as mobile as he was previously, and thus they required help to get their weekly shopping.


As their house was disabled friendly but had not been checked or updated for over 5 years and their health had deteriorated. A very proud couple who had always managed well on their own, it took listening and giving them the choice to accept small changes before they were happy to work towards receiving help and guidance from other agencies.




		



		3. WHAT DID PIVOT DO TO MAKE A DIFFERENCE?

		



		PIVOT worked closely with Mr and Mrs A.  Weekly visits to do their main food shop were arranged. Occupational Therapist referral was made so they could assess to see where they could help.

The home safety check referral was made to Care and Repair in order for their home to be thoroughly checked also a fire safety check was booked with the Fire Service.

A DWP referral was made for a welfare benefit check, to ensure that income was correct for their health and welfare needs.


A referral to the local authority was made to see if further help and support in the home could be gained for Mrs A. She can be a little tearful and due to her previous stroke cannot talk on the phone her so her contact with the outside world is somewhat restricted, but she did not want to attend stroke clubs or social activities – the information was given to her to consider if she happened to changed her mind in the future.


Wiltshire Farm Foods brochure was given, providing them with the choice to organise and choose meals in the future.




		



		4. WHAT OUTCOMES WERE ACHIEVED?

		



		The OT’s have been to the property and helped with new frames and bathroom equipment.

Care and Repair have completed a home safety check which resulted in grab rails and a rail outside near steep steps. The fire service have checked all fire alarms and replace batteries where needed. 


Mrs A benefit check was completed and it appears that her benefits were all in order.


PIVOT is helping with the weekly shop at the moment, but Mrs A’s husband has recovered well and is hoping to be driving in the near future.


Thus far they have made 2 orders with Wiltshire Farmfoods.


The local authority has sent out a booklet informing Mrs A of all help groups within the county.



		



		5.  QUOTES/FEEDBACK

		



		Mrs A says ‘when I know you’re coming it makes me smile, thank you’.
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PIVOT Mar 17 Case study Mrs G.doc
PIVOT - Case study March 2017

		1. ABOUT THE PERSON

		



		Mrs G is 70 years old and lives with her dog in a small bungalow. She has a large family but they don’t live locally and her husband, who she lived with, died several weeks ago. She has always been a very independent lady and up until his death, she was a full time carer for her husband.



		



		2. WHAT WAS THE SITUATION

		



		Mrs G was referred to our service through the local surgery’s nurse practitioner who was concerned about Mrs G’s wellbeing since the loss of her husband. She felt that, despite medical intervention, the current issues where related to the social aspect of her life. She explained that Mrs G was becoming reclusive, not eating, had lower income due to the cancellation of her Carer’s Allowance and sleeping in her chair in the living room rather than her bed. She struggled to get into town due to the increasing cost of taxi’s and was becoming extremely emotional in regards to the belongings of her husband which she wanted to donate to a ‘good cause’ but didn’t know who to contact. 



		



		3. WHAT DID PIVOT DO TO MAKE A DIFFERENCE?

		



		I arranged a home visit with Mrs G and carried out an assessment of need and agreed a support plan. Mrs G’s top priorities were to donate her late husband’s belongings as she felt that’s what he would have wanted and she felt it was causing her too much emotional distress. She also wanted to have a benefits assessment to see if she could increase her income and arrange a home safety check as she wanted to start sleeping in her bed again as she told me she has slept in the chair for many years – feeling she didn’t want to ask for help previously. 

Following the visit I made referrals to the DWP, Care and Repair, Pembrokeshire County Council and the Local Red Cross Shop.



		



		4. WHAT OUTCOMES WERE ACHIEVED?

		



		After 6 weeks of regular support with Mrs G, she is now claiming Attendance Allowance and has had her claim back dated. This has allowed Mrs G to be more in control and less dependent financially. She has also been granted a mobility scooter and had a ramp installed onto her bungalow, therefore giving her more opportunity and independence to access appointments and helps her to interact in community events, and in turn, reducing the risk of social exclusion. 


She now has a Piper Lifeline installed, which lowered her concern of living alone and being unable to contact help if needed.

The local British Red Cross shop staff also visited Mrs G and arranged to collect and transport all the items Mrs G was waiting to donate. After speaking to Mrs G following this she told me how relieved she had felt to finally achieve her goal of donating her husband’s belongings to a local charity.


Mrs G is also awaiting home adaptions to be carried out through the Care and Repair service as she is looking forward to having a rail installed so she can finally sleep in her own bed. 


Finally, during the last week of support I signposted Mrs G to the Sspot Dog walking service and the Cinnamon Trust –she had stated a concern for her dogs welfare if anything were to happen to herself. She is going to arrange an agreement with the trust to ensure a safe home for her pet if she is no longer able to care for her dog. Mrs G said she felt much more content knowing her dog was going to be looked after in the event of health concerns.



		



		5.  QUOTES/FEEDBACK

		



		Mrs G said that PIVOT were lifesaving. They were there when she had no one to turn to and she was eternally grateful for all the support and help she received, she said nothing was too much for them and they were always willing to help no matter the problem. 



		






image16.emf
PIVOT Mar 17 Case  study Mrs S.doc


PIVOT Mar 17 Case study Mrs S.doc
PIVOT - Case study March 2017

		1. ABOUT THE PERSON

		



		Mrs S was referred to PIVOT by the joint discharge team. She lives alone and is very isolated. She does not have any family or friends to support her as her family all live out of the County and she has no friends who live locally. She is in a lot of pain.



		



		2. WHAT WAS THE SITUATION. 

		



		I contacted Mrs S twice before she accepted a visit from PIVOT. She said that the pain she was in caused her to forget about everything else, she could not focus on anything. 



		



		3. WHAT DID PIVOT DO TO MAKE A DIFFERENCE?

		



		I arranged to visit Mrs S in the morning.  When I arrived she broke down saying she could not cope with the pain she was in, but did not want to bother anyone.  She was struggling to get out of bed in the mornings.  She could not dress and wash herself. She was  finding it difficult to get up and down the stairs, and was afraid of falling.

With Mrs S permission, I rang her Doctor to request a home visit.  I also contacted the Occupational Therapist  dept. at Withybush to request an assessment and ask for some support. I referred Mrs S to Care and Repair for a home safety check. 



		



		4. WHAT OUTCOMES WERE ACHIEVED?

		



		An occupational therapist and physiotherapist arranged an urgent visit to assess the lady’s needs. She now has two care calls a day, to assist her with dressing and making sure she takes her medicine.  Also the doctor has called to prescribe her with some pain killers.  

Care and repair called out to complete a safety check and arranged to have grab rails and shower seat installed and also placed rails on either side of the staircase.  



		



		5.  QUOTES/FEEDBACK

		



		Mrs S said she could not have coped with trying to organise all these things.  She feels that she can cope now knowing that there is help in place.

She said that without PIVOT help and support she would have ended up back in Hospital.
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case_study_Mr_X_April_2017[1].doc
		Carefirst E Number:

		NHS Number:

		Charity Log No:





Intermediate Care Case Study

		COMPLETED BY AND FOR WHICH SERVICE:

		



		1. ABOUT THE PERSON

		Help Notes



		Mr X is an 85 year old gentleman, who lives alone.  He has a supportive partner who lives locally, who visits on a regular basis as well as a close relationship with his sister and brother who also live locally. Mr X is a very independent gentleman who manages most aspect of daily living. Mr X enjoyed driving his car, walking to the local shops and planning and cooking his evening meals.    



		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the  service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life






		 Mr X tripped on the pavement whilst walking to the local shop to get his newspaper resulting in a left hip fracture. He underwent an operation to repair the fracture and as part of his rehabilitation went to a reablement community support bed before returning to his own home with a reablement care package. 

Mr X arrived at the community support bed with a high “pulpit” frame with limited ability to transfer or walk.  (A pulpit frame gives a higher level of support when walking, but is very large and cumbersome to use). Mr X required the assistance of 2 care workers to assist with all transfers and to walk very short distances. Mr X also required assistance to manage personal care activities. Mr X presented as quite anxious regarding his ability and expressed doubts in respect to returning to his previous level of functional ability. 



		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		Working with Mr X the occupational therapist and physiotherapist were able to create a reablement programme that incorporated opportunities for Mr X to practice all necessary transfers, improve his walking and ability to manage his own personal care.  He progressed from the pulpit frame to a rollator zimmer frame was able to manage most aspects of his personal care activities.

A visit to Mr X’s home was conducted and identified the need for some equipment and aids to support his safe return home. 

		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?






		When  Mr X returned home, he was mobilizing with a rollator frame and was managing all necessary transfers independently. Mr X was pleased with his progress and was ready to return to his own home with confidence.

Mr X was discharged home with a reablement care package of 3 calls daily with one carer for each call. 

A follow up visit was conducted to review how Mr X was managing at home, which confirmed he was doing very well and remained positive regarding his progress and remained confident of the prospect of returning to his previous level of functional ability.

		



		5.  QUOTES/FEEDBACK

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?






		Mr X reported that he was grateful for the opportunity to stay in the reablement unit to give him the time and therapy input to enable him to become more competent with walking, transfers and personal care activities which in turn helped with his self belief that he would manage in his own home. Mr X reported that he feels a sense of achievement and is thankful for the support he received. 
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Hillside Ms A.doc
		Carefirst E Number:

		NHS Number:4988226263

		Charity Log No:





Intermediate Care Case Study

		COMPLETED BY AND FOR WHICH SERVICE:

		



		1. ABOUT THE PERSON

		Help Notes



		Mrs A is 79 years old and divides her time between a remote cottage in Pembrokeshire with her daughter and two year old granddaughter and a residence in London.  She drives regularly between the two homes.  She is usually fit and well and very independent, although had two hip replacements and a knee replacement in the past.

		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the  service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life






		 Mrs A fell in her home, sustaining fractures of her hip and forearm.  She had an operation on her hip and a plaster cast applied to her wrist. Her home in Pembrokeshire is a rambling cottage on multiple levels with narrow staircases to access bedroom, bathroom and kitchen.  Initially she was walking with a pulpit frame due to her wrist fracture and hip operation, this type of frame was impractical for her to use in her home as it is very large and cumbersome to use.  

		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		Mrs A was admitted to a community support reablement bed at Hillside home to enable her to regain her abilities and confidence in walking and other daily activities.  Whilst she was in Hillside the occupational therapist visited Mrs A’s home and provided advice to the patient and her daughter on adapting the home environment i.e. moving her bed to a more appropriate location and providing appropriate aids for home such as toilet frame, rails on stairs and a commode.  Once her plaster cast on her wrist was removed we were able to help her to quickly progress to walking with a rollator frame and then elbow crutches.  Following this the occupational therapist and physiotherapist took Mrs A to her home for a visit to assess her safety and mobility.  As her home environment was unusual, it was difficult to predict the risks involved for Mrs A.  Using the reablement bed helped manage these risks and plan her return home, as the community bed remained available for Mrs A until it was established that she could manage safely in her own environment.  A reablement package was considered, but she didn’t need this as her daughter was willing and able to provide support with meals and she was independent in personal care by the time she returned home.

		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?






		Mrs A gained confidence in mobility and personal care activies in Hillside with the support of the care and rehabilitation team.  By the time she went home, Mrs A was independent with all transfers and walking independently with the appropriate aid.  She was also completing an exercise programme for her wrist and hip independently and regularly walking to further progress her mobility and strength.  The community team followed up Mrs A at home and ensured additional equipment she needed was provided rapidly.

		



		5.  QUOTES/FEEDBACK

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?






		Mrs A expressed her appreciation at the care she had received and stated that she felt that the opportunity to spend time in the community support bed was of great benefit to help her to progress her mobility and gain in confidence following her injuries.
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MAST case study A.doc
		Carefirst E Number:

		NHS Number:

		Charity Log No:





Intermediate Care Case Study

		COMPLETED BY AND FOR WHICH SERVICE:

		



		1. ABOUT THE PERSON

		Help Notes



		A 96 year old female living in an annex on her daughters’ property was initially referred to the community occupational therapist by the duty social worker for an urgent assessment following 4x falls in the past 2 days.  She had been independent with her mobility and all transfers prior to her falls. She had no carer support .




		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the  service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life






		The referral required a rapid response and was discussed and agreed jointly by OT and physio that a physio would do the initial assessment and liaise with OT after the visit.

The GP had already been out to assess the patient prior to the physio visiting. They diagnosed bruised ribs and prescribed regular analgesia for pain.

The patient was in bed on arrival and was very anxious and reluctant to move, her daughter was present. The physio assessed her and advised her daughter on how to assist her mother to transfer in and out of bed safely and how to mobilize and transfer onto the commode using her rollator and close supervision. The physio advised the patient’s daughter to assist her to sit out in a suitable chair for a few hours during the day. The physio provided a static commode for the bedroom.

To help prevent the patient getting a chest infection the patient’s daughter was also advised how to assist and prompt her mother  to do regular deep breathing exercises.The physio informed the patient and her mother that they would liaise with the OT service and arrange a joint visit in the next few days.

A joint visit was carried out by the physio. and OT technician a few days later.  The patient had been mobilizing to the sitting room with her rollator and close supervision from her family; she was sitting in riser recliner armchair on arrival and had been taking regular analgesia.  The physio checked her deep breathing exercises and reminded her of the importance of doing them regularly.  The patient was less anxious and mobilized slowly with regular rests as she was short of breath when exercising.  The OT Technician reviewed the patient’s current function and her ability to carry out daily activities.  Following assessment


· The patient’s son in law was advised where to fit a grab rail next to the toilet.  


· The daughter asked for support every morning to assist her mother with personal care and a direct referral was made to reablement by the OT technician.  


· A perching stool was identified assupporting safety and independence in the bathroom, and provided by the OT Technician.

· It was identified a transit wheelchair would enable the family to take the patient to hospital appointments. OT Technician took measurements of the patient and made a referral to the wheelchair service.

It was agreed for the OT Technician to review the patient the following week and report back to the physio following this visit.

 




		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		The community occupational therapy and physiotherapy service worked closely together to provide a rapid response to this patient, immediate needs were met quickly and follow up visits were undertaken to support patient to remain safely in their own home.


The service provided reduced the risk of the patient getting a chest infection and it also ensured the lady did not stay in bed for a long period of time, and enabled her to maintain her mobility and safe transferring ability.

		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?






		Patient was enabled to remain safely at home, recover promptly and maintain her abilities and confidence with everyday activities within her normal environment.  If the service was not available it is predicted that the patient would have been admitted to an acute ward.



		



		5.  QUOTES/FEEDBACK

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?






		The patients’ daughter expressed her gratitude for our prompt interventions. She felt reassured by the advice on how to assist her mother.
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MAST case study B.doc
		Carefirst E Number:

		NHS Number: 208239

		Charity Log No:





Intermediate Care Case Study

		COMPLETED BY AND FOR WHICH SERVICE:

		



		1. ABOUT THE PERSON

		Help Notes



		71 year old male who lives alone in a ground floor flat. Usually independent with all daily activities. Attends a luncheon club twice a week and has frozen meals other days. Has a taxi to go food shopping. Walks unaided.

Friends visit/help. Patient’s brother and sister in law from away, staying locally at the present time.


PMH includes:

Bipolar disease, arthritic left knee, heart condition, frequent falls and diverticular disease.




		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the  service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life






		Patient fell trying to reach into wardrobe. Lost his balance and fell backwards, hit his head, no loss of consciousness.

CT scan of his head, showed no acute injury.

Noted that patient was quite negative in his demeanor and anxious.




		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		Seen by physiotherapist and occupational therapist from MAST service in emergency unit.

· Assessed patient’s mobility and it was decided he would benefit from a rollator frame. Issued patient with a narrow frame due to patient indicating limited space.

· Issued with a toilet frame to assist getting on and off the toilet as the patient indicated this was becoming more difficult.


· Spoke to patient’s sister in law on the telephone and gathered additional information. She stated that she felt his mood was improving and that it would continue to improve in his home environment compared to being in hospital.  She did not express any concerns if the patient was discharged home today and indicated that they would stay to ensure he was settled back at home before they left.


 Agreed to meet with them when they came in to visit him in the afternoon. They were also in agreement to take the patient home and the equipment issued.

· Rang PIVOT and referred for key safe which would be fitted that evening. They would also expedite a referral for a Piperlifeline.

· Discussed reablement and agreed for referral. Not available for immediate discharge but it was felt this was appropriate to expedite.

· Community OT and PT were requested to visit urgently once the patient had returned home from the emergency unit to review the situation at home.

· Spoke to Social Services and patient given Pembrokeshire County Council Carers booklet with organizations/contact telephone numbers in.

· Issued with food delivery service catalogue


· Established that patient was known to community mental health service, discussed and agreed that patient would contact the service for a review. 


Met with family and patient in the afternoon and all of the above discussed and agreed.



		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?






		The patient was able to be discharged home mobilizing  independently with a RF. 

The risks of him falling were reduced as much as possible and Therapy follow-up requested by Community OT and Physiotherapist.

The discharge freed up a bed on ACDU



		



		5.  QUOTES/FEEDBACK

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?






		Patient and family in full agreement to the discharge. Family very grateful for the intervention given.
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MAST case study D.docx
		COMPLETED BY AND FOR WHICH SERVICE:  MAST



		1. ABOUT THE PERSON  (D026883)



		87 Year old lady, living with her husband in their own bungalow. No local family. Mild dementia. History of hip replacement many years ago, with a repair in 2015 following a fall and re-fracture. Relies on her husband for all domestic tasks and is supervised during personal ADL. Poor memory and difficult historian.



		2. WHAT WAS THE SITUATION



		 Patient came to A&E on G.P advice for x-ray of hip due to 4 day history of hip pain, worse on weight-bearing. Referred to MAST by the A&E doctor who reported no clear fracture on x-ray, for mobility assessment with a frame. MAST OT requested for patient to be prescribed pain relief prior to assessment. On assessment, it was reported that patient normally independently mobile with a stick. Due to evident level of confusion, therapist felt introducing a new walking aid may not be appropriate and was assessed using a walking stick. Transfers were also assessed. A thorough social history was gathered and it transpired that the patient had been experiencing increasing difficulty with chair and toilet transfers and also that because of this she was becoming more and more dependent.



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?



		Advice was provided regarding appropriate chair transfer technique to improve safety. Husband requested advice on appropriate type of new chair that he was due to purchase imminently for use by the patient. A Mowbray toilet frame was issued for husband to take home and fit. He demonstrated a good level of understanding and ability to adjust and fit frame. OT liaised with medical team to ensure appropriate level of pain relief was provided for discharge in order to enable patient to maintain function and comfort. Follow-up telephone call was completed the following day.



		4. WHAT OUTCOMES WERE ACHIEVED?



		Prompt assessment and the ability to provide toilet frame to take home enabled patient to be discharged promptly and effectively. As well as this, advice provided may assist in avoiding unsafe ‘twisting’ transfer technique, which could compromise both safety and her hip joint. Effective pain relief and advice/equipment prevented patient being admitted to hospital and reduced her anxiety at being in unfamiliar environment away from her husband. 



		5.  QUOTES/FEEDBACK



		 “You have been so helpful, we are most grateful. Thank you”
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MAST case study E.docx
		COMPLETED BY AND FOR WHICH SERVICE:  MAST



		1. ABOUT THE PERSON  (D158147)



		87 Year old gentleman, living alone in his own bungalow. He has a brother who helps with shopping locally and a daughter that visits from away when she can. He has carers three times a day to assist with all personal ADL and meals. He also has a private cleaner to assist with domestic tasks.



		2. WHAT WAS THE SITUATION



		Patient came to A&E following a fall at home when mobilizing with his rollator zimmer frame. He remained on the floor for approximately 11 hours. Referred to MAST by the A&E nurse who reported patient was fit for to return home, but requesting a mobility assessment to double check. On assessment, it was evident patient was unsteady on his feet and presented as slightly confused, which was not consistent with the information about patient’s usual function.  Occupational therapist in MAST liaised with medical consultant who agreed to request additional blood test due to long lie prior to admission. The test revealed an abnormal result and patient was treated and monitored on the clinical decision unit for two nights, prior to returning home.



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?



		Due to thorough holistic assessment MAST intervention helped inform best treatment for this patient and he was not discharged home prior to being medically fit. He stayed two nights on ACDU, where he was monitored by the MAST team.  His test results returned to a normal level and he was reassessed by MAST.  His risk of falls was reduced as he was much steadier on his feet than on first assessment.



		4. WHAT OUTCOMES WERE ACHIEVED?



		Patient was discharged home medically fit with a reduced risk of falls.



		5.  QUOTES/FEEDBACK



		  “I feel much better than when I last saw you! Thanks for everything.”
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Case Study

		COMPLETED BY AND FOR WHICH SERVICE:

		Claire Grehan

Care at Home Team



		1. ABOUT THE PERSON

		Help Notes



		70 year old lady, diagnosed with metastatic rectal cancer, in a terminal phase of life.

This lady lived with her husband, who had a mild cognitive impairment.  They had no children; however there was a supportive Sister.




		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life






		The lady was referred by the District Nursing Team to provide care twice a day initially.  This was reassessed as the patient deteriorated and 3 calls were subsequently provided.


This entailed personal care, toileting, and importantly psychological support not only for the patient but also for her husband and Sister.




		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		The patient wished to die at home, the Care at Home Team were able to support this.



		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?






		A peaceful, comfortable and dignified death at home.



		



		5.  QUOTES/FEEDBACK

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?






		“ A big thank you to your team for looking after …………  so well at the end of her life.  Your efforts together with other services allowed …….. to fulfill her wish of dying peacefully at home”
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Case Study C@HT Pt 2.doc
		Carefirst E Number:

		NHS Number:

		Charity Log No:





Case Study

		COMPLETED BY AND FOR WHICH SERVICE:

		Claire Grehan

Care at Home Team



		1. ABOUT THE PERSON

		Help Notes



		85 year old gentleman with Parkinsons Disease and a recent diagnosis of a brain tumour.  

He was married with grown up children living in Pembrokeshire.




		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life






		His condition deteriorated while he was on holiday staying with his Daughter.  He was admitted to Withybush General Hospital and following diagnosis his wish was to return to his Daughter’s home to spend his last days of life.




		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		The Care at Home Team enabled the gentleman to return to his Daughter’s home and provided 3 calls a day.  This entailed personal care, toileting, and psychological support for the patient and family.

The family were from Gwent and grateful for the service and commented that this service was not available within their home county.




		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?






		A peaceful, comfortable and dignified death in his place of choice.



		



		5.  QUOTES/FEEDBACK

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?






		“Thank you for the wonderful care you gave……………, without your support a difficult situation was made manageable.  Words cannot express the deep feelings of gratitude we have.”
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Your Logo Here
Care at Home Team
Pembrokeshire

Care at Home Coordinator 07800712162
9-5 Monday to Friday

DN Team

————————————-

————————————

Out of Hours Service:   week days after 5pm, bank holidays and at weekends:
01437 769811


Safety:
We are responsible for our own safety and that of you or your loved one.
Please ensure any animals are kept away from the work area.
Staff are trained to comply with moving and handling techniques and use of equipment.  They are not permitted  to “lift” patients.
If a member of the team does not arrive, please contact the Coordinator Mon—Fri 09.00—17.00 or the Out of Hours Service outside of these times
Care at Home Team
Pembrokeshire
Care arrangements:
The care team work between the hours of 08.00—22.00 7 days a week, 365 days a year.
All staff have level 3 NVQ qualifications in Health Care and have experience in various health care settings.
To make you aware the team has both male and female carers working on the shift pattern basis.
The District Nursing Team who made the initial referral to the Care at Home Team will remain in charge of your nursing requirements.

Documentation/Information:
Patient records are kept in the house  so that other professionals  involved in your care can read any changes to the care needs of you or your loved one.
The care team will record a short evaluation of their visit and care provided.  This will be in the District Nurses’ file in your home.  
Any information is kept confidential  and  only shared with other professionals  if consent has been given.
We do have a complaints procedure, however we always aim to resolve any issues  ourselves in the first instance.  Please contact the Care at Home Coordinator if this is the case.

Care at Home Team
We are an NHS Team of Health Care Support Workers based in the Community, led by a Senior Sister.
We provide End of Life Care for your loved one, in their own home.
Our aim is to provide a high standard of individualised care.  We will discuss with you and your loved one the care requirements , preferences and wishes at each visit.

This will be reviewed and amended as required.
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Your Logo Here
Tîm Gofal yn y Cartref
Sir Benfro

Cydlynydd Gofal yn y Cartref
07800712162
9-5 Llun i Gwener
Tîm Nyrsys Ardal
Rhwng yr amseroedd hyn
08.00-09.00 a
17.00-18.00
Meddyg Teulu ar-alwad; dyddiau’r wythnos ar ôl 18.00; Gwyliau Banc a phenwythnosau:
01437 769811




Diogelwch:
Rydym yn gyfrifol am ein diogelwch ein hunain yn ogystal â’ch diogelwch chi a’ch anwylyd.
Sicrhewch nad oes anifeiliaid yn yn yr ardal waith.
Mae staff yn cael eu hyfforddi i gydymffurfio â thechnegau trin a thrafod a defnyddio offer. Ni does hawl ganddynt i “godi” cleifion.
Os nad oes aelod o’r tîm yn cyrraedd, cysylltwch â’r Cydlynydd rhwng dydd Llun a dydd Gwener rhwng 09.00 a 17.00 neu y Hwasanaeth Tu-Allan-i-Oriau y tu allan i’r oriau hyn. Gweler drosodd am rifau cyswllt.
Tîm Gofal yn y Cartref
Sir Benfro
Trefniadau Gofal:

Mae’r Tîm Gofal yn gweithio rhwng 08.00 a 22.00 7 diwrnod yr wythnos, 365 diwrnod y flwyddyn.
Mae gan bob aelod o staff gymhwyster NVQ Lefel 3 mewn Gofal Iechyd a phrofiad o weithio mewn lleoliadau gofal iechyd amrywiol.
Er gwybodaeth, mae’r tîm yn cynnwys gweithwyr gwrywaidd a benywaidd sy’n gweithio ar sail patrwm sifft.
Bydd eich gofynion nyrsio yn parhau i fod yng ngofal y Tîm Nyrsio Ardal a wnaeth eich cyfeirio at y Tîm Gofal yn y Cartref.
Dogfennaeth / Gwybodaeth:
Cedwir cofnodion cleifion yn y cartref fel bod gweithwyr proffesiynol arall sydd ynghlwm wrth eich gofal yn medru darllen am unrhyw newidiadau i’ch gofynion gofal chi neu eich anwylyd.
Bydd y Tîm Gofal yn cofnodi gwerthusiad byr o’r ymweliad a’r gofal a ddarparwyd. Cedwir hwn yn ffeil y Nyrsys Ardal yn eich cartref.
Cedwir unrhyw wybodaeth yn gyfrinachol, a ni chaiff ei rhannu â gweithwyr proffesiynol arall oni bai y rhoddir caniatâd i wneud hynny.
Mae gennym weithdrefn gwyno, ond ein nod yw ceisio datrys unrhyw faterion ein hunain yn y lle cyntaf. Cysylltwch â Chydlynydd Gofal yn y Cartref os ydych yn dymuno trafod unrhyw bryderon.



Tîm Gofal yn y Cartref


Rydym yn dîm y GIG o Weithwyr Cymorth Gofal Iechyd sy’n gweithio yn y gymuned, dan arweiniad Uwch Brif Nyrs.

Rydym yn darparu Gofal Diwedd Oes i’ch anwylyd, yn ei gartref ei hun.

Ein nod yw darparu gofal unigol, safonol. Byddwn yn trafod y gofynion gofal, dewisiadau a dymuniadau gyda chi a’ch anwylyd ar bob ymweliad.
Byddwn yn adolygu ac yn diwygio hyn yn ôl yr angen.
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Executive summary 



Carmarthenshire County Council, in collaboration with Pembrokeshire County Council, Ceredigion County Council and Hywel Dda University Health Board (UHB) commissioned this study to look at the feasibility of bringing together the existing planning and commissioning processes for children and young people with complex needs from across the region. The project has been developed as part of the Mid and West Wales collaborative work plan with support from the Intermediate Care Fund (ICF).  



Methodology 



The study draws upon interviews with 17 stakeholders from education, children and health services across the region and a desk-based review of research and practice. 



Children with complex needs 



Broadly speaking, children with complex needs represent two distinct groups:



· [bookmark: _Toc478534710]those with complex medical/health needs, such as life-limiting or life-threatening illnesses; and

· [bookmark: _Toc478534711]those with social, emotional and mental health needs, which can manifest itself in challenging and/or sexually inappropriate behaviour.  



Because the needs of these children cannot easily be met by existing universal and targeted services, bespoke “packages” are typically required. Although small in number, the costs of these bespoke packages can be very high (Holtom and Sophocleous, n.d), particularly when, for whatever reason, families are unable to cope and residential provision and/or foster care is required and/or in-house education, health or social services provision cannot meet needs, so specialist independent provision (in or out of county) is required.




 

Provision for children with complex needs 



In response to austerity and to concerns about improving outcomes for children, education, children and health services in each of the partner counties have commissioned alternative models of provision for children with complex needs, which include:

 

· [bookmark: _Toc478534712]developing more in-house specialist provision, such as Portfield Special School in Pembrokeshire and Garreglwyd Residential Unit in Carmarthenshire and the TISSH-B service in Hywel Dda; 

· [bookmark: _Toc478534713]increasing the capacity of universal and targeted services to reduce the demand for specialist services; this includes workforce development such as Team Teach training in Ceredigion and the development of new services such as the Emotional Health and Well-being Service in Pembrokeshire; and

· [bookmark: _Toc478534714]strengthening support for parents or carers so they are better able to cope through, for example, the expansion of respite care, training and support services for parents and carers.



These approaches have reduced the need for costly out of county placements and are thought to have improved outcomes by, for example, providing greater oversight over provision, ensuring children are placed closer to families and reducing pressures upon specialist services. These approaches have also reduced the number of children referred to complex needs panels (as more needs can be met without recourse to such a referral). 



Nevertheless, across the region, there is little sharing of practice and little consistency in how needs are met (increasing the risk of inequities). The sustainability of specialist provision is uncertain (given, for example, uncertainty about future need) and there are gaps in some areas. The gaps include in particular: 



· [bookmark: _Toc478534715]shortage of specialist respite care for children with complex medical/health needs; 

· [bookmark: _Toc478534716]shortage of specialist residential/Independent Fostering Agency (IFA) placements, particularly for those children with challenging behaviour; and 

· [bookmark: _Toc478534717]difficulties accessing mental health services in some areas, given gaps between targeted and specialist services. 



Commissioning services and provision for children with complex needs 



Children with complex needs need something “different” and provision for them is usually agreed by formal processes in each local authority (LA) and in the local health board (LHB), such as inclusion panels in education, service and package advisory meetings in children’s services and continuing health care assessment in health services. The most complex cases, which require joint commissioning, are referred to multi-agency complex needs panels. 



This approach provides flexibility, but means commissioning[footnoteRef:1] is often responsive and decided on a case by case basis, within each separate LA  area, fragmenting the commissioning process. Stakeholders in Carmarthenshire, Ceredigion LAs and Hywel Dda UHB were concerned that this meant that panels did not always effectively fulfil: [1:  Commissioning involves making decisions about what services are required to meet the needs of children with complex needs. Effective commissioning typically involves a number of stages such as assessment, planning, securing and monitoring services and provision (WG, 2010).] 




· [bookmark: _Toc478534718]the assessment and planning phases of the commissioning cycle as, for example, the process was often reactive and more like “contracting” than true commissioning and panels might focus upon assessing the packages put forward and the costs to each service, rather than focusing upon how best to address what was important to and for the child (including considering alternative approaches); and 

· [bookmark: _Toc478534719]the contracting and monitoring phases of the commissioning cycle, as this could be too focused upon activities rather than outcomes, and too focused upon individual cases (meaning opportunities to, for example, benchmark provision or identify systemic strengths and weaknesses could be missed).

These weaknesses are known and, in response, panels in Carmarthenshire and Ceredigion have developed structures such as strategic planning groups. At a regional level, integrated commissioning is a priority of the Regional Partnership Board (RPB). Nevertheless, stakeholders across the region agreed that there is scope to further improve commissioning and three main proposals, which this study focuses upon, were put forward: 



· [bookmark: _Toc478534720]developing a regional complex needs panel;

· [bookmark: _Toc478534721]developing regional provision; and/or

· [bookmark: _Toc478534722]developing a regional commissioning framework.



The feasibility of developing a regional panel 



Stakeholders interviewed for the study were divided on the potential benefits of establishing a regional complex need panel. Stakeholders from Carmarthenshire CC and Hywel Dda were most enthusiastic about the idea of developing a regional complex needs panel, stakeholders from Ceredigion CC were open to the idea but would need to be persuaded of the case, while stakeholders from Pembrokeshire CC were the least enthusiastic. In part, this appeared to reflect, how satisfied they were with their existing complex need panels. Stakeholders in Carmarthenshire, for example, expressed concerns about the effectiveness and viability of their existing panel, given the small number of cases, and weakening of the panel’s “strategic” function. They saw a regional panel as a possible solution that could enhance commissioning and enable regional provision to be developed. In contrast, Pembrokeshire recently reinvigorated its panel and had little interest in replacing it with a regional panel. 



The feasibility of establishing a regional panel was unclear; for example:



· [bookmark: _Toc478534723] it was not clear how decisions about provision for individual children could or should be made at a regional level (e.g. how the individual responsibilities of services could be met through a regional structure and whether a regional panel would have sufficient local knowledge); 

· [bookmark: _Toc478534724]it was felt that there was a risk of creating another layer of bureaucracy that could be even more “distant” from families and services than existing panels; and  

· [bookmark: _Toc478534725]given the division amongst stakeholders and pressures upon services, it was uncertain if the political will, commitment and resources needed to establish a regional panel would be forthcoming. 



The feasibility of regional commissioning 



Regional commissioning was the area where there was the most interest and agreement amongst stakeholders, although different models and approaches were put forward[footnoteRef:2]. Some stakeholders in Carmarthenshire CC and Hywel Dda UHB and, to a lesser degree, Ceredigion CC:  [2:  The three options were not mutually exclusive, and could complement each other.  ] 




· [bookmark: _Toc478534726]saw a regional complex needs panel as the vehicle for enabling regional commissioning of provision, and this was a key reason why they were interested in a regional panel (see above). In effect, the “strategic” planning function of a complex needs panel, which was felt to be weak, would be “regionalised”, while decisions about individual children would continue to be made by local panels. Some stakeholders also felt a regional panel could decide who accessed regional provision (if this was developed);   

· [bookmark: _Toc478534727]were interested in a regional commissioning body (as an alternative to a regional panel). It was suggested that this body could gather data on need, provision and outcomes across the region and share practice, and potentially commission services/provision on behalf of LAs and the LHB, following decisions by complex needs panels; and

· [bookmark: _Toc478534728]were also interested in developing a regional provider framework, to strengthen market shaping and engagement. It was suggested this could include reviewing existing provision, agreeing prices and standards across the region, providing training and improving governance (including monitoring of outcomes).



The feasibility of developing a regional strategic panel or regional commissioning body was unclear. This reflected the division amongst stakeholders on their merits, concerns about creating another layer of bureaucracy, the risk of duplication with existing structures (such as the RPB and its work streams) and the pressures upon services, meaning it was unclear if the commitment and resources needed to establish a regional panel would be present. 



In contrast, the feasibility of establishing a regional commissioning framework appeared better. There is a strong case for market shaping in relation to respite care for children with complex health needs and placements and IFA for children with challenging behaviour[footnoteRef:3].This type of approach represents a softer form of integration, with fewer practical barriers, making it easier to develop (IPC, 2016a), and stakeholders pointed to existing models, such as the pre-service contract for the provision of continuing care services, that could serve as a template. However,  [3:  Given the current weaknesses of the market for respite care for children with complex health needs and placements and IFA for children with challenging behaviour, a focus upon attracting new providers and/or developing the capacity of existing providers (e.g. though support and training) could provide a focus for initial market shaping efforts.] 


the relationship with existing structures like the Children’s Commissioning Consortium Cymru (4Cs) would need to be worked out. 



A regional provider framework could potentially include both independent and in-house provision (such as Garreglwyd and Portfields), enabling and encouraging their use as regional resources, without requiring commitment from all stakeholders to fund and manage them as regional provision (discussed below). 



The feasibility of developing regional provision



Stakeholders interviewed for the study were divided on the benefits of developing regional provision. Stakeholders from Carmarthenshire CC and Hywel Dda UHB were most enthusiastic about the idea of developing regional provision, citing potential economies of scale and the ability to create the “critical mass” needed to make it viable to develop specialist provision; Ceredigion CC was open to the idea but would need to be persuaded of the case; while Pembrokeshire was the least enthusiastic. Again, this appeared to reflect, in part, satisfaction with existing provision. Carmarthenshire was concerned about the sustainability of existing provision, and saw regional provision as one way to secure this. In contrast, Pembrokeshire had recently reinvigorated its provision, reducing the numbers of costly out of county placements, and saw less need for developing regional provision. 



Nevertheless, given the gaps and weakness in provision (outlined above) stakeholders from Carmarthenshire, Ceredigion and Pembrokeshire CCs were all interested in exploring the possibility of developing regional provision for specific groups; for example, residential provision for children with inappropriate sexual behaviour, in the case of Pembrokeshire, residential respite provision for children with disabilities in the case of Ceredigion, and a regional autism resource (like Garreglwyd) in the case of Carmarthenshire. 

  

The feasibility of establishing regional provision was unclear. A range of potential barriers were raised by stakeholders, including:  



· [bookmark: _Toc478534729]questions about how regional provision would be managed, funded and located; how economies of scale would be realised; how regional provision (in one LA) would be reconciled with the objective of provision as close to home as possible; how it would be monitored and how individual services’ legal responsibilities in relation to children would be satisfied;

· [bookmark: _Toc478534730]pressure upon budgets and a reluctance to commit to decommissioning existing local provision in order to fund new regional provision; and 

· [bookmark: _Toc478534731]the currently small numbers of children accessing expensive out of county provision (which has weakened the case for and pressure to develop new regional provision). 



The study also suggests that there is a lack of consistent commitment at a senior level across the region, a lack of trust (or faith) in the quality of partners’ provision, differing priorities and cultures, which could impede the development of regional provision. This does not mean that regional provision should not or cannot be developed, but it suggests that caution is merited, given the potential challenges, and that  a small project, focused upon developing a new resource (rather than trying to adapt existing resources[footnoteRef:4]) would be the most viable option.  [4:  There is evidence that it is often easier to develop new resources, rather than adapt existing services (IPC, 2016a; Holtom and Sophocleous, n.d). ] 




Conclusions 



Important improvements have been made to provision, reducing the numbers of children in very costly provision and improving outcomes for children with complex needs.  Nevertheless, there are concerns across the region about the cost, location (e.g. out of county provision), and effectiveness of some types of provision for children with complex needs, such as respite care for children with complex health needs and residential placements and IFA placements for children with challenging behaviour. Stakeholders felt that regional collaboration around commissioning could help address this, although they differed in their vision and, in particular, in the scope of any regional work they were interested in. 



It is unlikely to be easy to develop regional collaboration. The resources, such as time, leadership and money, needed to develop new services are scarce. Pressures upon services may be a spur to innovation, but can also make services more risk adverse. There are also differences in culture and priority and no common vision yet - stakeholders did not agree on a single model - although there was considerable support for developing some type of regional commissioning framework. 



Regional frameworks could focus upon specialist respite care for children with complex medical/health needs and specialist residential/IFA placements for children with challenging behaviour. This is the most feasible option, because as well as having the broadest support, it fits key criteria for deciding when regional collaboration is appropriate (IPC, 2016b). If the framework included in-house specialist provision it could also enable and encourage use of this as a regional resource and help address concerns about the long term sustainability of existing (local) specialist provision. 

Developing a regional commissioning framework would represent a small incremental step, and is therefore probably more achievable than more ambitious models. It could also provide a foundation for further work in the future, such as the development of regional provision. However, to succeed, it would require commitment of time and money and strong leadership. 



A regional commissioning framework would not of itself address all the challenges highlighted by this study. Other complementary actions could include: 



reviewing the terms of reference, membership and operation of complex needs panels; 

regularly collecting and reviewing aggregated data on the needs, provision, costs and outcomes of children for children seen by complex needs panels; 

developing mechanisms for sharing practice across the region; and

reviewing the effectiveness of, and investment in, preventive and targeted services that can help stop needs escalating and increasing in complexity and cost. Supporting families (including building trust and communication with families) and ensuing specialist educational provision is fit for purpose, should be a key part of this. 

 

[bookmark: _Toc478534732]Introduction  



[bookmark: _Toc478534733]Carmarthenshire County Council, in collaboration with Pembrokeshire County Council, Ceredigion County Council, and Hywel Dda University Health Board (UHB) commissioned this study to look at the feasibility of bringing together the existing planning and commissioning processes for children and young people with complex needs from across the region. The project has been developed as part of the Mid and West Wales Health and Social Care Collaborative (MWWHSCC) work plan with Intermediate Care Fund (ICF) funding.  



Children with Complex Needs



[bookmark: _Toc478534734]Children and young people (aged 0-18) with complex needs represent a very small percentage of the total children and young people population within each area (less than 0.1%) (Holtom and Sophocleous, n.d.). Although small in number, they need very specialist and typically very costly provision.



[bookmark: _Toc478534735]Because the needs of these children cannot easily be met by existing universal and targeted services, bespoke packages are typically required. The costs of these bespoke packages can be very high (Holtom and Sophocleous, n.d), particularly when, for whatever reason,  families are unable to cope and residential provision and/or foster care is required and/or in-house education, health or social services provision cannot meet needs, so specialist independent provision (either in or out of county) is required .



[bookmark: _Toc478534736]Complexity of need is a dynamic concept, which often changes over time as, for example, a child’s needs, a family’s resources and/or services change (e.g. following transitions). Complexity can both increase and decrease. It is linked to:



· children’s needs and factors such as the intensity, frequency, predictability and stability of young people’s needs;

· family resources (such as parents’ and carers’ skills and access to support), parents’ and carers’ expectations (and demands); and

· service configuration/structure, flexibility and resources, and consequently the capacity to meet the child’s and their parents’ and/or carers’ needs and expectations (ibid.). 



Context for this study 



[bookmark: _Toc478534737]The slow progress in regional integration in relation to children with complex needs (ibid.) means that the potential to generate efficiencies, improve outcomes and/or better manage demand may be being missed (Kings Fund, 2015). Currently there is a range of models and processes in place for commissioning provision for children and young people with complex needs in each LA area. The study aims to assess the viability of bringing together these processes and to develop highly specialist provision regionally. It is hoped that this could:



improve the life chances of children and young people with complex needs (by e.g. improving provision for them);

promote best practice (by e.g. developing knowledge, expertise and skills within the region);

maximize the use of resources (by, for example, enabling economies of scale to be realised) and ensure that the quality, effectiveness and efficiency of any provision is maintained and developed (e.g. by improving data management, strengthening commissioning[footnoteRef:5] and developing regional specialist provision) (Carmarthenshire CC. n.d.). [5:  It is envisaged that the: “development of one regional panel would allow the coordination and administration to be centralised which would offer greater consistency and aggregated data sets and collation.  This improved data management would inform planning, development and practice.”] 




[bookmark: _Toc478534738]Equally, practice suggests that regional integration is not easy, and it is important to identify when and where it is - and is not - appropriate to work with other LAs and LHBs. Research suggests that a regional approach make sense, when:



[bookmark: _Toc478534739]services (such as LAs and LHBs) and providers work across the region;

[bookmark: _Toc478534740]services have common commissioning interests and goals;

[bookmark: _Toc478534741]new service models and/or providers are required (to e.g. respond to unmet needs); and 

[bookmark: _Toc478534742]There is a need to maximize efficiencies (e.g. given pressures upon service budgets) (IPC, 2016b).



Study objectives 



[bookmark: _Toc478534743]Given the context (outlined above), the study objectives are to:



scope current provision across Carmarthenshire, Ceredigion and Pembrokeshire LAs and Hywel Dda UHB;

analyse the efficiency and capacity of current provision;

scope the development of alternative models of provision and alternative models of delivery;

consider regional pathways to service provision; and 

consider opportunities / benefits of regional contracting, procurement and commissioning efficiencies.







[bookmark: _Toc478534744]Approach and methodology 



[bookmark: _Toc478534745]Seventeen stakeholders from education, children and health services across the region  - Ceredigion, Carmarthenshire and Pembrokeshire, and Powys, which was used as a model of alternative practice,  were interviewed[footnoteRef:6]. They were asked about their views on: [6:  A full list of contributors is included in the appendix.] 




the efficiency and capacity of current provision for children with complex needs;

alternative models of provision and alternative models of delivery; and

the case for and feasibility of regional collaboration in commissioning of provision for children with complex needs;



[bookmark: _Toc478534746]Additional data on provision was gathered from the Market Position Statement for Children with Complex Needs, Transitions and Vulnerable Persons Project (CNTVP) (Holtom and Sophocleous, n.d.) and from follow-up requests to services. 



[bookmark: _Toc478534747]A systematic literature review focused upon searching the databases of inspectorates such as: Estyn (education), Health Care Inspectorate Wales (health) and the Care and Social Services Inspectorate Wales (CSSIW) (children’s services), and their equivalents in England, and searching selected evidence portals: National Institute for Health and Care Excellence (NICE); the Social Care Institute for Excellence (SCIE); Early Intervention Foundation (EIF) and the Dartington Social Research Unit. This identified over 120 articles which passed the first stage sift[footnoteRef:7], as they appeared promising. However, the number judged relevant following a full review was much smaller, indicating that the evidential base specifically focused upon commissioning and provision for children with complex needs is narrow.  [7:  This focused upon a review of title and abstract or summary.  ] 




[bookmark: _Toc478534748]A purposive desk-based review was used to provide additional information about key services for children across the region. 



The study uses this data to consider (i) the potential benefits of the different options for regional collaboration put forward and (ii) to assess their feasibility, by for example identifying if there is support from stakeholders and if there are barriers likely to impede or block the option. 







[bookmark: _Toc478534749]Current provision for children and young people in the region 



[bookmark: _Toc478534750]As outlined in the introduction, children with complex needs represent a very small proportion of children with needs. In effect they represent the “tip of the iceberg”. The number of children whose needs become complex depends in part upon the effectiveness of universal and targeted services, which play a key role in helping ensure needs do not escalate and become more complex (Holtom and Sophocleous, n.d). The range of universal, targeted and specialist services that need to be considered is illustrated by figure 1.





[bookmark: _Toc478534751]Figure 1: key provision for children with complex needs  
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Adapted from Davidson, 2008











Developing provision in the region 



[bookmark: _Toc478534752]In response to austerity and concerns about improving outcomes for children, education, children and health services in the region have:



 developed or strengthened in-house specialist provision, such as special schools or units for children with ASD in each county, such as Portfield School in Pembrokeshire[footnoteRef:8]; Garreglwyd Residential Unit in Carmarthenshire[footnoteRef:9], the ASD Unit in Aberaeron in Ceredigion[footnoteRef:10], and the Therapeutic Intervention Service for Sexual Harmful Behaviour (TISSH-B) service in Hywel Dda[footnoteRef:11]; [8:   Portfield School is a day special school which caters for around 140 children and young people aged 3 -19 years with severe, profound and complex learning difficulties, including severe learning difficulty (SLD), profound and multiple learning difficulty (PMLD) and autistic spectrum disorder (ASD). A Welsh medium satellite centre, Y Porth, opened in October 2010 in Ysgol Preseli.]  [9:  Garreglwyd is a residential establishment for children and young people aged 11-19 who have ASD. It is registered for five children / young people and currently has 4 four residents. There is potential capacity to, say, double that figure, now that the specialist ASD school provision has moved to the new Ysgol bro Dinefwr near Llandeilo. There could also be a more flexible provision e.g. some children being resident for two or three nights per week, or making it available to primary age children.]  [10:  The unit is credited with significantly reducing the numbers of children needing out of county education and, as a result, high cost social care. It was established, in part, in response to the high numbers of children with ASD highlighted by the complex needs panel.  ]  [11:  The Therapeutic Intervention Service for Sexual Harmful Behaviour (TISSH-B) service was developed in response to the lack of local service provision for children exhibiting harmful sexual behaviour.  The service aimed to develop a multi – disciplinary / agency response to the provision of services for adolescent sex offending and sexually intrusive children, offering a continuum of services with a focus on the provision of community programmes moving to residential services based on assessment of risk and a local centre of expertise (Lodwick, n.d.).] 


worked to reduce the demand for specialist services by increasing the capacity of universal and targeted services through, for example, workforce development[footnoteRef:12]; reform of existing services such as the Pupil Referral Unit (PRU) in Pembrokeshire[footnoteRef:13];  and the development of new targeted services, such as the Emotional Health and Well-being Service[footnoteRef:14]  and an Educational Psychology Service for looked after children[footnoteRef:15]; [12:  This includes, for example, Team Teach training in Ceredigion (Team-Teach provides training to staff groups in children's and adult services and health care trusts in behaviour supports and interventions); training for staff in Llys Caradog and Blaenau Children’s Centres (who provide short break respite for children with complex medical / health needs) and AIM-2 training in Carmarthenshire to reduce the number of unnecessary referrals to the TISSH-B service.]  [13:  The Pembrokeshire Learning Centre, a PRU with “anxious and phobic” provision, provides short term assessments and intense intervention and support to children and young people with acute behavioural, emotional and social difficulties and aims to re-integrate young people back into school (Pembrokeshire CC, n.d).]  [14:  The Emotional Health and Well-being service is an early intervention service intended to support vulnerable children, including those who are not in education, at risk of being looked after or being made homeless and/or are at risk of offending. Interventions are provided by a multi-agency team including an art therapist, emotional health nurse, family therapist and emotional health and wellbeing coordinator (Pembrokeshire CC, n.d). ]  [15:  The Emotional Health and Well-being Team, developed to work with those who could not be supported by CAMHS is not able to work with looked after children. In response they have recruited an educational psychologist to support looked after children.] 


enhanced preventative work through, for example, Team Around the Family[footnoteRef:16] and the work of school counsellors, school nurses and specialist SEN services like educational psychologists;  [16:  In Carmarthenshire and Ceredigion, TAF offers a collaborative, multi-agency approach to support a family or young person whose needs are either unclear (so further assessment is required) or cannot be met by one service (and are not being met). The approach aims to ensure that needs and also strengths are identified early and effectively assessed and that best use is made of local resources to support the family (Ceredigion CC, n.d.). In Pembrokeshire this is provided through the Team around the Pupil, Parent and Schools (TAPPAS), a group of professionals that support a cluster of schools.  Facilitated by the educational psychologists, the team from the Inclusion Service includes an educational psychologist, specialist teachers, speech and language therapist, attendance officer and support staff for pupils with additional needs (Pembrokeshire CC, n.d.). ] 


strengthened support for parents or carers – described as “the lynchpin” by one stakeholder -  through, for example, the expansion of respite care, training and support services for parents and carers and the work of children’s community nurses; and

tightened up processes to ensure that as one stakeholder put it, we are “more robust in what we’re getting for our pennies”.  



[bookmark: _Toc478534753]These changes have reduced the need for costly placements; for example, in Pembrokeshire, the number of residential placements has fallen from around 30 to 6, generating significant savings which are being reinvested in new provision, and in Carmarthenshire, Garreglwyd is credited with saving £60,000-£80,000 per child, per year. The changes are also reported to have improved outcomes by providing greater oversight over provision and ensuring children are placed closer to families[footnoteRef:17]. Nevertheless, as we outline below, the region faces a number for challenges. [17:  For example, the evidence from successive reviews and enquiries, such as the Winterbourne Review: “is that people generally achieve better outcomes closer to home and closer to those who are commissioning and paying for the service” (HIW and CSSIW, 2016, p.17).] 







Key challenges and gaps in provision in the region 



[bookmark: _Toc478534754]The sustainability of the specialist provision that has been developed is uncertain. This reflects the weaknesses in the forecasting of future needs  (discussed further in the next section) and the small numbers of children with complex needs, which means the numbers of children in any one year with a  particular need, in each county, can vary markedly[footnoteRef:18].This can in turn create fairly swift changes in the needs services are faced with. [18:  Random distribution means that it is unlikely that needs will be evenly distributed across the region.] 




[bookmark: _Toc478534755]Moreover, across the region, whilst action was being taken, there were reported to be gaps in relation to:



· [bookmark: _Toc478534756]specialist respite care for children with complex medical/health needs;

· [bookmark: _Toc478534757]residential/IFA placements for children with challenging behaviour; and

· [bookmark: _Toc478534758]mental health services for those who could not be supported by specialist CAMHS services.



Respite care for children with complex medical/health needs



[bookmark: _Toc478534759]The provision of specialist respite care for children with complex medical/health needs was reported to be patchy across the region; for example:



[bookmark: _Toc478534760]Ceredigion has a short break service for children with disabilities[footnoteRef:19]. However,  it was reported  that much of Ceredigion’s respite provision is geared toward supporting children with challenging behaviour rather than children with complex needs, and for some families they can offer only short breaks, or direct payments in lieu of respite care[footnoteRef:20]; [19:  This includes day care, overnight stays and support in the child’s home and group and individual activities and support though DASH (Disability Self Help), for children aged 1-18. However, Ceredigion do not have a residential facility for disabled children, and overnight respite is provided through a “host service”’ where the child goes to stay with a registered foster carer, or a “sitting service” where the carer supports the child in their own home (Holtom and Sophocleous, n.d.).]  [20:  Direct payments can be used by families to fund family sourced support following an assessment and linked to an agreed care plan, but place the onus upon families to find provision that meets their needs and as noted, the market for respite care is weak. ] 


[bookmark: _Toc478534761]Pembrokeshire can offer respite care though Hollyhouse[footnoteRef:21], but only for children aged eight and over; and [21:  Hollyhouse offers short breaks for children and young people with disabilities from the ages of 8 to 18 who live in Pembrokeshire. It aims to offer a relaxed friendly atmosphere where children and young people can develop friendships, increase confidence and gain skills. It does not offer formal therapies. ] 


[bookmark: _Toc478534762]in Carmarthenshire Llys Caradog and Blaenau Children’s Centres[footnoteRef:22] provide short break respite for children with complex medical / health needs. However, some parents are unwilling to entrust their child to a service outside the home, and would instead be offered short breaks by the foster team who provide respite care in a family setting[footnoteRef:23]. [22:   Llys Caradog and Blaenau are residential facilities which provide respite care for children aged 5-18 with learning disabilities. The children’s community nurses / continuing care team will provide training to Llys Caradog or Blaenau staff and Continuing Care carers may come in to Llys Caradog or Blaenau to undertake the work they normally do in the family home.]  [23:  TLC is an independent foster agency based in Carmarthenshire which specialises in foster care and respite for children with complex health needs. ] 




[bookmark: _Toc478534763]There is also no hospice provision for children in the region, meaning families have to travel to Cardiff or Oswestry. 



Residential/IFA placements for children with complex needs



[bookmark: _Toc478534764]Ceredigion, Carmarthenshire and Pembrokeshire have all worked to increase the number of foster carers able to meet the complex needs of young people and to develop new in-house provision[footnoteRef:24]. However, all three authorities acknowledged that there was a shortage of placements. As one interviewee put it (when asked about provision for children with challenging behaviour): [24:  For example, Ceredigion has developed a Specialist Foster Care Scheme and Pembrokeshire is training foster carers. ] 




[bookmark: _Toc478534765]“I’m not sure there are any “specialist” IFA placements for such children, in fact. They are not necessarily any more skilled than our in-house foster carers. However, when a child has bounced around several in-house placements and there are no suitable placements left, we may turn to CCSR[[footnoteRef:25]]/4Cs[[footnoteRef:26]] and look for an IFA. There is an issue re: shortage of placements for children with very challenging behaviours in both LA and IFA fostering. It’s a very, very difficult job -good residential placements are like gold dust, and there are only a couple of providers we’d use. You have to be fortunate to find a vacancy with one of the good providers when you need it… [and] the best company is very expensive.” [25:  The Children's Commissioning Support Resource aims to support the process of finding appropriate care settings for looked after children in Wales. It is centered around a: “real-time database which allows users to match children with provision based on a profile of their requirements.” http://www.dataunitwales.gov.uk/ccsr-registration.]  [26:  4Cs is a collaborative partnership of 15 Welsh LAs which aims to shape the children's placement market to improve outcomes and value for money.] 




[bookmark: _Toc478534766]The low levels of remuneration for foster carers were also highlighted[footnoteRef:27]. [27:  It was reported that Carmarthenshire’s rate of remuneration was one of the lowest in Wales and Swansea have recruited or “stolen” other LAs’ foster carers by paying much higher rates. ] 




[bookmark: _Toc478534767]This shortage has also been highlighted by CSSIW (2014a)[footnoteRef:28] and identified as a key gap in the market by 4Cs. Specialist placements for children with sexually harmful behaviours are seen as a particular challenge, as although the numbers of children requiring this are small,  many of the services for this group are outside Wales and very specialist (4Cs, n.d.; Holtom and Sophocleous, n.d.). [28:  For example, in Ceredigion CSSIW identified that: “there was an insufficient suitable supply of appropriate placements…. nor was there sufficient support currently available to equip and support carers to care for those children and young people who presented with the most complex and risky behaviours.” It was also identified that: “the situation was exacerbated by the rurality of the area making the logistics of having the most appropriate placements available in the right places at the right time extremely challenging.” (CSSIW, 2014a, p.6).] 




[bookmark: _Toc478534768]Mental health services 



[bookmark: _Toc478534769]Stakeholders reported that there are difficulties accessing mental health services in areas across the region, given gaps between targeted and specialist services. It was reported that despite some examples of effective joint work, the capacity of specialist CAMHS was very limited. High thresholds for interventions meant that some services felt they could only refer when a child reached crisis point. There was also frustration that the service could not work with children whose needs arose from “social” issues, rather than “mental health” issues and that if children were not engaging with the service they were signed off and needs were unaddressed. This is consistent with recent CSSIW inspections, which have highlighted this gap [footnoteRef:29]. [29:  For example, in Ceredigion it was identified that: “…there was a significant gap in appropriate services to meet the emotional, psychological health and development needs of some children and young people, including those associated with risky behaviours thus creating an overreliance on social services.” (ibid.). In Pembrokeshire: “there was recognition of a long standing disconnect between the access threshold applied by the CAMHS service and the presenting emotional resilience needs of looked after children and care leavers. The authority had been proactive in trying to compensate for the shortfall in the availability of therapeutic services by establishing and funding in- house therapeutic provision that included access to psychologist and play therapy. Staff described these services as positive.” (CSSIW, 2014c).] 




Regional variation



[bookmark: _Toc478534770]Although as outlined in section five, the structures for commissioning provision for children with complex needs, such as internal resource allocation panels within services and multi-agency complex needs panels, are similar across the region, there is little consistency in how needs are met across the region, increasing the risk of inequalities. For example, although Tim Plant Anabl[footnoteRef:30] (Child Development Service) includes a specialist autism service and a specialist ASD unit has been established at Aberaeron, Ceredigion appeared to find it harder to meet the needs of children with severe autism[footnoteRef:31] than either Pembrokeshire or Carmarthenshire, which have invested more in specialist educational and residential provision (with Portfield and Garreglwyd respectively)[footnoteRef:32]. More broadly, differing choices made by services about residential provision for children, respite provision for families, specialist educational provision, appear to be the key factors driving differences  in cost, complexity and outcomes  for children with complex needs across the region.  [30:  The multi-disciplinary service aims to co-ordinate services for children and young people aged 0-18 who have a moderate to severe learning, physical or sensory disability (and their families). The team includes specialist teachers, health visitors, social workers, a community children’s nurse, occupational therapist, paediatric physiotherapists, short break social workers, an early years intervention worker and an autism development worker.]  [31:  There is currently no residential educational provision, meaning that a number of children with autism are educated in out of county placements.]  [32:  Unlike the other two counties, Ceredigion does not have any special education schools or residential provision. Instead, there are two units for pupils with profound special educational needs: Llwyn Yr Eos, attached to a primary school in Aberystwyth and Canolfan Y Don, a unit attached to Aberporth school. Ceredigion also has a “portfolio” PRU split over three sites across the county (but centrally managed).] 


[bookmark: _Toc478534771]Alternative models of provision 



[bookmark: _Toc478534772]There are no “silver bullets” but, as outlined in section three, each LA has demonstrated that it is possible to reduce complexity and cost. Reductions in the numbers of costly out of county and/or specialist independent placements have enabled services to invest in new provision. These improvements were all made within existing commissioning structures. They have usually therefore been local, rather than regional, strategies and mean services have responded to the challenge in different ways in each county. We discuss the scope for regional collaboration to enable the development of alternative models in section five. 



Proposals from stakeholders 



[bookmark: _Toc478534773]A small number of alternative models or approaches were put forward to improve provision:



[bookmark: _Toc478534774]increasing training and support for foster carers supporting children with challenging behaviour. Newport’s support team for foster carers[footnoteRef:33] was identified as one model which could potentially be emulated; and [33:  This includes two senior social work practitioners, two CAMHS psychologists and two experienced support staff to support their foster care or residential placements. ] 


[bookmark: _Toc478534775]developing new in-house provision, such as residential provision for  children with sexually harmful behaviour in the region as, for example, two children are currently placed in specialist provision in North Wales due to the lack of local provision.



Examples of models highlighted by the literature review  



[bookmark: _Toc478534776]The literature review of practice across the UK illustrates that there is no simple, single solution; instead alternative models focus upon a range of actions including for example:



[bookmark: _Toc478534777]improving commissioning through the development of strategic or regional provider frameworks[footnoteRef:34] and market shaping activities, such as engagement with providers[footnoteRef:35]; [34:  For example, McDonnell et al. (2013) identified that framework contracts are viewed as good practice as they provide the flexibility of spot purchasing with lower costs. They can also support sharing of information about the quality of provision, and can reduce the total number of placements required, if spread over a wider area (see also DCSF, 2007).]  [35:  McDonnell et al. (2013) also identified the importance of communication of need, based on a robust needs analysis, market shaping through strategic commissioning exercises, and engaging with providers (both in-house and independent) in order to drive improvements in efficiency and effectiveness. The partnerships and collaborations, such as regional frameworks, vary in both their specific objectives but in most, the overarching aims are to shape the market more effectively by combining purchasing power by efforts to engage providers and develop these discussions, negotiating price and overall costs and collectively attracting providers to a region where there is a shortage of supply.] 


[bookmark: _Toc478534778]enhancing the voice of children and families in decision making and commissioning through, for example, person-centred approaches and the development of structures like Children in Care Councils[footnoteRef:36]; [36:  Children in Care Councils: “play a vital role in ensuring children and young people with care experience have a say in their care and the issues that matter to them. CICCs bring together passionate and dedicated young people with those who run care services to share their experiences and ideas on how to improve the provision care in their area” (ibid.). ] 


[bookmark: _Toc478534779] improving communication with and support for families by, for example, developing key worker roles[footnoteRef:37]; and  [37:  The Cornwall Joint Agency Strategy has employed link workers to provide a contact point for the child and family (including the provision of information, signposting and emotional support), to co- ordinate the services provided, to monitor and review the care plan and to ensure its effectiveness. Their wider role includes an emphasis on proactive contacts with the family and assistance in the identification of needs and preparation for review meetings (including helping the child to communicate his or her wishes) (Halliday and Asthana, 2004). Welsh LAs, including Pembrokeshire, have also pioneered transition key working (Holtom et al., 2012).] 


[bookmark: _Toc478534780]workforce development, because the quality of care and support depends upon the effectiveness of the education, health and social care staff supporting the children and young people[footnoteRef:38] (HIW and CSSIW, 2016; Barber, 2007).  [38:  It is worth noting that while the evidence of the benefits of integration are mixed (NAO, 2017), there is strong evidence on the importance of the quality of the workforce and that improving factors like practice and team working are more powerful than changing organisational structures (HIW and CSSIW, 2016).] 




[bookmark: _Toc478534781]In effect, these alternative models are elements that should form part of regional collaboration, rather than alternative models of service delivery; for example: 



[bookmark: _Toc478534782]as section five outlines, workforce development appears to be particularly important in relation to IFA and placements for children with challenging behaviour, and could potentially be delivered through market shaping approaches like a regional provider framework; and

[bookmark: _Toc478534783]as the conclusions outline, enhancing the voice of children and families and strengthening communication with and support for families is likely to be an important part of any strategy to remodel provision. 







[bookmark: _Toc478534784]Current arrangements for commissioning services for children and young people with complex needs



[bookmark: _Toc478534785]Commissioning involves making decisions about what services are required to meet the needs of children with complex needs[footnoteRef:39] (WG, 2010). Effective commissioning typically involves a number of stages such as assessment, planning, securing and monitoring services and provision (ibid.). [39:  Commissioning also involves making decisions about the capacity, location, cost and quality of provision/services that are required and making decisions about how and who will deliver them (WG, 2010). ] 




The role of panels and multi-agency groups 



[bookmark: _Toc478534786]Children with complex needs need something “different” and this additional provision is usually agreed through formal processes in each LA and in the LHB. These typically involve a graduated response as illustrated by figure 2. A referral to a complex needs panel should be made only when all other options have been exhausted.



[bookmark: _Toc478534787]Figure 2: resource allocation 

[bookmark: _Toc478534788]



[bookmark: _Toc478534789]As a consequence, only a small number of the most complex cases go to complex needs panels. Improvements in provision outlined in section three mean that in each LA the number of children being referred to complex needs panels has fallen. As table 1 outlines, these existing arrangements have both strengths and weaknesses.

Complex needs panels in the region



Carmarthenshire



In Carmarthenshire, the Multi-Agency Complex Needs/Out of Area Resource Panel meets on a monthly basis, unless there are no cases to consider. The panel is chaired by the head of children’s services and considers children with complex needs who have complex health needs or disabilities that require intensive and/or highly specialist intervention or treatments, and also children placed out county (James, 2008). It was reported that the once very effective multi-agency working between health, education and social care, which included tri-partite funding, had weakened significantly in recent years. This was attributed primarily to changes in assessments for Continuing Health care (CHC) and pressure upon services’ budgets. 



The Strategic Planning Group focused upon service development for children with complex needs, was disbanded, as it was felt that this function would be covered by structures such as the former Mid and West Wales Heath and Social Care Collaborative (now succeeded by the RPB). However, to date the focus of regional working has been provision for adults rather than children. 



Ceredigion 



There are two groups in Ceredigion; the Complex Needs Planning Group – chaired by Social Services’ Operational Manager, and the Complex Needs Funding Panel – chaired by the Head of Social Services. The planning group focuses on securing multi-agency agreement around a child / young person’s needs, and the planning group undertakes multi-agency funding negotiations to meet the need agreed at the CN Planning Group. The groups meet on a monthly basis (Edwards, n.d.)..



The panel considers all children and young people with complex needs, including children living at home or looked after by the LA, whose needs cannot be met by one agency due to the complexity and intensity of those needs. The panel addresses cases “when there is an issue”, for example, if there is a dispute about funding or service arrangements, and for all out of county placements, or where there are significant care needs packages. Their role is to discuss and address the needs of children and young people by setting in place joint arrangements for assessment, planning and service provision for children who have complex needs and are known to all agencies (Edwards, n.d.; Holtom and Sophocleous, n.d.). As in Carmarthenshire, it was reported that the once very effective multi-agency working between health, education and social care, which included tri-partite funding, had weakened significantly in recent years.



Pembrokeshire



The Complex Needs or Children and Young People’s Continuing Care and Out of Area Placement Panel meets at least monthly. It considers applications for funding to meet the additional identified health, education and social care needs of children and young people that are unable to be met by the provision of core services alone. The panel comprises senior representatives from the LHB, education and social care, who have authority to make recommendations for funding approval (ibid.).



It is the responsibility of the panel to manage the ongoing monitoring and review of all children placed out of area, and all children in receipt of joint funded packages of care agreed at this panel. The panel also considers all requests for out of county placements, including looked after children placed with relatives, private fostering agencies, residential care or educational settings (ibid.). In contrast to Ceredigion and Carmarthenshire, it was reported that the previously weak multi-agency working between health, education and social care, which included tri-partite funding, had improved significantly in the last year. This was attributed primarily to changes in the membership of the panel. 









The strengths and weakness of exiting arrangements 



[bookmark: _Toc478534790]Table 1: the role of complex need panels and the strengths and weaknesses of existing arrangements 

		Role 

		Strengths of existing arrangements  

		Weaknesses of existing arrangements 



		Providing “flex” and “bespoke”  - (very person- centred) solutions for children and young people who do not naturally/easily fit into existing provision.

		Enables and encourages a focus upon individuals and bespoke solutions given small numbers and local knowledge of both the child and the provision.

Multi-agency case planning meetings provide a mechanism for enabling planning based upon a shared assessment of need. 

Can provide a gatekeeper function determining access to specialist service and provision. 



		Local focus can sometimes mean a parochial outlook. 

Flexibility can lead to inconsistencies in provision within and between LAs. 

Assessments may struggle to produce objective evidence of need, leading to inconsistencies in the support provided to children/ families with similar need and information presented to the panel can be too generic and/or out of date. 

It is not always clear how children’s/families’ views are considered by panels and the panel may be viewed as “distant” by families.

Focus upon individuals can undermine a strategic focus and means they tend toward “procurement” rather than true “commissioning”.

The panels can be service/provision led, with services each focusing their package and costs to meet need x, rather than discussing how can they best realise what is important to and for the child.

The need for referral through multiple panels can delay decision making. 



		Facilitating multi-agency work, including enabling effective decision making and agreement on joint funding and sharing good practice. 

		Can be one of the only forums where health, education and social care services sit together to discuss shared challenges. 

Enables information sharing and a focus upon the “whole” child. 

Enables decisions about joint funding to be made and has enabled tripartite funding in the past in Carmarthenshire and Ceredigion. Multi-agency working in Pembrokeshire is now working well. 





		Despite good operational engagement, LAs’ relationships with health services may be dependent on children’s social services providing resources to assess and meet the therapeutic needs of looked after children and care leavers. 

Pressures upon budgets and changes in the way CHC is assessed mean Carmarthenshire and Ceredigion are working less collaboratively. There are also concerns that decisions on funding cannot always be made at the meeting by health service representatives. 

Can be more about coordinating different interventions rather than making joint decisions. 

In most cases services have developed their own provision independently, and across the region it was reported that there is little sharing of practice. As one stakeholder put it: “each authority has groups of children with similar levels of need, but we don’t discuss it”.  Moreover, as one stakeholder put it, services could assume they were doing better than neighbouring authorities, which discouraged efforts to learn from them.  





		Ensuring the most efficient use of resources. 



		The number of costly out of county placements has been reduced across the region. 

Focuses attention upon the small numbers of children with the highest costs in each area. 

Panels have provided a forum in which proposals for developing new specialist provision can be considered and commissioned.

		Commissioning arrangements were reported to lack “sophistication” as one stakeholder put it, in some areas. This was attributed to the focus upon individuals and the lack of aggregated data that would enable a more strategic approach; cuts in commissioning teams as result of austerity; and the small numbers of children with complex needs and the consequent lack of experience and expertise. 

Focus upon provision within the county may mean more cost- effective solutions in neighbouring authorities are not considered.  



		Monitoring the cost-effectiveness of provision.

		Complex needs panels play an important oversight role, helping ensure individual children do not slip off services’ “radar”. 

		Monitoring can focus upon contractual matters rather than, for example, outcomes for children and young people.

Some stakeholders felt too much time in panel was taken up monitoring cases where there was no change.

There are no formal systems for aggregating the results of individual assessments or monitoring the provision and outcomes of children with complex needs as a group or population. This was illustrated by the difficulties which services encountered in providing data for this study and the earlier market position statement. It weakens planning and commissioning now and limits the scope for forecasting the needs of children with complex needs in the future.



		Enabling the development of strategic approach to meeting needs. 

		Potential to provide an overview of children with complex needs in each LA, to identify trends in need, monitor outcomes, and consider proposals for developing specialist provision.  

Often one of the only forums for looking at emerging priorities and gaps (in relation to children with complex needs).

		The strategic panel in Carmarthenshire is no longer operational and there are question marks about how effectively the panel in Ceredigion fulfils this function. 

Some stakeholders feel there is a gap between local and regional work (through, for example, the RPB) and, as noted above, panels can be insular, with little sharing of practice across the region. 

Some stakeholders felt there was a lack of strategic direction in some areas.









Sources: interviews with stakeholders and  CSSIW, 2014a, 2014b, 2014c.

[bookmark: _Toc478534791]As table 1 illustrates, this approach provides flexibility, but by being responsive on a case by case basis within each LA area, it can also serve to fragment the commissioning process. As figure 3 illustrates, stakeholders were concerned that this meant that panels did not always effectively fulfil each stage of the commissioning cycle. 



[bookmark: _Toc478534792]Figure 3: weaknesses in each stage of the commissioning cycle

Forecasting is weak and there are no formal systems for aggregating the results of individual assessments or monitoring the provision and outcomes of children with complex needs as a group or population. This weakens planning and commissioning for future needs.







Can be too focused upon individuals; too reactive; with only a  narrow range of options considered.  





Typically focused upon individual cases and limited exchange of practice across the region, so opportunities to benchmark provision or identify systemic strengths and weaknesses can be missed.







Can be too focused upon individuals; contracting and monitoring can be too focused upon activities and compliance with the contract, rather than outcomes. 













Strengthening commissioning  



[bookmark: _Toc478534793]These weaknesses are well understood and across the region a number of steps have been taken to address them; for example:



[bookmark: _Toc478534794]Ceredigion, Carmarthenshire and Pembrokeshire  each developed a two-tier complex need structure, with separate groups focused upon making decisions about individual cases and strategic planning. However, the strategic planning group in Carmarthenshire is currently not operating;

[bookmark: _Toc478534795]Because tripartite funding arrangements have broken down[footnoteRef:40], Ceredigion is exploring a pooled funding model, in which the final decision around complex needs would be made by an “objective” senior director (rather than all three services arguing their case); [40:  There was a tripartite practice in which the funding of services for children with complex needs was met equally by the three main partners (health, education, and social care). This ended recently, and each agency now focuses on negotiating the cost of their element of the overall package. This is believed to be undermining multi-agency working. ] 


[bookmark: _Toc478534796]Carmarthenshire has established a Complex Needs coordinator post to support the panel, by helping identify specialist provision and placements and ensure that it meets the requirements identified by the panel; 

[bookmark: _Toc478534797]Carmarthenshire and Ceredigion are members of 4Cs. However, it was reported that this was rarely used because so few young people were placed out of county, given the development of in-house and in-county provision; and

[bookmark: _Toc478534798]Hywel Dda has developed a CHC provider framework[footnoteRef:41] to improve engagement with the market[footnoteRef:42]. [41:  The pre-service contract for the provision of continuing care services for children and young people.]  [42:  There are currently four providers on the framework. If the health service has a need they cannot meet, they go to all four providers to identify if they have capacity to deliver, and if they do not, identify  what they would require to meet the specification.] 


 

[bookmark: _Toc478534799]Despite this, stakeholders in Carmarthenshire CC, Hywel Dda UHB and, to lesser degrees, Ceredigion CC and Pembrokeshire CC agreed that there was scope to further improve commissioning (including provision). In response, three main proposals, which this study focuses upon, were put forward: 



· [bookmark: _Toc478534800]developing a regional complex needs panel;

· [bookmark: _Toc478534801]developing regional provision; and/or

· [bookmark: _Toc478534802]developing a regional commissioning framework. 









[bookmark: _Toc478534803]The study found no appetite, amongst stakeholders interviewed for the study, to integrate services’ internal processes, such as inclusion panels or package advisory meetings at a regional level – and no apparent need to do so. This option is therefore not discussed further. 



[bookmark: _Toc478534804]Options and opportunities for developing a regional commissioning framework for children and young people with complex needs  



The feasibility of developing regional provision



[bookmark: _Toc478534805]Stakeholders interviewed for the study were divided on the benefits of developing regional provision. Stakeholders from Carmarthenshire CC and Hywel Dda UHB were most enthusiastic about the idea of developing regional provision, citing potential economies of scale and the ability to create the “critical mass” needed to make it viable to develop specialist provision; Ceredigion CC was open to the idea but would need to be persuaded of the case; whilst Pembrokeshire was the least enthusiastic. As interviewees from Pembrokeshire put it: “we want more local provision” rather than a regional resource in another LA area. 



[bookmark: _Toc478534806]The views of stakeholders appeared to reflect, in part, how satisfied they were with existing provision; for example, Carmarthenshire was concerned about the sustainability of existing provision such as Garreglwyd, and saw regional provision as one way to secure this. In contrast, Pembrokeshire had recently reinvigorated its provision[footnoteRef:43], reducing the numbers of costly out of county placements, and saw less need for developing regional provision.  [43:  For example, it has refreshed its special school provision including the three Infants, five Junior and two Secondary Learning Resource Centres for pupils with complex learning needs, Portfield School and the Pembrokeshire Learning Centre (PRU), so that it can provide short term assessments and intense intervention and support for children and young people with acute behavioural, emotional and social difficulties and aims to re-integrate young people back into school (Pembrokeshire CC, n.d).] 




[bookmark: _Toc478534807]Nevertheless, given the gaps and weakness in provision outlined in section three, stakeholders from Carmarthenshire, Ceredigion and Pembrokeshire CCs and Hywel Dda UHB were all interested in exploring the possibility of developing regional provision for specific groups, for example, residential provision for children with inappropriate sexual behaviour, in the case of Pembrokeshire, a regional autism resource (like Garreglwyd) in the case of Carmarthenshire and a residential respite facility in the case of Ceredigion. 



[bookmark: _Toc478534808]The feasibility of establishing regional provision was unclear. Some potential barriers were raised by stakeholders, including:  



· [bookmark: _Toc478534809]questions about how regional provision would be managed, funded and located; how economies of scale would be realised, how regional provision (in one LA) would be reconciled with the objective of provision as close to home as possible and how it would be monitored, and how individual services’ legal responsibilities in relation to children would be satisfied;

· [bookmark: _Toc478534810]the difficulties of integrating existing provision (particularly as different provision has developed in each county)[footnoteRef:44]; [44:  Integration of a new service, where this is a “clean sheet” is often easier (IPC, 2016a).] 


· [bookmark: _Toc478534811]potential difficulties “selling” the idea of regional provision to families, particularly if it meant decommissioning more local provision; 

· [bookmark: _Toc478534812]the currently small numbers of children accessing expensive out of county provision, which has weakened the case for and pressure to develop new regional provision;

· [bookmark: _Toc478534813]concerns that, once established, there could be pressure to sustain regional provision (e.g. to place children there, instead of in cheaper alternatives); and

· [bookmark: _Toc478534814]pressure upon budgets and a reluctance to commit to decommissioning existing local provision in order to fund new regional provision. 



[bookmark: _Toc478534815]The study also suggests that, given the pressure upon services, as one stakeholder put it: “local government is about delivery of local services and it would be difficult to prioritise regional work when everything is so stretched”; a lack of consistent commitment at a senior level across the region; a lack of trust (or faith) in the quality of partners’ provision; and differing priorities and cultures - a wide range of barriers which could impede the development of regional provision. This does not mean that regional provision should not or cannot be developed, but it suggests that caution is merited, given the potential challenges, and that a small project, focused upon developing a new resource (rather than trying to adapt existing resources[footnoteRef:45]) would be the most viable option.  [45:  There is, for example, evidence that it is often easier to develop new resources, rather than adapt existing services (IPC, 2016a; Holtom & Sophocleous, n.d). ] 




The feasibility of developing a regional complex needs panel 



[bookmark: _Toc478534816]Stakeholders interviewed for the study were divided on the benefits of developing a regional complex needs panel. Stakeholders from Carmarthenshire CC and Hywel Dda UHB were most enthusiastic about the idea, citing the potential for a regional panel to improve commissioning by enabling a move from the current, often reactive, approach focused upon individuals, with provision in each county (outlined in section three), to a more strategic regional approach to commissioning and provision. In effect, the strategic planning function of a complex needs panel, which was felt to be weak, would be “regionalised”, while decisions about individual children would continue to be made by local panels. It was argued that this could enable regional provision to be developed where appropriate, and that a regional panel could decide who accessed that provision. It was also felt that it could encourage sharing of practice and expertise across the region. Ceredigion CC was open to the idea but would need to be persuaded of the case and Pembrokeshire was the least enthusiastic. 



[bookmark: _Toc478534817]The views of stakeholders appeared to reflect, in part, how satisfied they were with existing complex needs panels; for example, there was a feeling in Carmarthenshire that the current panel structure no longer fulfilled its strategic function effectively and may not be viable, given the small numbers of children referred to the panel. Stakeholders in Ceredigion were open-minded. They could see the potential for regional commissioning to help plug gaps in provision and generate economies of scale, but were also concerned about the loss of local knowledge, if a regional panel was established. Pembrokeshire, which has recently reinvigorated its panel and successfully reduced the number of expensive packages, had little interest in moving to a regional structure.  



[bookmark: _Toc478534818]The feasibility of establishing a regional panel was unclear: for example, in addition to requiring the support of all partners (which appeared to be lacking) a range of potential barriers was raised by stakeholders, including a lack of clarity about:



[bookmark: _Toc478534819]how the individual responsibilities of services could be met through a regional structure and if and how decisions about packages for individual children would be made at a regional level;

[bookmark: _Toc478534820]its membership (i.e. who would sit on the panel - assuming that it did not simply amalgamate the existing members of local panels); and

[bookmark: _Toc478534821]how or why decisions made by a regional panel about packages for individual children would differ to those made by existing complex needs panels, unless the establishment of a regional panel led to the development of regional commissioning and/or provision.



[bookmark: _Toc478534822]There were also concerns that a move to a regional panel would not of itself resolve problems, such as the limits on what health will fund, given the CHC guidance; that it could simply create another layer of bureaucracy; and that a regional panel could feel even more distant from families. 



The feasibility of regional commissioning 



[bookmark: _Toc478534823]Regional commissioning was the area where there was the most interest and agreement amongst stakeholders, although different models and approaches were put forward[footnoteRef:46]. Some stakeholders in Carmarthenshire CC and Hywel Dda UHB and, to a lesser degree, Ceredigion CC:  [46:  The three options were not mutually exclusive, and could complement each other.  ] 




[bookmark: _Toc478534824]were interested in a regional commissioning body as an alternative to a regional panel. It was suggested that this body could gather data on need, provision and outcomes across the region and share practice, and potentially commission services/provision on behalf of LAs and the LHB, following decisions by complex needs panels. It was also suggested that a body like this could also consider proposals for setting up new regional provision. This would mean shifting from a local authority to a regional analysis of need and provision, strengthening “intelligence” (e.g. forward planning and monitoring and evaluation) and could enable the development of regional strategies for some groups of children with complex needs, such as young people with severe autism; and/or 

[bookmark: _Toc478534825]were interested in developing a regional provider framework(s) to strengthen market shaping and engagement. It was suggested this could include reviewing existing provision, agreeing prices and standards across the region, providing training, and enabling resources to support service development to be shared, and improving governance (including monitoring of outcomes).



The feasibility of developing a regional commissioning body



[bookmark: _Toc478534828]The feasibility of developing a regional commissioning body was unclear. This reflected the division amongst stakeholders on its merits, concerns about creating another layer of bureaucracy, the risk of duplication with existing structures (such as the RPB and its work streams) and the pressures upon services, leading to uncertainty as to whether the commitment and resources needed to establish a regional commissioning body would be present. Nevertheless, it is worth considering, as these barriers could be overcome and risks minimised if there was sufficient support from senior leaders across the region for this option.  






The case for and feasibility of establishing a regional provider framework 



[bookmark: _Toc478534827][bookmark: _Toc478534826][bookmark: _Toc478534830]Stakeholders highlighted that, at present, engagement with and use of providers is fragmented across the region and services. This reduces commissioners’ “leverage” (their potential to influence and shape provision); makes it harder to attract new providers to the region (where there are shortages); means information about the quality of providers is not routinely shared; means opportunities to share resources such as training and support for providers is missed; may be leading to differences in costs for the same/similar services; and may increase costs for providers who need to manage different contractual arrangements (IPC, 2016a; McDonnell et al., 2013). 



There appears to be a strong case for “market shaping” in some areas. This could aim to incentivise the market to respond to current weaknesses for respite provision for children with complex health needs, and placements and IFA provision for children with challenging behaviour (outlined in section three).  Market shaping activities, through the development of a regional commissioning framework, could include identifying and working with key providers, exploring how their models could be developed, how long this would take and what would be required, and providing support and training. It could also explore the potential to attract new providers to the market. This would require better market intelligence on both provision and demand. Other key factors are highlighted in the boxed text below. 



		Factors likely to aid success in developing regional commissioning



· “a clear agreed focus for commissioning and agreement that there is the potential for greater impact through a joint approach”;

· “clear leadership commitment to managing projects on a joint basis and committing staff resources to these projects”;

· “specific leadership commitment on the type of commissioning approach to be taken by each project including the use of resources”;

· “careful and specific project specification;

· “shared work plans between partners to promote good communications and help identify joint project opportunities”;

· “regular cycle of monitoring and review” (IPC, 2016a, p.7).









[bookmark: _Toc478534829]A regional provider framework could also potentially include both independent and in-house provision (such as Garreglwyd and Portfields), enabling and encouraging their use as regional resources, with LAs “buying” provision from each other through a regional framework, without requiring commitment from all stakeholders to fund and manage them as regional provision (discussed below). This could maximize and optimise the use of existing local resources and help address fears about the sustainability of existing specialist provision. 



The feasibility of establishing regional commissioning framework appears to be promising. It secured interest and support from many stakeholders from across the region – although not all – and represents a softer form of integration, with fewer practical barriers (making it easier to develop) (IPC, 2016a). It could potentially be developed through the RPB (probably under the integrated commissioning priority), drawing upon the ICF. Stakeholders pointed to existing models, such as the CHC provider framework, that could serve as a template. 



[bookmark: _Toc478534831]Nevertheless, Carmarthenshire’s and Ceredigion’s  experiences of 4Cs[footnoteRef:47], which is focused upon market shaping, have not been uniformly positive (Holtom and Sophocleous, n.d.) and if the focus was, for example, upon residential placements, there would be a risk of duplication with 4Cs role.  [47:  Carmarthenshire and Ceredigion are members (Pembrokeshire is currently not a member).] 




[bookmark: _Toc478534832]Conclusions 



The feasibility of regional commissioning and provision



[bookmark: _Toc478534833]Important improvements have been made to provision, reducing the numbers of children in very costly provision and improving outcomes for children with complex needs.  Nevertheless, there are concerns across the region about the cost, location (particularly out of county provision) and effectiveness of some types of provision for children with complex needs, such as respite care for children with complex health needs, and residential and IFA placements for children with challenging behaviour. There were also concerns raised about the sustainability of existing specialist provision. Stakeholders felt that regional collaboration around commissioning could help address this, although they differed in their vision and in particular, in the scope of regional work they were interested in developing. 



[bookmark: _Toc478534834]It is unlikely to be easy to develop regional collaboration. Services face the pressure of rising demand (including rising expectations) and austerity, meaning the resources, such as time, leadership and money, needed to develop new services are scarce. This pressure may be a spur to innovation, but can also make services more risk adverse.[footnoteRef:48] At a regional level, the focus to date of the RPB has been upon adult services. There are also differences in culture and priority and no common vision yet - stakeholders did not agree on a single model - although there was considerable support for developing some type of regional commissioning framework.  [48:  For example as one stakeholder put it, “we need to know how it will save money, before we can commit to it”.] 




A regional commissioning framework could focus upon specialist respite care for children with complex medical/health needs and specialist residential/IFA placements for children with challenging behaviour. This is the most feasible option, because as well as having the broadest support, it fits key criteria for deciding when regional collaboration is appropriate; for example, in relation to these two groups of children:



some services and providers work across the region;

services have similar commissioning interests and goals;

there is a shortage of provision and a need to attract or develop new provision in the region; and

there is a need to maximise efficiencies (IPC, 2016b). 



[bookmark: _Toc478534835]Developing a regional provider framework that included in-house specialist educational and residential provision could also enable and encourage their use as regional resources. Neighbouring authorities could choose when they wanted to “buy into” the provision without requiring their reconfiguration as jointly commissioned regional provision. This could help address concerns about the long term sustainability of existing specialist provision. 



[bookmark: _Toc478534836]Developing a regional commissioning framework would represent a small incremental step, and is therefore probably more achievable than more ambitious models. It could also provide a foundation for more work in the future, such as the development of regional provision focused, for example, upon children with sexually harmful behaviour and/or a regional commissioning body or coordinator. But to succeed, it would require commitment of time, money and strong leadership. Evidence from other studies also suggests the importance of reaching out to and engaging with families in discussions about remodelling services (HIW and CSSIW, 2016). 



Alterative models and actions 



[bookmark: _Toc478534837]A regional commissioning framework would not of itself address all the challenges highlighted by this study and achieve the objectives of: improving the life chances of children and young people with complex needs; promoting best practice; maximizing the use of resources; and ensuring that the quality, effectiveness and efficiency of any provision is maintained and developed (Carmarthenshire CC, n.d.). Other complementary actions to support these objectives could include: 



reviewing the terms of reference, membership and operation of complex needs panels, particularly in Carmarthenshire, where stakeholders raised concerns about the effectiveness and viability of the current panel; 

collecting aggregated data, on for example an annual basis, of the needs, provision, costs and outcomes for children seen by complex need panels, and then reviewing this data (e.g. annually) to identify key trends and implications for commissioning. This could also potentially be shared and discussed at a regional level;

developing mechanisms for sharing practice across the region and beyond, in relation to, for example, how the mental health needs of children are best provided for. Sharing practice is likely to be particularly important where the numbers of children with a particular need in any one area are small, making it harder to identify what is and is not working; and

reviewing the effectiveness of, and investment in, preventive and targeted services that can help to stop needs escalating and increasing in complexity and cost. 



Supporting families should be a key part of strategies to minimise complexity and costs, as families have important interests in their own right, and because costs and complexity can escalate massively, when families can no longer cope or lose trust in the provision made for their child.[footnoteRef:49]  Educational provision also has a key role, as failures to provide adequate education locally are bad for the child and family and can result in very costly alternative provision, such as independent special school placements.  This type of systems-wide analysis is crucial because the decisions of one service can impact upon other services’ ability to meet need, their costs and ultimately outcomes (IPC, 2016a; Kings Fund, 2015).  [49:  A break down in trust, may for example, lead to an appeal to the Special Educational Needs Tribunal for Wales (SENTW), and may lead to more expensive specialist independent provision being required. ] 
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Care Case Study

		COMPLETED BY AND FOR WHICH SERVICE:

		Ros Brown Social Worker

Community Team Learning Disability (Accommodation & Efficiency Project)



		1. ABOUT THE PERSON

		Help Notes



		L is 25 years of age and lives in supported living bungalow that has been specially adapted to meet needs, through welsh independent grant monies. L has her own tenancy and is supported by 2-1 staff 24 hours a day. 

L has a diagnosis of severe learning disability, with ADHD (Attention Deficit, Hyperactive Disorder), Type 2 Diabetes and Epilepsy

L has a supportive family, father, grandparents and sisters live locally. Mother lives in South of England and visits frequently, with contact via telephone and face time.

		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life






		L has been known to the service since early childhood, where she has been supported through various Children Services and then transferred through Transitions to Adults.

From 2011, L had been in a placement at a Residential College near Cardiff. This initially was for a period of respite only till a suitable place was found and decisions made about her future care and support. Unfortunately this placement went on longer than expected.

Prior to residential college, L had previously tried a number of residential placements in Pembrokeshire, all of which failed due to not being able to provide the level of care, support and safety that she required.  Family were unable to care for L in their own home. This broke down prior to the residential placement 

L has a number of behaviours that can challenge staff and others, and that pose a number of high risks to herself and others.

Intensive work took place from a range of Health and Social Care Staff over a 2 year period within Learning Disability Services where consideration was given to a number of suitable accommodations, given L complex needs and poor quality of life in the residential college. 


From information documented at the college around L care and welfare and number of incidents reported including self harm and observations from various professional individuals including Psychologist, and feedback from family, it appeared that L was not happy in this environment and this was impacting on her physical and mental health. It was felt L had emotional needs that were not met. L was segregated socially and at recreational periods her time was mostly spent with herself and staff, in a secure environment



		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		From intensive work by Social Care, Health and Housing staff, a suitable alternative care and support package was put together, with L family being fully involved. 

L was to transfer back to Pembrokeshire and take up her tenancy in a supported living property.


Following a 12 month transition plan, where the service provider involved undertook specialist training around Positive Behavior Management, and a range of training initiatives all to enable them to work effectively with L complex care needs. Training was provided by a range of health professionals in Learning Disability Services.


The new provider staff team also spent time caring and supporting L at the college, working with staff who had known her for 5 years, learning and sharing experience and skills, to enable them to work, support and engage with L on her transition back to her new home in Pembrokeshire, and to leave the residential environment.

		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?






		The transition went smoothly, L left the residential college with her new staff support team and made the journey back to Pembrokeshire. There were no identified issues and behaviors identified that could have caused anxiety for L which could have resulted in a number of risks and self harm as predicted.

L immediately reacted positively to her new home. Staff and family felt the immediate homely surroundings had an impact on L, where she appeared to have some understanding that this was now her new home.

Over the initial few months, L physical heath improved, she lost some weight, which improved her mobility and exercise. Her hair and skin texture improved, and she demonstrated less self harm, where she would bite and injure herself.

Her diet and nutrition improved, taking a normal diet instead of soft diet. 

With regards to her healthy eating plan, L became involved in some small food task, when her anxieties and behaviours around food allowed her to undertake with staff support.


L now had access to her own motobility vehicle, so is able to access the community, with no limitations on timescales and other residents requiring use of transport.


Visiting family locally, able to participate in family gatherings, celebrations with staff support.


Visiting and accessing a number of community resources, local swimming pool, local walks and beach, local pub for a meal with family.

Visiting a large local supermarket store, to buy personal items and items of food. Previously this would not have possible due to L challenges and behaviour in public places


Attending Provider Service, residential unit, to participate in other activities, with other service users, music, craft, sensory activities.

All the above have impacted and improved L quality of life and well-being.



		



		5.  QUOTES/FEEDBACK

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?






		Unable to provide from the Service User due to lack of capacity and very little communication. L only has a few odd words able to speak or point to i.e. pop party means music, mummy, etc.

Staff working with L and developing relationships have been able to identify by her behaviours, mannerisms and improved health in all areas, general well-being and the physical changes that this designed, bespoke care and support package has had a positive impact on L.

Observations from a range of health and social care professionals still involved with L see how L has developed her relationship with the staff. She appears to relate to individual members and demonstrate different traits. L had developed no relationships with previous residential staff.


Quotes from family are:-

Mother- Confident with the provider and staff team, caring for daughter in her best interest. Daughter now safe, her life more normal, with some independence for the future. Now wants to visit L in her own home, anxiety at visits to residential college


Calls L new home “ Her Forever home”


Father- Can visit L at any time, more involved, enjoyed seeing Daughter in homely surrounds, which includes all her personal items undertaken improvements around her home, now feels able to contribute to L support.


Enjoyed family time in his own Home, with L being part of these gatherings, ie Sunday lunch, Birthdays, Christmas

Sister- feels L grown over last few months, learning and seeking new opportunities, hopes to see this continue with new opportunities for her to engage in, Enjoys spending more time with sister and family
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ICF Case Studies

LD Website Development – Information and Assistance

As part of the development of the Pembrokeshire Learning Disability Strategy, a group of 4 young adults with learning disability have been writing and developing web pages of information.  Three of these young people have been employed using a Supported Employment concept to do this work:   one is currently still at school and has used the experience as part of their coursework.

The information, designed specifically for people with a learning disability, aims to bring together information into one place in a format that is accessible.  Links to other website will provide additional information for parents, carers and support staff. 

The website will be part of the “Accessible Pembrokeshire” website that is to be launched on 18th May 2017 at the “Big Access Talk”.   It was decided to link the work of the LD web develop team with that of Accessible Pembrokeshire as there was some duplication of information and it was felt to be more advantageous to make all the information learning disability friendly.   The development has been supported by the Accessible Pembrokeshire website designer.

The focus has been on information relating towards

· Community Engagement including access to community resources, safety support and volunteering

· Training – details of services that support and are accessible to people with learning disabilities

· Employment – details of support available from DWP, organisations that support employment and provide work experience.

Information on the website will be available in English (full version and easy read), Welsh and will be instantly translated in a symbol language.  



Assistive Technology

Alongside the development of the web site, the team have tested and included a number of assistive technology solutions.     These have included speech, sight and hearing software, software to identify whether the website will be accessible to people who are colour blind or have dyslexia and physical solutions such as large key keyboards, various styles of mouse and various styles of access equipment.  

Having looked at various websites the team were keen to look at the use of a instant translation service into Macaton symbols.   The team are now testing the software and hope to have it integrated by the launch in May.    At the Big Access Talk, the team will demonstrate some of the equipment they have tested and will include reviews and ratings on the website.

A range of equipment is now available for people to test out.   
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Feedback from parents/carers, children and young people and staff regarding the ICF grant funded refurbishment / assistive technologies project at Holly House.

“I really like the kitchen because it goes up and down and I can help wash up” (Child) – comment about rise and fall height adjustable work surface containing sink.

“Stunning revamp.  “X” loves Holly House.  It is all looking lovely.  The new kitchen is looking fab. (Parent) 

“I like Holly House!” (Child) 

The refurb is really lovely.  We’re looking forward to trying out some of the equipment and hopefully it can be provided for us at home too” (Parent) 

“Lovely re-vamp of Holly House.  Great to have hoists and new bathrooms / sensory room.  All great for our girls to enjoy their visits – they always do!” (Parent) 

“I like the space under the kitchen worktops – it enables us to do more cooking / food prep with the young people” (Staff member at Holly House) 

“The new ceiling track/ hoist have enabled young people to access areas of the building which were not accessible before” (Staff member at Holly House) 

“Holly House is looking amazing.  What an awesome sensory room (wouldn’t mind one at home).  Kitchen is brilliant too”. (Parent) 

“I love the bathrooms. It's much more modern and inviting". (Parent).
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Background

[bookmark: _Toc529441627][bookmark: _Toc529441687]Since 2005, the British Red Cross have delivered a home from hospital service in Carmarthenshire in July 2015 the contract was reviewed and the service redesigned.   



The service facilitates early transfer of care from hospital by providing the service user with practical support for a time limited period.  The support is delivered immediately post transfer of care – to ease transition from hospital to home and to support the local hospitals with service user flow out of hospital in a timely, safe and effective manner and reducing the risk of readmission within 30 days.



In February the service was able to enhance its offer and commenced delivery of a 7 day provision.









The current contract value of the service is;

Hywel Ddda University Health Board                                           £86,213.58

Carmarthenshire County Council                                                 £24,000.00

Intermediate care Fund (Dec – March 31st)                                 £18,500.00      

TOTAL FUNDING                                                                      £128,713.58

[bookmark: _Toc529441628][bookmark: _Toc529441688]

Aims and Objectives



The service facilitates early transfer of care from hospital by providing the service user with practical support for a limited period.  The support is delivered immediately post transfer of care – to ease transition from hospital to home and to support the local hospitals with service user flow out of hospital in a timely, safe and effective manner and reducing the risk of readmission within 30 days.  



· To assist in supporting early transfer of care from hospital.

· To ensure the service user is supported home from hospital.

· To implement service recommendations from the hospital as per the support plan, which may include meeting the needs of service users, or sign-posting/referring to other appropriate services if required.

· To support the service user to assume control of his/her life.

· The service will provide time-limited support, up to 4 weeks.

· To continually challenge the way the service is delivered and to promote good practice.





  Support provided includes;



Personal Care:

· Assisting the service user to dress/undress

· Assist the service users with washing

· Assist the service user with washing and drying hair and shaving

· Assist the service user by being p[resent for confidence with regards to bathing and/or showering, but no moving and handling – the service user must be physically able to get in and out of the bath unaided, but assistance with washing and drying, as detailed above

· Assistance with the changing of embolic stockings

· Assistance with prompting of prescribed medication, the application of prescribed ointment’s    creams and eye drops, as instructed by the health care professional, such as a district nurse

· Emptying catheters

· Meal preparation

Other tasks, but identified in the care plan;

· Cleaning and house care

· Practical and social support

· Medication prompting

· Health related support

· Monitoring of changing needs

 

Staffing Structure

The management structure for the service is as follows;

The service is registered as a domiciliary provider and therefore is regulated by the Care and Social Services inspectorate for Wales (CSSIW) as part of the regulations the Registered Manager of the service is Lisa Davies (FTE) -Team leader and a Responsible Individual Annie Fazackarley (FTE) – Independent living Operations Manager (ILOM).  The service also increased its staffing to increase its capacity to deliver a 7 day service, a 0.5FTE Deputy Team leader was appointed in December 16, and x2 22.5hr posts increased to 35hrs..

 The overall operational management of the service is the responsibility of the Independent Living Service Manager (ILSM), see organogram;





Staff Organogram

Annie Fazackarley – RM & ILOM (FT)



 





Helen Hunt – ILSM (28hrs)







Lisa Davies – RM & Team leader (FT)







Senior health Care support Workers x 2 (22.5hrs)

X2 (35hr)

Lesley Davies – Deputy Team Leader (FT)









During April through to September 16,  

x 4 senior health care support workers

x1 bank staff

October, 16 – January 17,

x 4 senior health care support workers

February to March 17,

4 x senior health care support staff

2 x agency staff

1 x bank









 



Service Activity

Total service users = 293 

Gender breakdown



The pie chart above shows that 29% of males and 71% of females where supported.





Age breakdown



The pie chart above shows that 52% of our service users where in the age bracket of 60-85yrs, 52% and 36% of the service users where 86 years and above.



Breakdown of tasks



The pie chart shows the breakdown of personal tasks delivered, of which 43% of service users required assisting with personal care, 9% required supervision with personal care, and 10% required assistance with changing of embolic stockings and leg care.

In terms of nutritional support, 20% required assistance with meals and 7% requiring supervision with this task.  

In terms of support with medication 8% required prompting with medication and 15 of service users required support with eye drops.   

Number of visits;

· Service users that required one visit a day = 117

· Service users that required x2 visits a day = 35

· Service users that required x3 visits a day = 10

· Service users that required 7 days support 10

· Service users that required 2 carers = 4

· Total visit required after 4pm = 30

· Total calls required after 5pm = 6

· Total calls required after 6pm = 0

· Total number of service users that received support whilst awaiting a package of care = 65.

· Service users that received more than 4 weeks of support = 75

· The longest period of support required was 280 days, due to a delays in a package of care availability

· The service supported 12 service users with 60+ days of support.

During the twelve months 21 service users were readmitted, of those 16 received our service twice in the twelve months and 1 service user received our support three times.  



Breakdown of the geography of the support needs delivered in Carmarthenshire

 

34% of service users supported lived in Carmarthen, 33% Llanelli and 33% in Ammanford.



· Total number of visits delivered = 4,667

· Total of direct support hours = 2,545

· Total number of telephone calls = 659

· Total travel time = 1,358

· Total mileage = 50,096

The average support package per service user was 15.9 visits and the average length of the visit was 1.8hrs.

 

Referral Pathway

Throughout the year the service received 381 referrals.  The service identified that 99 of the referrals received were inappropriate due to;

· Outside of the County of Carmarthenshire = 7 

· Outside the support criteria = 20

· Support already in place = 17

· Support no longer required = 26

· Change of circumstances = 9

· Deceased = 4

· Service user declined support = 16



Source of Referrals







Breakdown of referrals received every month



The service received 381referrals, off those 29 were identified as preventing an admission.



Onward referrals









Evaluation and Monitoring



BRC has a Quality Team that works across UK Services to support organisational improvement through quality assurance, outcomes-focussed development and maintaining the continued delivery of our statutory and regulatory duties. This team offers support and advice to operational teams as well as acting in strategic and implementation roles to help deliver improvements required by our customers, commissioners, strategic leaders, staff, volunteers and the people we support.



We operate ‘Quality Management and Regulatory Compliance in the UK Services’ policies. These outline our commitment to the provision of high-quality, safe and effective services in the UK and gives an overview of the organisations’ approach to:



· Setting quality standards

· Delivering person-centred services

· Service user participation

· Measuring service user outcomes

· Monitoring service user experience; Exit Survey (including complaints and compliments)

· Comprehensive Recruitment Procedures ensuring staff and volunteer competency

· Developing procedures and guidance

· Leadership

· Management of equipment, medication and record-keeping

· Learning from events

· Audit and assurance

· Complying with Care standards regulations and annual CSSIW inspections to monitor our compliance



As part of our quality assurance systems, we operate a Quality Standards Framework (QSF) against which all services are annually audited. The QSF Framework helps to ensure that our services are delivered to universally accepted standards and in accordance with contractual expectations. The standards are:



· Referral, Assessment and Support Planning

· Security, Health and Safety

· Safeguarding of children, young people and adults at risk of harm or abuse

· Fair access, diversity and inclusion

· Involving and empowering the people who use our services

· Privacy and confidentiality

· Rights and responsibilities

· Service description

· Introduction of new national-level policy and practice 



The following methods of quality information capture will also be implemented:



· Comments, compliments and complaints procedures 

· Monitoring of accidents, incidents and near misses 

· Whistle blowing policy

· User feedback forms (Provided to all service users) 

· Regular staff supervision and annual appraisal





Service Impact



· Quality standards Framework

In October/November 2016 the service conducted a quality assurance self – assessment, Quality Standards Framework (QSF) only one action was identified from the findings of the self – assessment, ensure all staff have a training plan in place (During supervisions and annual appraisals training is identified but actual training plans was not devised).  The management have now completed training plans for the staff. 

· Care and Social service Inspectorate  Inspection Report

The service had an unannounced inspection on the 16th June, 16 with no recommendations.



· Exit Surveys

To gather service user feedback 228 exit surveys were sent to ceased service users and of those 120 were returned. The analysis from the 120 returned is;

From the question asked;

Q1. How likely are you to recommend our service to friends and family if they need similar care or support?

Responses;

82% of service users would be extremely likely to recommend

16% of service users would be likely to recommend

2% of service users would neither 

 Q2. How easy did you find contacting the service?

Responses;

62% of service users strongly agreed that they found it easy to contact the service

27% of service users greed that they found the is easy to contact the service

11% of service users neither agreed or disagreed that the service was easy to contact (some did not need to contact the service during their support)

Q3 Were you listened to?

Responses:

66% of service users strongly agreed 

27% of service users agreed 

4% of service users neither agreed nor disagreed 



Q4 I was involved in making decisions about my support?

Responses;

80% of service users strongly agreed

20% agreed



Q5 I was treated with dignity and respect?

74% of service users strongly agreed

22% of service users agreed

4% neither agreed nor disagreed



Q6 Was the information you were given easy to understand?

Responses;

75% of service users strongly agreed

22% of service users agreed

3% of service users neither agreed nor disagreed



Q7 Were you happy with the way in which this information was discussed with you?

Responses;

76% of services strongly agreed

21% of service users agreed

3% neither agreed nor disagreed



Q8 Was the information you received was relevant to your needs? 

Responses;

67% of service users strongly agreed

27% of service users agreed

4% of service neither agreed nor disagreed

2% of service users disagreed



· Complaints reported to the service = 0

· Compliments reported about the service = 98



· Comments from service users:



“I am writing to thank you for your wonderful service, changing white stockings after I had a hip replacement and would have been unable to cope with the stockings on my own.  They were pleasant, helpful and always on time”.

“An appreciation of the kindness shown to me during my battle with my fractured shoulder, you showed me great professionalism and expertise in your work, and last but not least with great amount of compassion and tenderness, along with the whole team, I was treated like a queen! ”.

“I didn’t have a lot of confidence in myself to get on with things and the support workers were very supportive of me coming out of hospital, they helped me a lot”.

“Personally I’d like to thank you for your caring kindness after my hip operation.  Long may the Red Cross perform wonders!  Not only locally but all over the world.”  

“ I would like to thank you all for the looking after me, and all the help you provided since I came out of hospital.  You looked after me, I could not have asked for more”.

“My mother came out of hospital some weeks ago, and was supported by one of your services that covers until re-ablement team can take over.  The support worker was marvellous, she helped my mother and my Mother could not speak highly enough of her.  Dioch yn fawr iawn” 

· Comments from health care Professionals:

“Thank you for the tremendous effort which you have put in to ensure this gentleman does not bounce back into A & E, this has been quite a complex case that required excellent partnership working.  The outcome is a successful one thanks to everyone’s involvement”.  Karen Gardiner – TOCALS, Social Worker.



“I just wanted to thank you and your staff for supporting CW, I’m sorry you had to double up, this was unexpected.  Thanks for all your hard work”.  Caroline Dimond, Social Worker

“Thanks for your help Lisa – the service you offer is so vitally important to relive the stress that vulnerable people are living with”.  Sarah Russell – Saw, Macmillan Cancer Support Information and Support Co-ordinator.





Staff Development



X 7 staff completed manual handling

X 4 staff completed grief and loss

X 3 staff completed fluid and nutrition

X 4 staff completed Alcohol Awareness

X 1 staff completed Suicide Awareness

X 1 staff completed Welsh language for carers

X 2 staff completed Safeguarding Awareness

X 1 staff completed Dementia Awareness 

 

  Total training hours  =  236



 Service Development



· The operationally hours of the service were reviewed with the commissioning and contracts team to determine if the operationally hours of service delivery could be extended to provide a 7 day enhanced service.   The 7 day enhancement of the service commenced in February, 2017.  This is currently resourced by existing support staff increasing hours, the addition of a part time deputy team leader, bank staff and employing agency.   

· The organisation has implemented a couple of IT systems to improve data capture; Datix, which ensures a robust, accurate and up to date recording of incidents, accidents and near misses as well as safeguarding concerns.   

· The organisation has also implemented an IT information collation tool, known as beneficiary relationship management (BRM), which is used to record service activity.
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Patient Story

58 year old gentleman admitted with complex unresolved pain.  Whilst in hospital was diagnosed with inoperable glyoblastoma resulting in significant cognitive impairment and challenging behaviour

It became apparent that Mr X had made an advanced directive clearly indicating his whish to go home to die.  However Mrs X was extremely anxious and concerned about Mr X ‘s challenging behaviour.

An extensive POC was designed according to both Mr X and his families needs; this allowed Mrs X to feel more confident and supported to provide the high-level of care needed to meet her husbands’ needs.  It would not have been possible to support this discharge without this.

The discharge was facilitated and Mr X died peacefully at home supported by his family and the community teams .
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1. [bookmark: _Toc479333013]Executive Summary

The Llanelli Wellness and Life Science Project aims to integrate business development, education, wellness initiatives, research and development and healthcare to deliver transformational economic and social benefits.   To achieve this a set of operating principles have been established to ensure that the whole system benefits are maximised.  These principles are Work, Learn, Live and Play and through bringing these together on site and developing a partnership approach across these elements, the project will realise the aim of achieving significant improvements to overall health and wellbeing. 

[bookmark: _GoBack]The scope of this report is to consider the requirements and options for both service provision and commissioning for residential health/social care services to be provided as part of the Live element of the Health and Wellbeing Village development at the Delta Lakes site.

The report is based upon a review of the local needs, the current provision and the anticipated growth in demand. In addition the opportunity has been explored to provide improved pathways around facilitating early discharge and prevention of admission to the acute hospitals.

The figures quoted are based on high level cost modelling produced by an independent consultant. These are indicative values only with more work based upon the detailed specification of the accommodation required. 

1. Proposals by individual element of accommodation.

· Residential nursing care home.

Based upon the projected shortage of 165 by 2020 across Carmarthenshire and the minimum efficient operating size of a nursing home, the proposal is to construct a 100 nursing bed care home.  This would require a site of least 3.7 acres and cost an estimated £5-£7 m. 

· Assessment and rehabilitation of patients upon discharge from hospital.

A six bed area for patients deemed medically fit for discharge from hospital is suggested for inclusion within the care home. The effective operation of these step down beds will be based upon enhanced pathways and joint working between health and social care, both to determine eligibility for transfer and for facilitating discharge. The aim of the beds is to improve patient flow and to reduce the potential for exacerbation of dependency through providing the appropriate assessment and rehabilitation services.

· Assessment and treatment of patients who would otherwise require a hospital admission.

A six bed/chair unit is proposed to allow for assessment and minor interventions to prevent admission to hospital or to enable short term respite care. As with that for the discharge unit it is proposed to locate the assessment unit within the care home facility.

The two areas identified for discharge facilitation and alternative to admissions are in addition to the area and cost specifications for the care home.

· Residential care.

Based upon the current and projected overprovision across the county it is proposed that there is no requirement for residential care on site at Delta Lake.  The analysis of local provision indicates that investment in the local authority’s current provision is needed.

· Supported living / extra care housing.

The proposal is to develop at Delta Lakes a Centre for Independent Living. The focal point of which will be the extra care provision. Independent Living will aim to provide facilities across generations and tenure types to meet the wider population need and to create, as far a possible a balanced community to encourage interaction. 

The proposal is that the extra care housing will contain properties aimed at a mixture of tenancies and owner occupier tenure, will be multi-generational and cater for a wide range of need.

A shortage of 177 units of extra care housing has been identified by 2020 rising to 603 units by 2035 for Carmarthenshire.   The proposal is that an extra care facility is developed at Delta Lakes to the same scale as that of Catref Cynys, in Carmarthen, with 60 tenancies.  The recommendation is that a further area of the site be identified for expansion. The recommended land area required per 60 tenancies is approximately 2.25 acres with an associated capital cost of £6 m. 

· Learning Disabilities

The strategic direction for learning disabled adults and those with autism who previously would have been accommodated in high cost residential care, is to provide tenancies in a shared house with domiciliary care and support. The evidence available from initial analysis of the learning disability service including the transition service (16-25 years old), is that there is a need for up to 12 individual tenancies. The configuration to be agreed subject to evolving evaluation of optimal accommodation arrangements. Service users will require support from twenty four hour staffing including sleep in and/or waking night staff. 

· Mental Health Hospitality unit

In line with the Transforming Mental Health Strategy there is the potential to provide a 4 bed hospitality unit at Delta Lakes, with supporting accommodation for staff and consultations.

2. Operating Model







The operating model for the Assisted Living elements of the Village has been considered based on a review of the benefits and potential risks of the alternative options. It is proposed that a Local Authority Trading Company (LATC) is developed to run the service once the design and build of the facility has taken place. There are a number of successful LATC models that have been developed and run within the public sector.  The LATC model provides the benefits of commercial flexibility whilst the local authority maintains overall strategic control through effective governance arrangements.  This option would clearly be dependent on the development of a satisfactory business model and regulatory approval.
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[bookmark: _Toc479333014]2. Introduction

The purpose of this report is to ensure that the social care element of the proposed Wellness and Life Science Village at Delta Lakes links to the local need for facilities. The report will consider the potential health and social care implications both financial and for service provision across all elements of the patient pathway.   The report aims to:

· Provide the background and operational context to the development.

· Describe the types of provision required and indicative volumes of each based upon evidenced need supporting evidence.

· Identify the potential models for commissioning care provision.

· Give an indication of likely costs for each ’care’ placement for the different options based upon average costs and comparators with other similar provision including best/worst case.

· Identify the implications of the care model on the capital specification based upon national guidance for design of services and size of rooms etc.

· Outline any anticipated workforce challenges.

· Identify potential risks and issues for the health and social care community.



This report is a preliminary overview around need and delivery models and will be revised following the market sounding exercise.

[bookmark: _Toc479333015]3. Glossary of tERMS USED WITHIN THE REPORT

· Wellness Hub

The Wellness Hub will comprise reception facilities for Village Services including public information and point of orientation to all the components of the Wellness Village. The Wellness Hub will contain sports and leisure facilities along with restaurant and wider Village services. The Wellness Hub is described in detail in section 3. 



The relationship between the Wellness Hub and the other core buildings on the Village site is critical to achieving the objectives of community integration, maintaining independence and business planning objectives.



· Community Health Hub

Comprises three core elements, the Institute of Life Science, the Education and Training facilities and the clinical delivery rooms. Each aspect is described in more detail in section 3.



· Nursing Care

To meet the definition of nursing care a patient needs to be assessed to determine the level of care required. There are two levels of care both of which could be met within the facility at Delta Lakes. 

· NHS continuing healthcare is the name given to a package of care that is arranged and funded solely by the NHS for individuals who are not in hospital and have been assessed as having a "primary health need", i.e. the main or primary need for care must be related to health need. Need but be substantial and ongoing. If this care is delivered in a care home as well as healthcare and personal care, the NHS pay all care home fees. 

· A person assessed as not eligible for NHS continuing healthcare may be eligible for NHS-funded nursing care if they have been assessed as needing care from a registered nurse and live in a registered care home providing nursing care. Services provided by a registered nurse can include planning, supervising and monitoring nursing and healthcare tasks, as well as direct nursing care.



· Residential Care

Residential care facilities provide room, board, housekeeping, supervision and personal care assistance with basic activity like personal hygiene, dressing, eating and walking. The level of care and supervision is for people who are unable to live by themselves but who do not need 24 hour nursing care. They are considered non-medical facilities and are not required to have nurses, certified nursing staff or doctors on staff.



· Extra Care Housing

Extra care housing can be defined as housing with care where occupants have specific tenure rights to occupy self-contained dwellings and where they have agreements that cover the provision of care, support, domestic, social, community or other services. Unlike people living in residential care homes, extra care residents are not obliged as a rule to obtain their care services from a specific provider, though other services eg. some domestic services, costs for communal areas including a catering kitchen, might be built into the charges residents pay.

[bookmark: _Toc479333016]3. Background

The Llanelli Wellness and Life Science Project was established in May 2016 with the aim of integrating education, wellness initiatives, research and development, business development and healthcare initiatives to deliver transformational economic and social benefits. 

The project has four core partners, Carmarthenshire County Council, Swansea University, Hywel Dda University Health Board and Abertawe Bro Morgannwg University Health Board.

The Llanelli Wellness and Life Science Village (The Village) development will be located in Delta Lakes, an area within the Llanelli Waterside South area of the Llanelli Waterside Joint Venture.





[image: ]

[bookmark: _Toc477785303]Figure 1: MASTerPLAN of Delta Lakes Health and Wellness Village AS AT dECEMBER 2016









[bookmark: _Toc479333017]3.1 Operating Principles

A set of operating principles have been established to ensure system outputs are optimised these are represented in the diagram below. The village aims to bring together the four elements of Work, Learn, Live and Play and through doing this achieve significant improvement to overall health and wellbeing. 

[image: ]

[bookmark: _Toc477785304]Figure 2: Health and Wellbeing Village Concept

Each of the elements is described below, the key however to maximising the benefits potential of the Village is to ensure that each of the individual elements interrelate with the other and that all opportunities for cross sector and multidisciplinary joint working are identified and implemented.

[bookmark: _Toc479333018]3.1.1 Work 

The Institute of Life Science (ILS) in Llanelli will build on the prior success of the ILS facilities in Swansea and connect into other (existing and new) ILS infrastructure across the region.  This will create a regional network of Life Science and Health research and development (R&D) facilities.  The ILS in Llanelli will cater for late Technology Readiness Level R&D with corresponding business start-up and incubation capability, whilst also offering larger commercially available office, laboratory and clinic space for growing indigenous companies and attracting companies new to the region. 

It is currently anticipated that activity within the ILS will include, among other topics, Assisted Living research in such areas as devices and ICT/robotics and Telehealth.

In addition to the employment created in the health-related business and research there will be opportunities created through all aspects of the Village development from the construction through to the ongoing operational management and on-site service delivery, wellbeing and tourism and maintenance and site services.


[bookmark: _Toc479333019]3.1.2. Learn 

The focal point for learning will be in the Health Hub. The Health Hub comprises three core elements, the Institute of Life Science, detailed under work, a clinical delivery section and an education facility.

The clinical delivery section will be designed to deliver aspects of care which are best provided in a community setting where a multidisciplinary team approach would optimise patient outcomes. The section will consist of a number of clinical units each of which comprises a multidisciplinary environment where services will be delivered by a team of health care professional enabling a holistic approach to patient care. The health care delivered in the Village will put the person at the centre and focus on living and staying healthy and independent longer. 

The clinical delivery facilities will be specified so as to provide opportunities for Health Care Professional training within the clinical setting. Alongside the clinical units the proposal is for the development of a Clinical Simulation Training Suite and potentially a GP Academy. The Clinical Simulation Training Suite can deliver a comprehensive range of flexible educational and clinical skills programmes that support the need for integrated approaches to both health and social care and that can meet widening employment and skills gaps. 

The training and skills development will build into a network offering opportunities across levels from foundation level through to higher education and include the potential to introduce apprenticeship schemes. The undergraduate and post graduate opportunities will be aimed at addressing the shortage of clinical staff and at the same time will ensure that clinicians have the necessary skills to work within the developing health care environment. Facilities will be provided to deliver the appropriate clinical class room and lecture room education to support the training delivered on site. 

The aim is to build a stronger workforce and provide sustainability and address clinical skills shortage within the area, reduce local social inequality and boost economic development.

[bookmark: _Toc479333020]3.1.3 Live 

The first component of live will be the provision of a range of supportive care for people who either do not need hospital admission or are medically fit for discharge.   This provision will range from assisted living units comprising flats and houses to a state of the art nursing home.   It is this element of the development that this report focuses on.  

A second component of live will be the provision of commercial high quality housing stock discounted for professionals working in the Health & Wellbeing Village.

[bookmark: _Toc479333021]3.1.4 Play

The Wellness Hub will comprise reception facilities for Village Services including public information and point of orientation to all the components of the Wellness Village. 

The core of the Wellness Hub will be the Leisure Centre, plus specialist recuperative facilities delivered in partnership with Coleg Sir Gar and the Scarlets and will potentially contain facilities for elite sport including diving. 

The Wellness Hub will provide opportunities for hospitality and facilities management training in partnership with Coleg Sir Gar and multiuse formal and informal meeting areas which could be utilised by community and Third Sector partners.

Prevention and Health Promotion advice and workshops will form a key element within the Wellness Hub as will the development of enhanced referral links from health and rehabilitation services. Links with 3rd sector community groups and rapid intervention pathways will be core within the operation strategy to deliver wider wellness improvements.

The Wellness hub will house commercial facilities including shops, café, conference and function rooms.

In addition to the Hub there will be a significant amount of both formal and informal free to access outdoor recreational space.

There will be a covered walkway linking the Wellness Hub to the Health Hub, containing the ILS, Education and Health Delivery elements to enable movement between facilities.

[bookmark: _Toc479333022]4. Scope

The scope of this report is to consider the requirements and options for both service provision and commissioning for residential health/social care services to be provided as part of the Health and Wellness Village development at the Delta Lakes site, Llanelli.   The scope is restricted to the following types of service:

· Supported living / extra care housing.

· Residential care.

· Residential nursing care.

· Assessment and rehabilitation of patients upon discharge from hospital.

· Assessment and treatment of patients who would otherwise require a hospital admission.

The services are aimed at people who are deemed eligible for social care, continuing health care (CHC) or funded nursing care (FNC) and scope includes, but is not restricted to the following client groups:

· Frail older people.

· Cross generational Learning Disabilities and Mental Illness 

· People with physical and sensory disabilities.

[bookmark: _Toc479333023]5. Strategic Fit

The services proposed for delivery within the Health and Wellness Village can be cross referenced with the following National and Local strategies:

· A Strategic Regeneration Plan for Carmarthenshire 2015-2030 - Transformations



· Swansea Bay City Region – City Deal 2017



· The Strategy for Older People in Wales (2013-2023) 

Older people have access to housing and services that supports their needs and promote independent.



· The Social Services and Wellbeing (Wales) Act 2014

The act requires consideration of an individual’s wellbeing and a focus on prevention and early intervention. Housing and housing related support is seen as an important contributory factor to wellbeing.



· The Integrate Commissioning Strategy

Supporting the development of a wide variety of independent and supported living options for all population groups.

· The Older People’s Commissioner acknowledges the need of other forms of care and support including housing with care.



· Carmarthenshire Corporate Strategy 2015 to 20120

Enhance the range of community options to support older people to remain years.

· Carmarthenshire’s Vision for Sustainable Services for Older People for the Next Decade.



· Carmarthenshire Integrated Community Strategy 2011 to 2016. Supporting the development of a wide variety of independent and supported living options for all the population.



· Carmarthenshire County Council Housing LIN.



· Hywel Dda University Health Board’s Mission Statement and  Strategic Objects



· The Wellbeing of Future Generations Act.







[bookmark: _Toc479333024]6. Evidence

The proposals for each of  the assisted living elements is based upon an understanding of the current need and estimated future demand based upon population projections, prevalence, current supply and key performance measures. The data used to evidence the proposed level of service provision by type of accommodation is included as annex 1. 

A key document used to evidence future need and service shortfall is the Housing LIN, commissioned by Carmarthenshire County Council 2017. 

·  

[bookmark: _Toc479333025]7. Proposals for care provision

[bookmark: _Toc479333026]7.1 Nursing Home Care

The review undertaken by the Housing LIN has identified a shortfall of 165 nursing beds by 2020 rising to 337 by 2025 and rising further to 553 by 2035 for Carmarthenshire.   

[bookmark: _Ref477521038]According to the West Wales Regional Collaborative Commissioning Group Market Position Statement[endnoteRef:1] the current ratio between general and EMI nursing home beds is 1.22:1.   Hence if the shortfall in provision is equal across both groups then there is a predicted need for 91 general and 74 EMI beds across Carmarthenshire by 2020.  [1:  	West Wales Regional Collaborative Commissioning Group Market Position Statement - Services for Older People, Appendix B: Market Analysis, Institute of Public Care, November 2015] 


[bookmark: _Ref476737009][bookmark: _Ref476737982][bookmark: _Ref477079342][bookmark: _Ref477242078]The 2004 revisions to the Care Standards Act 2000 identify that small-scale units of between 8 and 15 bedrooms are the best size for providing a homely, less institutional environment.[endnoteRef:2]   However, for example, Hampshire County Council have identified that a minimum size of 40 rooms is required to ensure long term viability and that a minimum site size of 0.6 hectares would be required for such a development.[endnoteRef:3]    It is estimated that the cost of building a Nursing Home equates to around £50,000 and £60,000 per room ii,[endnoteRef:4], [endnoteRef:5] depending upon the quality of the accommodation.    [2:  	Mini Cost Model: Nursing Homes, Max Wilkes, Building Magazine, Issue 32, 2007, http://www.building.co.uk/mini-cost-model-nursing-homes/3092916.article]  [3:  	Hampshire County Council Guide to Designing Nursing Care Accommodation, 3 July 2013, http://documents.hants.gov.uk/adultservices/extra-care/HampshireCountyCouncilNursingAccommodationDesignGuide.pdf]  [4:  	Guide to estimating the value of building work, West Lothian Council, February 2017, https://www.westlothian.gov.uk/article/5062/Guide-to-estimating-the-value-of-building-work]  [5:  	Calculating a Fair Market Price for Care – A Toolkit for Residential and Nursing Homes, Third Edition, William Laing, September 2008] 


Based upon the projected shortage of 165 by 2020 across Carmarthenshire and the minimum efficient operating size of a nursing home, the proposal is to construct a 100 bedded nursing care home.  This would require a site of least 1.5 hectares and cost between £5 m and £6 m.  (see section 7.7 costing)

[bookmark: _Toc479333027]7.2 Residential Care

The review undertaken by the Housing LIN has identified an overprovision of 65 beds for Carmarthenshire by 2020, this however turns into a shortage of 45 in 2025 and 135 beds by 2035.

Given the figures on supply and projected demand it is proposed that there is no immediate need for residential care to be provided in Delta Lakes, rather than a longer term demand analysis is undertaken across Carmarthenshire linked to existing provision. The analysis of local provision indicates that investment in the local authority’s current provision is needed.

[bookmark: _Toc479333028]7.3 Extra Care Housing

The aim is to develop a Centre for Independent Living at Delta Lakes. The focal point of which will be the extra care provision. Independent Living will aim to provide facilities across generations and tenure types to meet the wider population need and to create, as far a possible a balanced community to encourage interaction. 

[bookmark: _Ref477086660]Extra Care Housing offers cost savings to local authorities as households maintain independence and do not require residential care. These cost savings are derived from provision of flexible care and procurement efficiencies (providing care on one site rather than multiple sites) amongst other factors[endnoteRef:6]. Research in 2010 showed that each year a resident postpones moving into residential care, the State saves on average £28,080[endnoteRef:7].   Research also shows that the majority of moves into Extra Care Housing are from people aged over 70 (84%) with 67.5% who moved over the age of 75. [6:  	Establishing the Extra in Extra Care Housing, International Longevity Centre UK, (ILC-UK), 2011.]  [7:  	Fit for Living Network: Position Statement, Housing Associations Charitable Trust, (HACT), 2010.] 


Extra Care Housing has been shown to meet the needs of and provide a good quality of life for many people with dementia, enabling them to live in a community setting and retaining their independence as long as possible. Extra Care Housing is also a feasible alternative to residential care, allowing flexibility of care to cater for changing needs.[endnoteRef:8]. [8:  	Extra Care Housing and People with Dementia (2009), Housing 21 on behalf of the Housing and Dementia Research consortium. ] 


The review undertaken by the Housing LIN has identified a shortage of 177 units by 2020 rising to 603 units by 2035 for Carmarthenshire.   Based upon current occupancy of 40% by people receiving services[endnoteRef:9] this would give a current additional demand of 71 people in 2020 rising to 241 by 2035 for Carmarthenshire. [9:  	REPORT TO SOCIAL CARE & HEALTH SCRUTINY COMMITTEE - 17TH NOVEMBER, 2016 - EXTRA CARE - OLDER PEOPLE’S SERVICES] 


[bookmark: _Ref476741506]Evidence from work undertaken by Hampshire County Council[endnoteRef:10] recommend a minimum site size of 0.6 hectares for a 40 bedded Extra Care Housing unit.   Costing models show that the indicative cost per unit is around £100,000. [endnoteRef:11],[endnoteRef:12]    Hence to build a 177 unit Extra Care Facility to meet Carmarthenshire’s needs by 2020 would require 2.6 hectares and cost around £17.7 m [10:  	Hampshire County Council Guide to Designing Extra Care Housing, October 2012, http://documents.hants.gov.uk/adultservices/extra-care/HampshireCountyCouncilGuidetoDesigningExtraCarehousing2012.pdf]  [11: 	Mini Cost Model: Extra Care Housing, Max Wilkes, Building Magazine, Issue 45, 2007, http://www.building.co.uk/mini-cost-model-extra-care-housing/3099666.article]  [12: 	Cost model: Extra Care Housing, Paul Donlan, Aecom, Building Magazine, 25 September 2014, http://www.building.co.uk/cost-model-extra-care-housing/5071124.article] 


The actual revenue cost of the care will depend upon the assessed care needs of each individual.    However the annual spend on supporting people in Extra Care Housing in Carmarthenshire for 2015/16 was £579,904[endnoteRef:13], which works out at an average cost of £147 per person per week.   Hence the annual Social Care cost associated with an additional 71 people would be around £542,724. Some or all of any additional cost can be offset against the current costs of providing care for these people. The Housing LIN projections of need and the associated cost for extra care are set out below.  [13:  	Stats Wales] 


		

		2017

		2020

		2025

		2030

		2035



		Shortfall in extra care places

		114

		177

		321

		457

		603



		Capital costs to meet shortfall

		£11.4 m

		£17.7 m

		£33.1 m

		£47.5 m

		£60.3 m



		Annual Revenue cost

		£ 350,309

		£543,901

		£986,397

		£1,404,309

		£1,852,951



		Site Size based on 0.6 hectares for 40 bed unit

		1.71 hectares

		2.655 hectares

		4.815 hectares

		6.855 hectares

		9.045 hectares







The Cartref Cynys Extra Care facility in Carmarthen is seen as a leading model for care, this comprises 60 tenancies. Based upon this the proposal is to create a 60 unit extra care provision facility at Delta Lakes with an expansion area identified should further provision be required.  A 60 tenancy facility would require a land area of 0.9 hectares (2.224 acres) and a projected capital cost of £6 m. (see section 7.7 costing). The proposal is that the extra care housing created at Delta Lakes will comprise properties for both rental and for purchase, will be multi-generational and cater for a wide range of needs. 

[bookmark: _Toc479333029]7.4 Learning Disabilities

The strategic direction for learning disabled adults and those with autism who previously would have been accommodated in high cost residential care is to provide tenancies in a shared house with domiciliary care and support. 

The evidence available from initial analysis of the learning disability service including the transition service (16-25 years old), is that there is a need for up to 12 individual tenancies. The configuration to be agreed subject to evolving evaluation of optimal accommodation arrangements. Service users will require support from twenty four hour staffing including sleep in and/or waking night staff. 

The size of property is related to the need to achieve cost effectiveness in providing care and support to individuals who typically require a high level of staffing (i.e. ratios of 1:1, 2:1). These properties would be supported, where practicable, by assistive technology to maximise independence for the service users.

[bookmark: _Toc479333030]7.5 Mental Health – Hospitality Unit

Consultation is about to begin regarding the future of Community Mental Health Care in Carmarthenshire.   This includes the provision of four hospitality (crisis and recovery) beds integrated with the Community Mental Health Team.   These would be provided as single ensuite rooms with a shared kitchen and lounge area.   An example of the type of provision envisaged is already provided in Trieste[endnoteRef:14], a twinning arrangement is in place between Trieste and Hywel Dda University Health Board, which is informing the development. A number of different options for location for the hospitality beds are currently being explored, one option being the Village at Delta Lakes. [14:  	Community Mental Health Care in Trieste and Beyond An ‘‘Open Door No Restraint’’ System of Care for Recovery and Citizenship, Roberto Mezzina, MD, The Journal of Nervous and Mental Disease, Volume 202, Number 6, June 2014] 


[bookmark: _Toc479333031]7.6 Assessment, Treatment and Rehabilitation

Discussions with Hywel Dda University Health Board have identified a requirement to provide community assessment, treatment and rehabilitation beds.  Evidence supports the principle that improved patient outcomes are achieved through reducing length of stay in hospital and adopting a multidisciplinary approach to care within appropriate facilities. The provision of these facilities and the opportunity for developing a multidisciplinary approach to care at Delta Lakes would have two objectives:

· Facilitating discharge

On average there were 11 delayed transfers of care per month across Carmarthenshire in 2016.  In addition there are patients within the hospitals classed as medically fit, these do not fall within the category of delayed transfer of care but require no further acute intervention.  Medically fit patients are fit for discharge but may need additional assessment, rehabilitation or provision of community or other services before being discharged back home or to other residential accommodation in the community.  

A six bed area for medically fit/delayed transfer of care patients is suggested for inclusion within the care home. The effective operation of these step down beds will be based upon enhanced pathways and joint working between health and social care both to determine eligibility for transfer and for facilitating discharge. The aim of provision of the beds is to improve patient flow and to reduce the potential for exacerbation of dependency through providing the appropriate assessment and rehabilitation services.



· Providing an alternative to admission

A need has been identified to provide facilities which can be accessed for individuals who have gone into crisis in the community and are deemed appropriate for a period of assessment, rehabilitation or evaluation as an alternative to admission to acute hospital. Such facilities could in addition provide minor interventions or respite care and would have more ability to focus on rehabilitation than an acute hospital and therefore on maximising independency.



To meet local need and support the work of the Clinical Decision Unit a six bed/chair unit is proposed located within the care home.

[bookmark: _Toc479333032]7.7 Costings

The figures quoted are based on high level cost modelling produced by an independent consultant. These are indicative values only with more work based upon the detailed specification of the accommodation required. 





1. [bookmark: _Toc479333033]Examples of Delivery Models 

This section describes some of the most popular models for developing the types of care provision proposed for the Delta Lakes site.

[bookmark: _Toc479333034]Local Authority Owned and Run

In this model the development is built on behalf of the Local Authority who will both own the buildings and provide the services.   With this model the risk lies entirely with the Local Authority.

[bookmark: _Toc479333035][bookmark: _Ref476837017]Public Private Partnership [endnoteRef:15] [15:  	Innovative Funding and Delivery Options in Extra Care Sheltered Housing, Housing Learning and Improvement Network, December 2012, http://www.housinglin.org.uk/_assets/Resources/Housing/Support_materials/Other_reports_and_guidance/HLIN_GetSmart_Funding.pdf
] 


In the most usual form of a Public Private Partnership, the Local Authority invests its assets (usually surplus land) and the private sector invests cash and expertise.   The joint venture would develop out the surplus land and the returns would be shared. 

These type of models have generally focused on developing enhanced values on Local Authority assets through residential developments (primarily homes for sale) or commercial development.    Figure below shows the roles and relationships between each of the partners.

[image: ]

[bookmark: _Ref477283368][bookmark: _Toc477785321]Graphical Representation of Role of Each Party in a Public Private Partnership

The diagram below represents a possible Public Private Partnership arrangement and how it could deliver a commercial model within which schemes could be delivered.    Whilst all of the inputs may not necessarily be required, it demonstrates nonetheless that ‘raiding every pot available’ and combining all, offers the best opportunity to arrive at a commercially viable outcome. 

[image: ]

[bookmark: _Ref476837467][bookmark: _Toc477785322]Extra Care Housing Private Finance Delivery Model

Public Private Partnership models that hold and operate the asset are a much more likely source of success.    Within these models, the assets and expertise of the Local Authority can be maximised in an environment that also takes advantage of the commercial expertise of the private sector in driving value on challenging issues such as planning, funding and contracting.    With this model the risks are shared amongst all parties.

[bookmark: _Toc479333036]Private owned and run

In this model the development is built on behalf of the Provider who will both own the buildings and provide the services.   With this model the risk lies entirely with the Provider.

[bookmark: _Toc479333037]Local Authority Trading Company 

In this model a Local Authority Trading Company (LATC’) is developed to run the service once the design and build of the facility has taken place. There are a number of successful LATC models that have been developed and run within the public sector.  The LATC model provides the benefits of commercial flexibility whilst the local authority maintains overall strategic control through effective governance arrangements.  

This option would clearly be dependent on the development of a satisfactory business model and regulatory approval.

 





[bookmark: _Toc479333038]Comparison of Options

There are three main stages to the development; Design, Build and Operate.   As described in Section Error! Reference source not found. Error! Reference source not found. there are three main models of delivery and there is also the option to operate the development through a Local Authority Trading Company.   This section identifies and compares the advantages and disadvantages of each combination of these.   Public/Private is not considered as a separate option as this can be built up from options described for each stage.

[bookmark: _Toc479333039]Design

		Delivery Option

		Advantages

		Disadvantages



		Public

		Council retains control of design.

Design of scheme may be more flexible and can accommodate changes to design brief and specification 

		Does Council have the necessary skills or do these need to be bought in.

Council bears all design costs.

Democratic influence process can lead to undue delays with design process  



		Private

		Specification can guide the quality of the design.

Requirement of tender could be to come up with outline design thus reducing design costs.

Tender exercise should result in different design options to choose from.

		Council has less control.

Choice of design is restricted by the response to the tender

Organisations involved in extra care are increasingly seeking bespoke accommodation arrangements to match their delivery models.





[bookmark: _Toc477785247]Table 1: Advantages and Disadvantages for Different Design Options







[bookmark: _Toc479333040]Build



		Delivery Option

		Advantages

		Disadvantages



		Public

		There may be opportunities for the Council to treat annualised capital costs in innovative ways and thus reduce the impact upon stretched revenue budgets.

The Council can lease the completed buildings to the service providers and generate potential income.

		Build costs are met by the Council.

The Council may need to find a capital investor to meet the costs of development.

The Council will most likely need to identify a contractor to undertake the building work.



		Private

		Build costs are generally met by the private developer.

If the Council is to operate the services then the lease costs for the buildings may be able to be treated differently to other revenue costs.



		Typically development activities are undertaken by Registered Providers direct rather than them purchasing completed assets.   This might make it difficult for a single developer to develop the whole site, unless the Council is the provider for all services.

Developers/Providers may seek service volume guarantees from the Council to offset the risks of incurring the building costs.





[bookmark: _Toc477785248]Table 2: Advantages and Disadvantages for Different Build Options









[bookmark: _Toc479333041]Operate

		p

		Advantages

		Disadvantages



		Public

		Council retains full control over the quality of the service delivered.

There may be opportunities for the Council to treat annualised capital costs in innovative ways and thus reduce the impact upon stretched revenue budgets.

The Council already has well established relationships with key partners

The Council has a good track record of delivering improved outcomes by responding quickly at an operational level to service users needs



		Historically the costs of in-house provided services are significantly higher than private provision.

Traditionally change difficult to implement in the Council due to political decision making process

Democratic accountability provides limited degree of control for service users

There are wider financial restrictions if service retained in-house

Historical performance shows that cost cutting comes through service reduction more than efficiency 

Limited opportunity to reduce costs



		Private

		The Council can concentrate on commissioning the services.

The risk transfers to the private sector 

Expertise exists within the private sector to deliver the service 

Costs are known and can be managed effectively 

		The quality of the service is dependent upon the quality of the service specification and contract monitoring.

Service would deliver what is commissioned and only that. Contract variations would cost more and could be difficult to agree. 

Contract terms and conditions and service agreements may be difficult to change quickly  



		Local Authority Trading Company

		The Council can concentrate on commissioning the services.

Service costs can be more competitive with the Private Sector.

The Council may have greater control over the quality of service delivery dependent upon the model of Local Authority Trading company.

There may be opportunities for the Council to treat annualised capital costs in innovative ways and thus reduce the impact upon stretched revenue budgets.

Service provision could be taken back in house should the LATC fail 

		Should the service fail this would bring severe reputational and political risk 

Requirements of the ‘Teckal’ exemption will cap ability to generate external income

Democratic influence may be reduced through development of board structure which gives company more control over its affairs  

LATC more commercially driven and service and quality of service may reduce in order to cut costs 





[bookmark: _Toc477785249]Table 3: Advantages and DISADVANTAGES for Different Operate Options











29

[bookmark: _Toc479333042]Risks, Issues, Challenges

The combined elements of this proposal are predicated primarily on the research data undertaken by LIN and local intelligence data. These data sources reflect national trends and while precise future planning of what services are required is challenging, there is no reason to dispute the need for the range of services and the models as proposed.

Arguably, the most significant challenge that will stem from these proposals will be the workforce requirements, its capacity to meet the need and the impact on local health and social care services. 

Contextually, Carmarthenshire is a dynamic county with substantial economic development. Its social care labour market is finite based on the evidence of the previous ten years where certain areas such as domiciliary care have struggled to recruit and retain labour. It is unclear at this point in time also whether the introduction of the National living Wage has exacerbated this problem or not, and what impact the United Kingdom’s exit from the European Union will have. Suffice to say, more detailed work will need to be undertaken but there will be major challenges in recruiting and retaining suitable and sufficient staff for the various developments proposed in this paper and this must include an impact/risk analysis on the local health and social care labour market and services provided.




[bookmark: _Toc478994126][bookmark: _Toc479333043]Annexes

Annex 1

Empirical evidence








[bookmark: _Toc478994127][bookmark: _Toc479333044]References
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[bookmark: _Toc477774510]facts and figures	Comment by Ian Lancaster-Watts: Consider making this an appendix


[bookmark: _Toc477774511]Population Projections


Figure 3 below shows that the Carmarthenshire over 65 population is predicted to grow by 37% from 2016 to 2039.





[bookmark: _Ref476572741][bookmark: _Toc477785305][bookmark: _Ref476838190]Figure 3: Population Projections by Age and Sex for Carmarthenshire[endnoteRef:1] [1:  	Stats Wales - https://statswales.gov.wales/Catalogue/Population-and-Migration/Population/Projections/Local-Authority/2014-based/populationprojections-by-localauthority-year] 






Figure 4 below shows that there is predicted to be a 57% increase in the number of people with Dementia in Carmarthenshire from 2013 to 2030.





[bookmark: _Ref476579168][bookmark: _Toc477785306][bookmark: _Ref476580636]Figure 4: Projected Incidence of Dementia in Carmarthenshire[endnoteRef:2] [2:  	Market Position Statement - Services for Older People - November 2015 - Appendix A: Population Needs Analysis] 









Figure 5 below shows that there has been a 58% increase in the number of people over the age of 65 with a Physical Disability between 2006 and 2016.   In 2016 8.5% of the over 65 population of Carmarthenshire had a Physical Disability.


[bookmark: _Ref476573272]


[bookmark: _Toc477785307]Figure 5: Incidence of Physical Disability by age[endnoteRef:3] [3:  	Stats Wales - https://statswales.gov.wales/Catalogue/Health-and-Social-Care/Social-Services/Disability-Registers/physicallysensorydisabledpersons-by-localauthority-disability-agerange] 






Figure 6 below shows that the number of people in Carmarthenshire aged between 16 and 64 with a Learning Disability has increased by 53% between 2001 and 2016.





[bookmark: _Ref476573879][bookmark: _Ref477181195][bookmark: _Toc477785308][bookmark: _Ref476572508]Figure 6: Incidence of Learning Disability by Age[endnoteRef:4] [4:  	Stats Wales - https://statswales.gov.wales/Catalogue/Health-and-Social-Care/Social-Services/Disability-Registers/personswithlearningdisabilities-by-localauthority-service-agerange] 



[bookmark: _Ref476643430][bookmark: _Ref476643695][bookmark: _Ref476643745][bookmark: _Toc477774512]Delayed Transfers of Care


The challenges are to:


· Reduce the number of Delayed Transfers of Care (DTOCs). 


· Reduce the associated number of days lost.


· Improve other discharge rates for patients, where the acute medical episode has ended.


Areas that this development could help with include:


· Taking too long to organise assessment processes and Multi-Disciplinary 


Team (MDTs) meetings, which underpin discharge planning to accommodate 


all disciplines. 


· Limited availability of commissioned service specifically for Packages of Care 


(POC), either through Continuing Health Care (CHC) or Local Authority (LA).


Figure 7 and Figure 8 below show the trends in DTOCs for Carmarthenshire for both non-Mental Health and Mental Health facilities over the last three years due to different delay reasons.   For non-Mental Health facilities, the greatest reason for delay is Community Care with an average number of 6 per month.  For Mental Health facilities, the greatest reason for delay is Healthcare with an average number of 3 per month.





[bookmark: _Ref476574334][bookmark: _Toc477785309][bookmark: _Ref476143819]Figure 7: Delayed Transfers of Care – Non-Mental Health[endnoteRef:5] [5:  	Stats Wales - https://statswales.gov.wales/Catalogue/Health-and-Social-Care/NHS-Performance/Delayed-Transfers-of-Care/delayreason-by-localauthority] 









[bookmark: _Ref476574344][bookmark: _Toc477785310]Figure 8: Delayed Transfers of Care – Mental Health Onlyvi


Table 1 below shows the number of DTOCs for the 12 months from December 2015 to November 2016 by hospital and detailed delay reason.   It can be seen that the greatest number of delays occur at Glangwili General Hospital where half the delays were due to either Home care related issues or Continuing NHS Health Care related issues.   Prince Philip Hospital had one third of the delays of Glangwili General Hospital with over half due to Care Home placement arrangements or Continuing NHS Health Care related issues.


			Reason 


			Glangwili General Hospital


			Prince Philip Hospital


			Amman Valley Hospital


			Llandovery Hospital





			1.0 - Awaiting completion of assessment 


			1


			


			1


			1





			2.01 - Housing related issues 


			1


			


			2


			





			2.02 - Home adaptation/equipment issues 


			2


			


			


			





			2.03 - Home Care related issues 


			14


			1


			9


			16





			2.04 - Care Home placement arrangements 


			5


			6


			1


			2





			2.06 - Funding related issues 


			


			


			


			





			3.01 - Awaiting specialist assessment/review 


			


			


			


			2





			3.02 - Awaiting assessment/completion of therapy requirements 


			4


			


			1


			2





			3.04 - NHS Funded Nursing Care related issues 


			1


			


			1


			





			3.05 - Continuing NHS Health Care related issues 


			15


			4


			4


			5





			4.01 - Awaiting commencement of rehabilitation programme 


			


			1


			


			





			4.02 - Awaiting transfer to another NHS bed 


			1


			


			


			





			4.03 - Awaiting completion of healthcare arrangements to enable transfer/discharge


			


			


			


			





			4.04 - Awaiting equipment provision 


			


			


			


			





			4.05 - No appropriate placement identified 


			


			


			


			





			5.01 - Legal issues 


			4


			1


			


			1





			5.02 - Financial assessment related issues 


			1


			


			


			





			6.01 - Disagreements/disputes


			1


			1


			1


			1





			7.01 - Patient does not qualify for care and/or refuses to leave hospital


			


			


			


			





			7.03 - Choice related issues: patient/family/carer 


			5


			2


			1


			1





			7.04 - Protection related issues 


			5


			1


			


			1





			7.05 - Unable to discharge to safe environment 


			1


			2


			1


			





			7.06 - Other patient/family related reason 


			


			


			


			





			Grand Total


			61


			19


			22


			32








[bookmark: _Ref476575302][bookmark: _Ref476644205][bookmark: _Toc477785240]Table 1: Delayed Transfers of Care December 2015 to November 2016[endnoteRef:6] [6:  	Hywel Dda University Health Board, Integrated Performance Assurance Report Position as at 30th November 2016 (Month 8)] 
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Table 2 below shows bed occupancy over the last seven years for each of the Carmarthenshire hospitals.   Research suggests that Bed occupancy rates of higher than 85% can increase the risk of harm, including hospital-acquired infections like MRSA and Clostridium difficile.


Research[endnoteRef:7] by Dr Foster, the healthcare intelligence firm formerly part-owned by the government, has said that when occupancy rates rise above 85% “it can start to affect the quality of care provided to patients and the orderly running of the hospital”. A 1999 paper published in the BMJ[endnoteRef:8] argued that any occupancy rate over 85% risked bed shortages and periodic bed crises. [7:  	Fit for the Future? – Dr Foster Hospital Guide 2012 - http://www.drfoster.com/wp-content/uploads/2014/08/hospital-guide-2012.pdf]  [8:  	Dynamics of Bed Use in Accommodating Emergency Admissions: Stochastic Simulation Model, Adrian Bagust, Michael Place, John W Posnet, BMJ;319:155-8] 



			


			Year





			Facility


			09-10


			10-11


			11-12


			12-13


			13-14


			14-15


			15-16





			Hywel Dda University Health Board


			85.4


			87.7


			85.1


			87.1


			85.5


			88.1


			89.2





			Glangwili General Hospital


			85.1


			86.0


			82.4


			87.7


			84.7


			85.2


			86.8





			Prince Philip Hospital


			87.2


			85.9


			82.8


			85.4


			86.3


			90.1


			88.4





			Amman Valley Hospital


			95.7


			93.6


			91.2


			87.9


			83.8


			83.5


			83.4








[bookmark: _Ref476575631][bookmark: _Toc477785241]Table 2: Bed Occupancy %[endnoteRef:9] [9:  	Stats Wales - https://statswales.gov.wales/Catalogue/Health-and-Social-Care/NHS-Hospital-Activity/NHS-Beds/nhsbeds-by-organisation-site] 
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Xxxxxxx	Comment by Ian Lancaster-Watts: Need to identify which of the following admission reasons could be handled by the assessment and treatment unit.   I have not been able to locate this information just for Carmarthenshire hospitals.   Hopefully the discussion with Linda Williams will help with this.


			External Cause Code


			Number





			Y95 -  Nosocomial condition


			898





			W19 -  Unspecified fall


			788





			W01 -  Fall on same level from slipping, tripping and stumbling


			719





			Y83 -  Surgical operation and other surgical procedures as the cause of abnormal reaction of the patient, or of later complication, without mention of misadventure at the time of the procedure


			652





			W18 -  Other fall on same level


			327





			W10 -  Fall on and from stairs and steps


			199





			W06 -  Fall involving bed


			181





			Y84 -  Other medical procedures as the cause of abnormal reaction of the patient, or of later complication, without mention of misadventure at the time of the procedure


			166





			X59 -  Exposure to unspecified factor


			139





			Y43 -  Primarily systemic agents


			113





			Y54 -  Agents primarily affecting water-balance and mineral and uric acid metabolism


			103





			W07 -  Fall involving chair


			85





			Y40 -  Systemic antibiotics


			77





			W79 -  Inhalation and ingestion of food causing obstruction of respiratory tract


			74





			W22 -  Striking against or struck by other objects


			62





			Y44 -  Agents primarily affecting blood constituents


			53





			Y73 -  Gastroenterology and urology devices associated with adverse incidents


			35





			X50 -  Overexertion and strenuous or repetitive movements


			31





			X61 -  Intentional self-poisoning by and exposure to antiepileptic, sedative-hypnotic, antiparkinsonism and psychotropic drugs, not elsewhere classified


			26





			Y51 -  Drugs primarily affecting the autonomic nervous system


			26





			X44 -  Accidental poisoning by and exposure to other and unspecified drugs, medicaments and biological substances


			24





			X60 -  Intentional self-poisoning by and exposure to nonopioid analgesics, antipyretics and antirheumatics


			24





			Y85 -  Sequelae of transport accidents


			24





			W08 -  Fall involving other furniture


			22





			Y49 -  Psychotropic drugs, not elsewhere classified


			22





			W17 -  Other fall from one level to another


			21





			W05 -  Fall involving wheelchair


			17





			Y41 -  Other systemic anti-infectives and antiparasitics


			17





			W55 -  Bitten or struck by other mammals


			16





			Y47 -  Sedatives, hypnotics and antianxiety drugs


			16





			V43 -  Car occupant injured in collision with car, pick-up truck or van


			15





			W23 -  Caught, crushed, jammed or pinched in or between objects


			11





			X41 -  Accidental poisoning by and exposure to antiepileptic, sedative-hypnotic, antiparkinsonism and psychotropic drugs, not elsewhere classified


			10





			X64 -  Intentional self-poisoning by and exposure to other and unspecified drugs, medicaments and biological substances


			9





			X42 -  Accidental poisoning by and exposure to narcotics and psychodysleptics [hallucinogens], not elsewhere classified


			8





			Y79 -  Orthopaedic devices associated with adverse incidents


			8





			X62 -  Intentional self-poisoning by and exposure to narcotics and psychodysleptics [hallucinogens], not elsewhere classified


			7





			V18 -  Pedal cyclist injured in noncollision transport accident


			6





			Y90 -  Evidence of alcohol involvement determined by blood alcohol level


			5





			V19 -  Pedal cyclist injured in other and unspecified transport accidents


			4





			V80 -  Animal-rider or occupant of animal-drawn vehicle injured in transport accident


			4





			Y07 -  Other maltreatment


			4





			V29 -  Motorcycle rider injured in other and unspecified transport accidents


			3





			W91 -  Exposure to unspecified type of radiation


			3





			X69 -  Intentional self-poisoning by and exposure to other and unspecified chemicals and noxious substances


			3








[bookmark: _Toc477785242]Table 3: Hospital Admissions for Hywel Dda Providersin 2015/16 for People Aged 60+[endnoteRef:10] [10:  	NHS Wales Informatics Service, PEDW Statistics - 2015/16 - http://www.infoandstats.wales.nhs.uk/page.cfm?pid=41010&orgid=869] 
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[bookmark: _Ref477506439]A range of residential care options are available in Carmarthenshire from supporting people to live in their own homes to residential nursing care.    The Housing LIN have undertaken research on Residential Care needs for Carmarthenshire[endnoteRef:11] the output of which is summarised in Table 4 and Table 5 below. [11:  	Housing LIN SHOP@ Analysis – Carmarthenshire - 16th March 2017] 






			


			2017


			2020


			2025


			2030


			2035





			Sheltered


			1314


			1390


			1589


			1679


			1741





			Extra Care


			303


			366


			510


			646


			792





			Residential


			707


			750


			860


			912


			950





			Nursing 


			808


			878


			1050


			1162


			1266








[bookmark: _Ref477505815][bookmark: _Ref477505716][bookmark: _Toc477785243]Table 4: Residential Care Future Need Projections









			


			2017


			2020


			2025


			2030


			2035





			Sheltered


			82


			158


			357


			447


			509





			Extra Care


			114


			177


			321


			457


			603





			Residential


			-51


			-8


			102


			154


			192





			Nursing 


			95


			165


			337


			449


			553








[bookmark: _Ref477505829][bookmark: _Toc477785244]Table 5: Residential Care Projected Service Shortfall





Figure 9 and Figure 10 below show the distribution of residential care provision in Carmarthenshire.
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[bookmark: _Ref476575743][bookmark: _Toc477785311][bookmark: _Ref476228523]Figure 9: Map of Residential Care Provision in Carmarthenshire[endnoteRef:12] [12:  	Care and Social Services Inspectorate Wales] 






[image: ]


[bookmark: _Ref476575754][bookmark: _Toc477785312]Figure 10: Residential Care Provision in the Llanelli Areaxiii
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Intermediate Care Case Study



		COMPLETED BY AND FOR WHICH SERVICE:

		Frailty Clinic



		1. ABOUT THE PERSON

		Help Notes



		Gentleman in his late 80’s.  Lives with wife who is 20 years younger and well.  She cares for patient – no formal care in place.  Family away , friends in the area.  

		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the  service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life





		 GP referred as pt had suddenly declined in mobility.  GP had offered arranging investigation as ?further CVA but in agreement with patient/wife felt that management would not change.  GP referred to community physio due to reduced mobility.  On Ax with physio recognized that patient had multiple problems including issues with meds Mx – particularly relating to continence.  Also noted to have Parkinson features and low mood.  Physio referred to frailty clinic for full review

		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		The main difference was the medical review and the consultant starting medication for parkinsonism.  Also patient has started to look at advanced care planning. 

		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?





		Patients mobility improved as well as confidence and mood.  This ahd contributed to improved functioning and quality of life in the home.  Both patient and wife now doing more.  Wife confident to leave patient for a couple of hours as lifeline in place and mobility improved.



		



		5.  QUOTES/FEEDBACK

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?





		Excellent service – really pleased.  Felt having access to Dr Puffett was very beneficial
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The development and implementation of a

Community Frailty Service in Pembrokeshire,

A multi disciplinary approach.
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[bookmark: _Toc478478543]Background



 ‘Frailty is a distinctive health state related to the ageing process in which multiple body systems gradually lose their in-built reserves. Around 10% of people aged over 65 years have frailty, rising to between a quarter and a half of those aged over 85 years 3.  Older people living with frailty are at risk of adverse outcomes such as dramatic changes in their physical and mental wellbeing after an apparently minor event which challenges their health, such as an infection or new medication’ (BGS 2010).

It is well documented that older people living with frailty are at risk of sudden and deterioration in their physical and mental wellbeing after a relatively small incident such as urine infection, new medication, and fall, constipation that can result in hospital admissions or worsening ability to manage at home. 

It was in response to the recognition of the challenges of an aging population that the Frailty service was established in February 2016 following the appointment of an Advanced Nurse Practitioner.  The new role along with the recently appointed Consultant Care of Elderly Physician in Withybush General Hospital enabled Pembrokeshire Community Services to begin to provide specialist frailty services to patients in their local community and homes, reducing the demand on acute hospital services and in line with the objectives and ambitions of the Care Closer to Home Integrated Plan 2015-2018.



[bookmark: _Toc478478544] Aims and Objectives

The overall aim of the service was very much developed around providing holistic and comprehensive geriatric assessments to frail older adults and to prevent unnecessary and avoidable hospital admissions whilst proactively assisting patients to maintain their independence with the support of a multi-disciplinary team.

While it is recognised that identifying measurable outcomes within Frailty are challenging the specific key objectives and measurable performance outcomes identified for the Frailty Service were identified as:





a. To reduce avoidable admissions to acute care services

b. To reduce unnecessary out of hours / paramedic calls

c. To reduce multiple and often duplicate GP and clinic appointments

d. To review and manage polypharmacy effectively

e. To promote the use of advanced care planning to prevent inappropriate acute admissions at end of life

f. To provide education and training on managing frail older adults

g. To develop close working partnerships between social and health care to support the older adult to live in their place of choice



[bookmark: _Toc478478545]Development

A Pembrokeshire Frailty Steering Group was established with support and representation from a number of health and social care professionals, all of whom had an interest in managing frail older adults and whose services would be required to support this new initiative, specifically Therapy Services. 

This group established the main aims and deliverable outcomes for the service with smaller task and finish groups being developed to review and agree on documentation and assessment tools to be used in patient reviews.   

In order to publicise the service and to ensure that the service was in line with local needs, we met with the GP Clusters on a number of occasions and were well supported in the service development.  

The referral criteria were developed in part from the British Geriatric Society guidance paper ‘Fit for Frailty (part 2)’ and are based on the commonly recognised Frailty Syndromes.

Criteria was used as a guide, however, recognizing the complexity of this patient group, we were happy to discuss any referrals that were felt appropriate by the referring clinician.









 (
Referral Criteria
More than 2 
falls
 in 6 months 
New or worsening immobility 
New or acute delirium or cognitive impairment
New or worsening Incontinence
Polypharmacy
More than 2 acute 
hospital
 
admissions
 in 6 months 
)

              	

























It was agreed that some patients would not be suitable for referral into the Frailty service and that patients requiring specialist assessment and diagnosis such as TIA clinics would not initially be seen in the Frailty Service

It was agreed that referrals would be accepted from any health or social care professional but that direct referrals from patients, families or carers would not be appropriate.

Referral forms were developed and disseminated to all community and primary care services as well as within the acute hospital and community mental health teams.

[bookmark: _Toc478478546]Implementation



[bookmark: _Toc478478547]Staffing

It was agreed by all key stakeholders that the service required a multi disciplinary team approach throughout.   Commitment to developing and supporting the service was received from medical, nursing and therapy services and the agreed staffing plan for clinics began with attendance from:





Consultant Geriatrician x 1

Advanced Nurse Practitioner x1

Physiotherapist x1

Occupational Therapist x1

Dietician x1

HCSW x 1	

Close working links and relationships to 3rd sector organisations were recognised as essential and representatives were invited to project development meetings.

[bookmark: _Toc478478548]AHP staff commitments

Occupational Therapists attended clinics for the first 6 weeks before an initial review was undertaken.  It was clear that attendance at clinic was not always the best use of time for the OT’s as they often still needed to review patients in their own home.  It was decided to trial the OT’s receiving details of patients due to come to clinic and seeing them at home beforehand.  The OT’s would then attend the MDT session following clinic to share details of their assessments and recommendations with the MDT. 

 Due to the nature of the referrals and with many patients having been seen within a very short timeframe from referral it has not always been possible for the visits to occur before clinic, in these instances and where necessary, patients have been followed up after clinic instead. 

Securing ongoing attendance to the weekly frailty clinics was challenging for physiotherapy services due to ongoing vacancies and difficulty in recruiting to physiotherapy posts and despite commitment by the services, there were a number of clinics where we were unable to provide patients with a physiotherapy assessment.  

When reviewing the service at 6 months, the decision was taken to cancel any future clinics where physiotherapy attendance could not be provided, highlighting the importance of having a multi disciplinary team in providing comprehensive geriatric assessments.

[bookmark: _Toc478478549]Dietetics / Speech and Language Therapy

For the initial two week pilot on Frailty Clinics a dietician attended to reviewed the patients as part of the MDT approach.  Following a review of this, it was recognised that there was little need for the Dieticians or Speech and Language Therapists to be present in every clinic as the patient assessment would identify any concerns and referrals could be made to the appropriate service as required – an approach which has worked very well.

[bookmark: _Toc478478550]GP Initiative

In September 2016, the North Pembrokeshire GP Cluster supported an initiative for a local GP with an interest in Frailty to attend the Frailty Clinics in North Pembrokeshire once a week for 6 months.   This project is still ongoing and initial feedback has been positive.

[bookmark: _Toc478478551]Clinical settings and locations

The service was developed around the principle of providing services closer to the patient and within local communities.  Where possible we have attempted to provide this in local health centres and community hospitals.  As with much of the first year, finding the most appropriate locations have been trial and error and influenced by availability of suitable clinic space.

The service initially commenced on the 9th February 2016 with pilot clinics in Tenby Cottage Hospital Outpatients Department.   The first few clinics incorporated a multi-disciplinary team including, Consultant Geriatrician, Advanced Nurse Practitioner, /Occupational Therapist, Physiotherapist and Dietician.

Patients were reviewed in clinic and comprehensive geriatric assessments undertaken by the MDT.  After clinics, MDT discussions were held with the team to discuss the patients assessed and to determine a MDT agreed management plan that was shared with the GP and original referrer.  All records of the patients visit and assessment were also being saved onto their electronic patient records.

Following the first few clinics it became apparent that there was likely to be little additional benefit in the Dieticians attending clinics but following their input into the assessment paperwork, felt happy to receive referrals as identified from clinics instead.

It was also noted that for the Occupational Therapists, attendance at the clinic had a limited benefit as they also needed to see patients in their own home environment after this.  It was therefore agreed that OT’s would receive the details of referrals prior to clinic, see patients at home where possible and then provide this feedback during the MDT sessions at the end of each clinic.

The initial clinics were successful and where then expanded to South Pembrokeshire Hospital Outpatient Department on alternative weeks from April 2016.

In September 2016 we commenced the frailty service in the North Pembrokeshire, starting our first clinic at St David’s Surgery, before extending to Newport Surgery and the Rehabilitation Day Hospital in Withybush General Hospital.  We now provide 2 clinics a week seeing up to 5 patients in each session across South and North Pembrokeshire sites.  

We plan to continue to utilise local GP health centres as this has been extremely beneficial both to patients and their families but also to the Frailty Service as having access to GP held records has improved communications.

While it is recognised that patients received the best approach to comprehensive geriatric assessment in an environment where the whole MDT could be present, often patients were unable to attend clinics due to a variety of reasons and were therefore seen in the most appropriate location for them including residential and nursing homes, patients own homes and most recently in commissioned beds.









Figure 2. Location of Clinical Assessment





[bookmark: _Toc478478552]Evaluation

Data has been collected and collated over the last 12 months and give some indication of the use of the service to date.

[bookmark: _Toc478478553]Referrals received

Total number of referrals between 1st February 2016 and 31st January 2017 	-	198

Total number of patients suitable for the Frailty Service				-	158

(23 patients were not suitable, 14 declined to attend, 1 patient did not attend and 2 patients died before being able to be seen)

64 patients were referred from North Pembrokeshire and 94 from South Pembrokeshire









Referrals were received from a variety of sources as shown in Figure 1.

Figure 1.



[bookmark: _Toc478478554]Reasons for referrals

The reason for referrals was often multi factorial with most patients being referred for more than one clinical reason.  The table below shows the categories and numbers for referrals received and highlights the complexity that the management of frailty involves.

		Reason for referral

		Primary reason

		Secondary reason

		Additional reason



		· 2 admissions

		1

		2

		3



		Advanced Care Planning

		1

		3

		3



		Cognitive difficulties

		16

		23

		9



		Falls

		88

		21

		1



		Immobility

		39

		39

		2



		Incontinence

		4

		5

		1



		Polypharmacy

		3

		19

		5



		Social Issues

		3

		26

		21



		Weight Loss / Swallow

		3

		4

		4



		N/A

		0

		16

		110







[bookmark: _Toc478478555]Rockwood Clinical Frailty Scale

The Rookwood Clinical Frailty Scale was used following the comprehensive geriatric assessment.  The average frailty score was 5 (Mildly Frail) but ranged from 1 – Very Fit to 9 – Terminally Ill.  

18 patients were scored between Very Fit, Well and Managing Well.  113 patients were scored between Vulnerable, Mildly Frail and Moderately Frail which is appropriate for the service being provided and aims to address those patients in the pre frail stage.  23 patients were felt to be Severely Frail, Very Severely Frail and Terminally Ill – the majority of these patients were living in nursing and residential homes already.

		[bookmark: _Toc478478556]Front Door Frailty Screening Audit



48 hours of retrospective screening and 8 hours of in time screening was completed in 

Withybush ED on 28th September 2016. The aim was to identify patients who 

would be considered frail and could benefit from comprehensive geriatric assessment and / or referral

 to more specialised services including MAST, Therapy services, Care of Elderly Consultants and the

 Older Adults Assessment and Liaison (Frailty) Service.  



The frailty screening tool used was adapted from the Think Frailty tool in agreement with the 

Consultant Geriatricians ay Withybush Hospital.  It was decided to trial using ‘stickers’ for patient notes

 and an audit spreadsheet recorded all positive screens. 



 (
Consider referral to:
MAST
Therapy Services
Frailty Service
Care of Elderly Physicians
) Think Frailty!

· Age > 65 

      AND (one or more) 

· Confusion / Delirium	

· Polypharmacy (>5meds)

· Falls

· Fragility Fractures

· Care Home Resident

      OR   

· Age > 85































		Date

		Total number of ED attendances

		Number of patients over 65

		Number of patients over 85

		Number of patients with positive screen for frailty



		26/09/16 

00.01-23.59

		122

		29

		4

		12



		27/09/16

 00.01 – 23.59

		108

		33

		4

		14



		28/09/16

00.01 – 16.00

		63

		18

		9

		5







Following the audit a number of Frailty Stickers have been left with receptionists at ED to try and attach to the notes of patients over 65.  It is not likely to be possible to audit the success of this easily but is hoped that the stickers will act as a prompt to all staff that see the patients during the patient journey.  .

It is recommended that any referrals for the Older Adults Assessment and Liaison (Frailty / Falls) identified in ED are referred via MAST to simply referral processes for all staff.  

[bookmark: _Toc478478557]Therapy 

All patients had their physical and functional needs assessed and were referred onto the appropriate services as required.  Some patients were seen in clinic by OT and Physiotherapists but still required referral onto other services or groups.

[bookmark: _Toc478478558] Physiotherapy 

Physiotherapy outcomes aimed to measure the interventions required after patients were initially reviewed.  A large number of patients were identified as requiring ongoing community based physiotherapy interventions either in their own homes or as part of falls and balance groups.

F









igure 3 shown the outcomes of patients.



[bookmark: _Toc478478559]Occupational Therapy

29 referrals were made specifically to Occupational Therapy for home visits and assessments while equipment was provided for a number of patients either by OT Services or by the Advanced Nurse Practitioner where appropriate.  

[bookmark: _Toc478478560]Dietetics / SALT

All patients reviewed through the service where nutritionally assessed using the agreed MUST Nutritional Score.  The average score for patients was 0.5 with the range being from 0 (no concerns noted) to 4 (High Risk).  

		MUST  0

		131



		MUST 1

		5



		MUST 2

		5



		MUST 3

		4



		MUST 4

		13















Figure 4 shows Must Scores of 158 patients reviewed.	



Diet fortifying advice sheets were given to all patients where concerns were raised around poor diet or weight loss by family, carers or patients and a number of patients were flagged to their GP as likely to benefit from supplement drinks/meals.  Referrals to the dietetics service occurred in 

Referrals to Dieticians occurred in 7% of patients with 2 patients also being referred to the Speech and Language Specialist over swallowing concerns.

 Further considerations / next steps



Dietetics plan to support the development of the frailty community clinics to ensure that nutrition and hydration are embedded in the assessment process and for those patients with or risk of malnutrition or dehydration   that appropriate treatment plans are put in place, monitored, reviewed and outcomes measured. 

Dietetics are an integral part of the Frailty MDT.  The dietician is able to review the nutrition sections of the screening proforma, ensuring that the correct weight and height measures are available in the clinic setting, deliver MUST Screening training to the appropriate members of the clinic team, accept appropriate referrals across the County and treat appropriately and monitor outcomes. 

[bookmark: _Toc478478561]Pharmacy / Medications



Medication reviews were offered to all patients and advice given to 128 patients.  53 patients had medications stopped, 32 patients had medications reduced and 40 patients had medications started.

[bookmark: _Toc478478562]Advance Care Planning

Advance Care Planning was formally undertaken with 11 patients and DNACPR’s put in place for 8 patients.  Discussions around advance care planning were offered and information booklets provided to a number of patients / carers to address when they felt they were ready.  This is an area we feel could be improved on moving forward.

[bookmark: _Toc478478563]Clinic outcomes and referrals initiated from reviews

Figure 4.





[bookmark: _Toc478478564]Patient/Carer feedback

Although there has not been a formal survey or patient experience questionnaire to date, verbal feedback from patients, families and carers has been very positive.  Patients have commented on the thoroughness of their assessment and the time and detail taken with their review, as well as the support provided and referrals/accessibility to other services.  Families have reported that they felt clearer about what was happening with their relative, especially in cases concerning cognitive decline where the opportunity to talk through their concerns and worries was well received.  The opportunity to discuss advance care planning was also a positive experience for a number of patients and even those who had not wished to pursue the discussion were given information of revisiting this at a later time.

A formal evaluation of the patients experience is planned for this year.

[bookmark: _Toc478478565]Clinician feedback

Again, formal evaluation has not been carried out to date but is planned for this year.  Feedback provided by GP’s, Community Nurses and Memory Clinic have been generally positive, although it is recognised that demonstrating measurable outcomes from the Frailty Service is challenging.

[bookmark: _Toc478478566]Future considerations / next steps

We are currently recruiting for Band 7 Frailty Nurse Practitioners to continue to develop the frailty service in Pembrokeshire and aim to provide more support to MAST teams in developing frailty screening and Comprehensive Geriatric Assessments in ED and ACDU, close collaboration and support of Community Resource Teams as well as providing support and specialist assessment to care homes in the coming 12 months.

We plan to continue to develop community clinics, bringing services closer to the patients and improving access to the clinics by reviewing clinic times and locations and have started scoping additional GP Practices where clinics can be held as well as locations where Community Services have commissioned beds in local care homes.









[bookmark: _Toc478478567]Appendix 1

Case Study 1

		COMPLETED BY AND FOR WHICH SERVICE:

		Frailty Clinic



		1. ABOUT THE PERSON

		Help Notes



		Gentleman in his late 80’s.  Lives with wife who is 20 years younger and well.  She cares for patient – no formal care in place.  Family away , friends in the area.  

		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the  service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life





		 GP referred as pt had suddenly declined in mobility.  GP had offered arranging investigation as ?further CVA but in agreement with patient/wife felt that management would not change.  GP referred to community physio due to reduced mobility.  On Ax with physio recognized that patient had multiple problems including issues with meds Mx – particularly relating to continence.  Also noted to have Parkinson features and low mood.  Physio referred to frailty clinic for full review

		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		The main difference was the medical review and the consultant starting medication for parkinsonism.  Also patient has started to look at advanced care planning. 

		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?





		Patients mobility improved as well as confidence and mood.  This has contributed to improved functioning and quality of life in the home.  Both patient and wife now doing more.  Wife confident to leave patient for a couple of hours as lifeline in place and mobility improved.

		



		5.  QUOTES/FEEDBACK

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?



		Excellent service – really pleased.  Felt having access to Dr Puffett was very beneficial

		







Physiotherapy Outcomes

Already known to physiotherapy	Declined follow up	No follow up required	Referral made to falls group	Referral made to balance class	Referral made to community physiotherapy	Referral made to day hospital	Referral made to outpatients physiotherapy	17	8	36	5	10	51	12	7	MUST SCORES

MUST  0	MUST 1	MUST 2	MUST 3	MUST 4	131	5	5	4	13	Clinic Outcomes and Referrals

Memory Clinic	Clinical / Radiology Investigations	Occupational Therapy	Continence / Continence Assessments	Dieticians	Social Services Day Hospital	Social Services	No referral made	15	9	29	10	11	7	12	55	Location of clinical assessment

Clinics	Community Hospitals	Nursing and Residential Care Homes	Patients own home	89	13	52	4	Referral Source

Acute Hospital Physician	GP Services	Chronic Conditions Nurse Practitioners	Community Mental Health Teams	Community Hospitals	Community Nursing Teams	MAST	Social Services	Therapy Services	14	97	3	12	3	7	6	3	13	17
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Case study B M 4.4.2017.doc
		Carefirst E Number:

		NHS Number:

		Charity Log No:





Case Study

		COMPLETED BY AND FOR WHICH SERVICE:

		Sylvana Jones Community Discharge Liaison Nurse



		1. ABOUT THE PERSON

		Help Notes



		B M was an 88 year old . She lived alone prior to admission to hospital with a long term package of care of 1 carer twice a day. She has a son who lives in Gwent and her daughter passed away 2 months before her admission. She was very frail and her health was deteriorating. 



		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life






		B M was admitted as an emergency to an acute hospital and was diagnosed with Pancreatitis, cancer of the pancreas was suspected but because of her age, general fraility and confused mental state it was decided after discussing with her son that no further investigations were to be carried out. She was transferred to our Community hospital for rehabilitation but her physical health continued to decline and she remained confused and disorientated. Her oral intake was very poor and she lost a substantial amount of weight whilst on the ward. 



		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		A mental capacity assessment was undertaken and B M was found not to have the capacity to make a decision herself on her destination on discharge. The Community Discharge Liaison Nurse held a Best Interests meeting which was attended by her son and niece. During the BIM it was evident that it was not in B Ms best interests to return alone to her own home and her son and niece agreed that she needed 24 hour nursing care. The DLN liaised with the GP who decided her prognosis was very poor and a Fast Track CHC assessment was completed by the ward staff for funding for her place in a nursing home. B Ms son informed us that his sister would telephone B M 4 times every day and since she had passed away he felt his mother had “given up”. 



		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?






		B M was discharged the following day to a nursing home close to her own home. 



		



		5.  QUOTES/FEEDBACK

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?






		B M said she was unable to care for herself and would not be able to manage at home alone. She was very happy to be transferred to the nursing home and be cared for.  
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Report Assessment Beds ICF Q4.docx
Intermediate Care Beds via Intermediate Care Fund (ICF)

Report

This report is split into two elements, firstly the additional Intermediate Care Beds that were commissioned in Ashdale Nursing Home in support of the additional Winter pressures experienced in the County of Pembrokeshire, with the second part of the report focusing on the benefits of Assessment beds.

Intermediate Care Beds (ICB) in Pembrokeshire were commissioned formally in January 2017 via ICF monies to support patient flow from both Withybush General Hospital and Community settings to support winter bed pressures. (Period: 5th Jan 2017 – 31st March 2017 ).  The coordination of patient flow through these beds has been undertaken by a Band 7 Senior Nurse.

These beds are in addition to those community support beds which are currently located in Sunderland Ward,Tenby Cottage Ward and Hillside.

The main purpose is to facilitate discharge from an acute setting to ensure the ongoing care needs are planned and in place to support the patient/family/carers, and to avoid unnecessary admissions to an acute ward setting.

The service is for:

1. Patients in Acute hospital, no longer requiring acute care. For example:



· People who need, and have the potential to benefit from, a period of reablement support to build their confidence and independence in a safe, warm and comfortable environment, which provides access to care and support, prior to them being ready to return to their own home.

· People who are unable to return home, as their accommodation is currently unsuitable or unsafe for their needs.  Home adaptations are planned or the person is expected to improve and return to their own non-adapted home, within a predictable timescale.

· People awaiting domiciliary care packages / reablement packages or permanent residential placement.



2. Patients requiring further complex assessments including DST, for CHC funding or assessed as having ongoing healthcare needs, possibly eligible for NHS funded nursing care whilst long term plans finalised.



3. Patients in the Community whose current healthcare needs cannot be met by the Primary Health Team. This patient does not require an acute admission but does require 24 hour monitoring and supervision by a Registered nurse.



This list is not exhaustive and the beds are intended to be used as flexibly as possible to support people to remain in or return to their local communities.

The acute and community team work with people who access the beds to accommodate their illness or condition(s). 

The beds are intended to be an interim placement, with the aim of moving back home or onto an appropriate permanent placement, within an agreed timescale.  This period would not usually exceed six weeks and is usually shorter for most people.  All patients admitted into the Intermediate Care Beds have a recognised plan of care and a named Care Coordinator. The beds are not intended to add an unnecessary stage to the patient’s journey home; as it is recognised that very short periods in the beds are unlikely to be in the best interests of the individual.

The aims and expected outcomes for the patient accessing the beds, including the expected length of stay, are agreed with the person as part of the assessment and planning process and are subject to regular review.

The receiving care home, offering the ICF beds, are expected to undertake their own assessment of patient need and confirm they are able to meet that need prior to transfer from the acute / community setting. 

To be eligible for access to an Intermediate Care Bed, those referred should; 

· Be a Pembrokeshire resident and be registered with Hywel Dda University Health Board. 

· Be safe with the level and amount of care, therapy and support services provided by the team.

· Have a planned outcome from participating in the placement.

· Patients will have received both verbal and written clarification of the scheme details. Implications for possible on-going funding responsibilities at the end of the 6 week period will have been discussed. 



Specific service details

· ICF beds formally  commissioned 05.01.17 ( 4 beds initially in Ashdale Care home) although it is noted that ICF funds were utilised prior to this date for avoidance of admission –see below

· Additional 5th Bed commissioned 27.01.17 in Ashdale Care Home

 (commissioned initially to offer respite to gentleman on ACDU for 1 week period but has remained open throughout report period)   Mr JR

Total = 408 days commissioned  05.01.17 -  31.03.17

· Additional spot purchased beds

· Williamston Care Home : 03.02.17 – 10.02.17. Patient discharged home once homecare commenced ( 8 days)    Mrs PR

· Belmont Care Home : 03.02.17 – 16.02.17 Patient transferred from Tenby Cottage Ward to Belmont  Care Home. Choice of care home whilst waiting on CHC eligibility panel for FNC.  (14 days)    Mrs PR

· Park House Court : 23.12.16 - 06.01.17. Patient transferred into PHC in order to avoid admission for exacerbation of his COPD. (15 days)   Mr DM

· Park House Court :  24.01.17 – 14.02.17. Patient transferred into PHC in order to avoid admission for exacerbation of his COPD ( 22 days)   Mr DM

Total additional beds commissioned outside of Ashdale Care Home = 62 days

Total commissioned bed days = 467 days

Cost per bed = £ 679.01 / 7 = £97 / day

Cost for commissioned beds as per this project = £ 45,299.00p

(Estimated cost of bed occupancy in an acute setting at £500 per day = 467 days x £500 = £233,500.00p)

Potential cost saving therefore : £188,201.00p 

No of patients who have accessed ICF supported beds = 47

		Care Home

		No of patients



		Ashdale

		43



		Park House Court

		2



		Williamston

		1



		Parc Y Llyn

		1





Total = 47



Reason for accessing ICF supported beds:

		Reason for admission to ICF Bed

		No of patients

		%



		Awaiting reablement package of care

		19

		40%



		Awaiting Package of care

		15

		33%



		Awaiting re housing 



		2

		4%



		Recuperation prior to rehabilitation in community hospital 

		6

		13%



		Other including :

		

		



		Avoidance of admission 

		3

		6%



		Awaiting CHC eligibility panel

		2

		4%





Total = 47 patients



Reason for accessing  ICF supported beds : Social / Health reason

		Reason

		Number

		%



		Social

		36

		77%



		Health

		11

		23%





Total= 47 patients



Total number of bed days saved as a result of transfer to ICF beds:

= 486 bed days saved

		Funding Body

		Number

		%



		Social

		294

		60%



		Health

		192

		40%







Average number of days spent in ICF funded bed

48 bed days / No of patients 47 = 10.34 days

Average number of bed days spent in ICF funded beds via responsible body

Social = 294 days / 36 patients = 8.1 days

Health = 192 days / 11 patients = 17.45 days

*Commissioned bed days and bed days saved do not equate as on some days there would be a patient in the ICF funded bed in the morning and a different patient in the same bed in the afternoon, transferred from the acute setting – hence although only one bed day commissioned, two bed days would be saved from the acute setting – one for each patient episode ( the patient being discharged form Ashdale and the patient being admitted). 

Taking this scenario, the number of unutilized bed days can be calculated as follows:

467 days commissioned in total

486 bed days saved to date from Acute / Community hospital  31.03.17 

47 patients accessed the scheme

6 patients still accessing the scheme as of project date

Calculation:    486-47+6 = 445

467 days commissioned – 445 (double occupancy on admission / discharge day)  = 

22 days with ICF bed not occupied

Reasons for non – occupancy include:

· Identified patient refused to move

· Patients family refused to let patient move 

· No suitable patient identified for transfer

· Professionals involved in patients assessment refused to allow patient to move

· No transport available to transfer patient on the date of assessment

· Delay in sourcing medications from Community Hospitals

· Waiting on sourcing appreciate equipment 



SWOT Analysis 

The following people were asked to comment on their perspective with regard to the strengths / weaknesses / opportunities and threats to the current project:

Christine Phillips : Discharge Liaison Nurse Withybush - Responded

Sylvana Jones : Discharge Liaison Nurse South Pembrokeshire Hospital -Responded

Denise Davies : Sister, South Pembrokeshire Hospital - Responded

Maria Rees: Sister, Continuing (NHS) Healthcare - Responded

Caroline Martin: CNS, Continuing (NHS) Healthcare - Responded

Sue Phillips : Occupational Therapist Lead – Non Response

Sue Zatac : Joint Discharge Team Lead – Responded

John Evans / James Sheldon : Acute Sector – Non Response

Ashdale Care Home – Responded

Outcomes: 

Strengths identified:

· Increased bed occupancy in acute setting

· Shorter length of stay

· People moving out of hospital in timely fashion

· Effective rolling program

· Excellent rapport with Ashdale Care Home staff – described as really embracing the project and being enthusiastic/ keen to work with hospital staff to achieve good outcomes for the patients

· Timely assessment by Ashdale staff – same day assessment even when patients identified late in the afternoon. Assessments also provided to coordinator of beds in timely fashion confirming they can meet clients needs.

· Willingness of Ashdale to accept patient transfers late in the day – often assessed after 16.00 and still accepted that evening

· Excellent feedback from users of the services. Some have described how they have really enjoyed their time in Ashdale, has provided them with recuperation time away from hospital to gain increased strength to return home / increased confidence / staff described as ‘lovely’ and ‘can’t do enough for you’. One lady has described how she was showing other care home residents how to flower arrange so there has been a positive impact of having more able patients in the care home.

· Some relatives have reported how supportive they have found the Ashdale staff in helping them to prepare for discharge in a less ‘rushed’ environment.

· Ashdale staff described as very ‘proactive’.

· Ashdale described how the use of these beds throughout the winter has helped to keep ‘them afloat’ without which they would have had to lay off staff due to bed vacancy. 

· Ashdale believe they have developed new practises as a result of the project – ‘learning as we go along’ and ‘seeing a problem and solving it’. They have seen an improved communication between the home and both the acute and community hospitals. They also describe how much their staff have enjoyed having the ‘quicker’ more ‘acute’ turnover, allowing them to sharpen up on new practises and discharge procedures. 

· Ashdale have been proactive in helping to reduce costs where they can – supporting by transferring patients in their own vehicle from hospital to the home or from the care home to the patient’s own home.

Weaknesses identified:

· Original proforma written by the JDT and Discharge liaison had not been fully agreed prior to the implementation of the beds which led to some confusion initially as to what exactly the beds could be best utilised for. As it was, the team took the approach of supporting discharges from the ‘Medically Fit List’, particularly those with plans in place and without a degree of confusion, in order to free up beds in the acute / community setting, as it saw best fit. Agreement of the proforma and an opportunity to look at the structures which needed to have been in place in order to have supported the proforma would have been useful ( especially initially) and some teething problems could have been ironed out prior to implementation rather than ‘as we went along’. 

· Some staff felt the use of beds could be unsettling and disruptive to the patient journey as an additional step was introduced for discharge. 

· Logistically it was harder for staff to follow up patients due to the distance from Withybush to Ashdale, the convenience of patients ‘being on site’ was lost. Staff also saw an increase in workload as they were not only dealing with their usual caseloads within the acute and community hospital settings but also additional care home beds.

· On gentleman became less functional and it was felt he needed to transferred back to SPH for ongoing rehab again. However he did also develop a chect infection shortly after arriving in the home so a HAP 9 hospital acquired pneumonia) cannot be excluded as the reason for the reduction in function. 

· Communication was an issue at times with decisions made and not necessarily discussed with the relevant  staff – for example decisions taken to move patients form SPH without discussion with the allocated SW. 

· It was felt that the use of a care home could give people false impression of residential care with no understanding of the charging implications.

· Some patients refused to move into the interim beds saying they would ‘prefer to stay in Withybush’. The teams frequently met this as an objection and it was raised with Seniors re whether a structure was needed to support this move as a progressive and mandatory element of the discharge process.

· Additional OT / Physio input in the care homes would have been of great use – helping to maintain peoples function, improving on going assessment. 

· TTHs remained an issue with patients only receiving 7 days worth of drugs from hospital but the running out immediately prior to transferring home so a GP script would need to be raised immediately on discharge.

· Ashdale felt that they could be better organised if the people identified for assessment were indentified earlier on in the day – unfortunately this does not support the production of the medically fit list during the afternoon where the bulk of suitable patients are identified. 

· Coordination of the beds clearly takes a lot of time and input. Pressure often put on to admit ‘unsuitable’ patients when bed pressures on. 

· Identified that some clients no longer want to return home once they have been to Ashdale as they enjoyed their stay so much. 

Opportunities identified:

· Some patients clearly benefitted from a period of ongoing recuperation prior to returning home, away from the acute sector. The effect on readmission rates has however not been monitored but could be worth monitoring in the future

· An increase in OT / Physio attachment to the home would be of clear use and improve help improve the functionality of those patients transferred. Perhaps support for Ashdale in developing a therapy led area would be cost effective to the Health Board – a kitchen area that could be accessed by patients for assessment for example. Assessments with a view to planning reablement could then take place within the home itself rather than the acute or community hospital settings.

· An increase in SW input would also be of clear benefit, helping to drive the discharges from the care home rather than acute settings and would help improve coordination. One lady clearly benefitted from the input of a therapies team becoming involved when her planned return to Tenby Cottage Ward for rehab was delayed due to no bed being available. When the therapies team visited the plan was changed to trying to get her home direct from Ashdale, which did then occur in a timely fashion and prevented a further step in this ladies discharge pathway. 

· Development of a specific team to work with this group of patients to undertake all necessary assessments in the care home – there has been a reluctance to move any possible CHC patients to the care home as perceived as being very hard to get the engagement of individuals to undertake complex assessments and participate in DSTs from the care home setting. 

· Ashdale staff have reported how they would like to develop their skill in order to support more complex discharges from the acute / community hospital settings. 

· The development of an information leaflet explaining the use of the beds would help prepare people for the proposed bed usage. Would aid communication with both the patient and family.

· The use of the beds did give some people a taste of what residential care is like and some subsequently decided to stay in residential care. 

· Possibility of spot purchasing occasional beds in other care homes, outside of Ashdale for patients in the north of the County.  Spot purchasing during periods of extreme pressure was generally successful although it is noted that one gentleman from SPH has been in a spot purchased bed in Parc Y Llyn for 51 days + as a suitable package of care has not yet been commissioned via the Local Authority. Another lady however went into a spot purchased bed in Williamston Care home whilst waiting 1 week for her care package to start and she reported that she ‘very much enjoyed’ her stay and felt much ‘stronger’ on returning home (no readmission noted since discharge home). 

· The use of spot purchasing to prevent admission has supported 3 episodes equating to 42 acute beds saved. These beds were spot purchased in Park House Court which were the homes of choice of the 2 gentleman concerned. 

Threats identified:

· Ashdale is based in the South of the County of Pembrokshire, as such it is not suitable for residents of the North of the County who perceived it as being too far away from their own homes to utilise and access the scheme.  

· The perceived ability of patients / families  to refuse to move from an acute bed into an interim bed remained a considerable threat to the scheme

· Risk of some people becoming institutionalised whilst in Ashdale and no longer wish to reable and return home

· Risk that Ashdale may decide not to be part of the scheme without ongoing commitment from the Health Board / Local Authority.

· Withdrawal of funding increasing bed pressures both at Withybush and Community Hospital settings.

Patient stories:

		 D Number: D257505

		NHS Number: 4503613227

		Charity Log No:





Case Study 1

		COMPLETED BY AND FOR WHICH SERVICE:

		Caroline Martin CNS CHC



		1. ABOUT THE PERSON

		Help Notes



		DOB : 11.07.57

61 Year old

Social : Lived with her husband at home prior to lengthy hospital admission. Active lady – enjoys floristry / church going

Function:  Wheelchair user / transferred with banana board / nil issues with behaviour / cognition / communication. Catheter insitu  / able to wash / dress herself prior to admission / independent with nutrition

PMH: Progressive MS / Hypertension / Diabetic (Insulin Controlled) / Arthritis both keens, elbows and hands. 

		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life





		Developed MI in December whilst shopping with her husband. Subsequently taken to GP who admitted to hospital. Taken to WGH and after 2 weeks was transferred to Morriston Hospital for Angiogram (13.11.16) and subsequent CABG on 16.01.17. Returned to WGH for recuperation   (27.01.17) and was instructed not to put weight through her arms for 12 weeks, at which point she would recommence rehabilitation.  Whilst on the ward developed cellulitis requiring intravenous antibiotics. Cough lock insitu to help prevent unnecessary stress on chest wall when she coughs. 

Identified as needing a long period of recuperation prior to transfer to rehabilitation setting for ongoing active rehab. 

Discussion commenced between MDT and plan prepared for Ashdale Care Home in terms of do’s and don’ts for the 12 weeks of gentle recuperation.  Ashdale assessed 07.02.17 and agreed they could meet her care needs

Initial issues around use of specific items of equipment which were needed were solved with the intervention of the County Commissioner and patient transferred to Ashdale Care home 10.02.17

Patient then returned as planned 31.03.17 to SPH to undertake active rehab.

		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		

· Recuperation in a non acute environment

· Less risk of gaining a hospital acquired infection

· Actively participated in the routines and activities in the home – arranged all the homes flowers for example on Mothering Sunday.  Has particularly enjoyed the Bingo evenings.

· Staff provided for all of her needs, utilizing the plan provided by the physiotherapist to ensure she was fully recuperated prior to commencing active rehabilitation.

· Husband provided with support during recuperation period.

· Individual / ensuite room / privacy offered. Able to fill the room with personal items so she felt relaxed and happy.



		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?





		

Patient transferred to Ashdale and has had a successful period of recuperation in a non acute bed. Attended OPA on 29.03.17 and agreed by Morriston that she could commence rehab so transferred to South Pembs Hospital 31.03.17 to commence rehabilitation as planned.

49 Inpatient bed days saved

		



		5.  QUOTES/FEEDBACK

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?





		 

‘I have been very happy here’

‘The staff can’t do enough for me’

‘The food is lovely’

‘I’m ready to move to South Pembs but don’t think I’ll need to be there long as I feel really week, may be a week at most and then home’.

		









		D Number:D020997

		NHS Number: 6328831900

		Charity Log No:





Case Study 2

		COMPLETED BY AND FOR WHICH SERVICE:

		Caroline Martin CNS CHC



		1. ABOUT THE PERSON

		Help Notes



		DOB: 31.03.28

Age: 89 year old

Social : lived at home with her elderly husband, carers BD

PMH : Lower respiratory tract infection / / hx of leg ulcers / CVA / TIA – residual right sided weakness / reduced mobility / hypertension

Admitted to Withybush General Hospital 21.12.16 having presented with a history of falling at home. Hit her head on a couple of occasions and developed a hematoma, began vomiting. Already had hx of right arm and leg weakness secondary to previous stroke and a reduced range of movement in her right shoulder after hitting her shoulder.

Noted history of recent stay in Tenby Cottage Ward for rehabilitation following stroke which had helped improve her mobility but then she began to develop falls.

		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life





		 

On this admission she was:

· Treated for Atrial Fibrillation

· Reviewed by the Tissue Viability Nurse Specialist with regard to her leg ulcers and heel sores

· Became increasingly contracted and bed bound, drowsy but rousable

· Urinary tract infection subsequently diagnosed and treated together with medical care for identified pleural effusions.

· Considered general poor prognosis

Patient became medically fit 12.01 17 and her husband became very keen for her to return to Tenby Cottage Ward for ongoing rehabilitation as they had successfully got her walking once before. Unfortunately, no bed was available in TCW so Ashdale Care Home approached to offer ongoing recuperation whilst waiting for rehab bed in SPH. Pateint and family happy for transfer to occur and Ashdale completed routine assessment confirming they were able to meet her needs.

Care needs on transfer:

· Fully dependent with washing and dressing

· Continent- but could sometimes become incontinent on transfer and needed toileting at night 

· G2 Pressure sores to both heels /PSPS = 12 / use of nimbus mattress / ulcer to right ankle.

· No cognitive issues

· Very small appetite but feeds self

· Transfers with zimmer frame and help of 2 ( prior to admission used a 4 wheel frame)

Transferred to Ashdale Care Home ; 12.01.17

Chronological: 

TCW aware of TF to Ashdale - will request notes when being TF back.
13.01.17: AW bed TCW - 
18.01.17: AW bed TCW
19.01.17: AW bed TCW
23.01.17: AW bed TCW
Mr and Mrs not happy - referred to JDT re POC and straight home
24.01.17 SW to assess tomorrow 
25.01.17: AW Physio / OT assess 27.01.17
31.01.17: Steady in situ tomorrow / Physio to trial. SW looking for care
02.02: doing well with steady / AW POC
06.02.17: Discharge confirmed for 08.02.17, Care to start 13.30 with Safe haven. Transport booked. Ashdale informed
08.02.17: Discharge home today direct from Ashdale

		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		Pateint received ongoing care whilst waiting for rehabilitation bed in TCW.  Unfortunately, no bed became available and concerns began to be raised that pateint was losing her function. Variable function noted by the home, sometimes able to transfer / sometimes not. Staff were assessing ability at each intervention and using hoist at times to help with transfer and maintain safety. However, patient did not like to use the hoist and was insisting in staff transferring her. Incident report noted where she insisted staff transfer her onto commode without the hoist and the two staff subsequently hurt their backs where she fell back.  Patient’s husband became increasingly frustrated that his wife was not returning in a timely manner to TCW for rehabilitation. SPH offered but refused. 

On 24.01.17 function noted as the follows:

· Sometimes stands with 2 and a frame / with some she will throw herself back

· Needs the help of 2 to get out of bed

· No falls noted

· Able to feed herself

· Moves self around in bed 

· Able to transfer with support from chair to commode. 

· Continues to request to be moved to Tenby

25.01.17 : SW became involved as concerns raised by patients husband re delay in transfer. SW organized for OT / Physio from TCW to undertake further assessments. Following on from these assessments agreed that the plan would be to try and get the patient home from Ashdale as no likelihood of a bed becoming available in TCW imminently so plan worked out, together with the care home to facilitate direct transfer home with reablement package of care insitu. T Pole supplied by community services to Ashdale and transfers then undertaken with this. 

Reablement care package eventually sourced for 08.02.17 and patient discharged directly home. 

		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?





		· Pateint successfully discharged home with reablement package and function maintained at a level to enable this to occur

· ? if patient would have been discharged home any quicker if she had been transferred to TCW

· Good example of therapies and SW working together to facilitate a complex discharge from an interim bed thus preventing an unnecessary transfer to  a community hospital bed

		



		5.  QUOTES/FEEDBACK

No quote directly received but noted that since her discharge the patient’s husband phones the care home every Wednesday morning to speak to the staff and to give them an update on how the patient is doing. He also visits them regularly and brings them chocolates. Staff report that has apologized for his behaviour during his wifes stay in Ashdale but he reports he was frustrated at the delay in transfer to a rehabilitation bed in TCW not any issues with the care his wife received in the care home. 

Good links have been maintained between the husband and the home which may help with planning ongoing care in the future. 

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?









		D Number: D141390

		NHS Number: 632 907 4259

		Charity Log No:





Case Study 3

		COMPLETED BY AND FOR WHICH SERVICE:

		Caroline Martin CNS CHC



		1. ABOUT THE PERSON

		Help Notes



		DOB: 08.03.48

Age: 69

Social: Married lady /lived with her husband. No previous social input

PMH : Brain injury x 3 / mastoidectomy

Presented at WGH : with a history of falls / fractured right toe.

		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life





		 Became medically fit for discharge whilst on Wd 1, WGH. OT involved and required adaptations to her home and a package of care for discharge.

Assessed by Ashdale Care Home pm 26.01.17 and transferred to the care home on 27.01.17 whilst awaiting POC as follows:

1 carer / Twice daily

Care needs on transfer:

· Skin intact

· Breathing comfortable

· Able to fully communicate

· Continent

· Hx of falls noted and using zimmer frame 

· Eats and drinks well

· Needs support twice daily with personal care / washing and dressing.

Uneventful stay whilst at the care home whilst waiting for package of care. 
Chronological: 

A/W POC - 1C BD applied
for.
31.01.17: SW chasing and escalating
02.02.17: POC offered unsuitable - SW liaising with brokerage
07.02: escalated
08.02: care agency found
Awaiting start dates
Start 14.02.17 AM+PM07.00/ 20.00 Start with PM call. Transport being booked / Ashdale being informed.
09.02.17: Discharge 14.02.17
13.02: Disc tomorrow14.02: Discharged

		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		· Interim bed provided ongoing recuperation and rehabilitation away from the acute sector

· Unsuitable care package was offered 02.02.17 but able to wait for suitable package away from acute setting

· Less risk of developing a hospital acquired infection

		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?





		· Returned home on 14.02.17 with package of care as planned

· Acute bed days  saved = 18

· No noted readmission

		



		4. QUOTES/FEEDBACK

No direct feedback received.

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?











		D  Number: D063379
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Case Study 4



		COMPLETED BY AND FOR WHICH SERVICE:

		Caroline Martin



		1. ABOUT THE PERSON

		Help Notes



		DOB: 24.11.26

Age: 91 years old

Social : Lives alone / house / history of self neglect

PMH : Right hip replacement / osteoarthritis / cellulitis / falls /self neglect

Admitted with neglect / leg ulcers which subsequently healed

Required ongoing social care input.

		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life





		 Receiving social care in SPH as his house was unfit to return – ceiling had caved in / niece was busy trying to repair his house and preparing it to be decorated. 

Assessed by Ashdale 01/03/17 whilst in SPH

Transferred to Ashdale  01/03/17

Chronological as follows:

07.03.17: OT to liaise with SW re most appropriate person to assess / house now ready
13.03.17: Now wishes to stay in residential care. SW re review / likely self funder.
14.03.17: SW to assess tomorrow
16.03.17: Assessed by SW and Nurse Assessor (NNC completed ) - will be self funding if he stays in residential care. SW to confirm
22.03.17: SW to confirm with Ashdale if they are happy to keep as residential today
23.03.17: Torestin Care Home to assess 28.03.17. Will be self funding of his placement. 
29.03.17: Torestin accepted - plan to TF tomorrow self funding.

30.03.17: Transferred to Torestin Care home residential



		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		

· Provided support away from the acute setting whilst complex decisions made re ongoing placement

· Provided a ‘ taster’ of residential care and this gentleman saw an improvement in his general well being within 24 hr care environment and decided to self fund himself into residential care. 

		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?





		· Avoided lengthy inpatient stay

· Bed days saved = 29

· Now in 24hr care environment receiving care and support / risk of self neglect reduced and possible reduction in future admissions  to hospital as a result

		



		5. QUOTES/FEEDBACK

No direct feedback received. 

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?











In Summary:

 The use of interim care beds funded via ICF monies was introduced in January 2017 and has now been operational for about 12 weeks, 5 beds are currently opened in Ashdale Care Home and 1 bed remains opened in Parc Y Llyn Care Home. A total of 47 patients have accessed the scheme for a variety of reasons including waiting on:

· Packages of care / reablement 

· Rehousing

· Decisions of eligibility panels 

· Prevention of admission

· Undergoing recuperation prior to active rehab

Calculated inpatient bed days saved = 486 days

[bookmark: _GoBack]Average number of days spent in the beds varies between health (17.5 days)  and social (8 days). 

Cost of ICF beds in care homes during project period = £97 / bed / day

Cost of Hospital based acute bed during project period estimated at £500 / bed / day

Cost of ICF beds during project period = £45,299.00p  ( excluding transport cost)

Cost of inpatient support for same number of patients = £233,500.00p

Potential financial saving = £188,201.00p during project period



The strengths and weaknesses of the scheme have been well documented in this report as highlighted by the professionals involved in its implementation but overall the scheme has saved 486 inpatient bed days, a significant cost saving over the 12 week period, significantly contributing to a reduction in bed pressures in the acute and community setting. 

Those involved in the scheme would suggest ongoing investment with a ‘spend to save’ motivation with possible expansion and support of the scheme to ensure most importantly ongoing therapy and SW support of the project. A possible view of this would be to help to secure more timely transfer from the acute setting, for the reasons previously mentioned. Most importantly with significant increased support, assessment could occur in the care home rather than in the hospital setting resulting in more timely transfer. But a change in ethos with regard to patient / families /professionals expectations remains a significant barrier and challenge to overcome. 



Data Analysis re ICF support of assessment beds:

No of patients who accessed the service: 17 in total. 

All accessed via Nursing Needs Checklist  as requiring ongoing assessment within a suitable environment as per WAG guidelines:



3.39 The MDT, working in partnership with the person and their carers must consider the optimum environment in which the assessment for longer-term care should take place in order to maximise the individuals’ potential for independence. Options to be considered include step down / intermediate assessment facilities in the community, or the person’s own home with intensive short term support’ 

Continuing NHS Healthcare. The National Framework for Implementation in Wales. June 2014



No of days in ICF beds : 769 days

		





Referral Source

		Source

		No

		%



		WGH

		13

		76%



		WWGH

		0

		0%



		TCW

		3

		18%



		SPH

		0

		0%



		St Non’s

		0

		0%



		Com

		1

		6%



		Total

		17

		100%





















Average no of days  ICF beds   : 45.24 days

		Funding stream upon DST assessment

		Funding stream outcome

		No of days per occupied per funding stream

		Average no of days per funding stream



		FNC

		5

		186

		37.2 



		CHC

		6

		172

		28.67 



		RIP

		5

		259

		51.7 



		Outstanding

		1

		152

		152



		

		

		769 days

		












		

		

		



		

		



		Bed cost per day = £679.01/ 7 = £97.0014 / day



Total cost of scheme = £97 x 769 days = £74,594.10p



Assuming those who accessed the beds could have remained within an acute / community setting for the equivalent time from initial NNC agreement to DST completion – the cost would have equated to :



No of days ( 769) x Average cost of hospital bed per day ( £500) = £384,500.00p





		

		















ICF Bed occupancy	Days utilized	Unutilized	445	22	Referral Source for ICF Assessment bed from 01.10.16 (Percentage) 

Sales	WGH	WWGH	TCW	SPH	St Non's	Community	76	0	18	0	0	6	Outcome upon DST completion 

Sales	FNC	CHC	RIP	Outstanding	5	6	5	1.2	Number of days occupied prior to DST completion and establishment of funding stream

Sales	FNC	CHC	RIP	Outstanding	186	172	259	152	Interim Care Beds - Care Home 

Sales	Ashdale	Park House Ccourt	Williamston1	Parc Y Llyn	43	2	1	1	Reason for admission to ICF bed

Sales	A/W reablement	A/Waiting POC	A/W rehousing	Recup / Rehab	Avoidance of admission	A/W Funding Decision	19	15	2	6	3	2	Reason for Accessing: Responsible Body / Percentage

Reason for Accessing: Responsible Body	Social	Health	77	23	Bed days saved according to funding body	Social	Health	294	192	
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		 D Number: D257505

		NHS Number: 4503613227

		Charity Log No:





Case Study 1 – Assessment Beds

		COMPLETED BY AND FOR WHICH SERVICE:

		Caroline Martin CNS CHC



		1. ABOUT THE PERSON

		Help Notes



		DOB : 11.07.57

61 Year old

Social : Lived with her husband at home prior to lengthy hospital admission. Active lady – enjoys floristry / church going

Function:  Wheelchair user / transferred with banana board / nil issues with behaviour / cognition / communication. Catheter insitu  / able to wash / dress herself prior to admission / independent with nutrition

PMH: Progressive MS / Hypertension / Diabetic (Insulin Controlled) / Arthritis both keens, elbows and hands. 

		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life





		Developed MI in December whilst shopping with her husband. Subsequently taken to GP who admitted to hospital. Taken to WGH and after 2 weeks was transferred to Morriston Hospital for Angiogram (13.11.16) and subsequent CABG on 16.01.17. Returned to WGH for recuperation   (27.01.17) and was instructed not to put weight through her arms for 12 weeks, at which point she would recommence rehabilitation.  Whilst on the ward developed cellulitis requiring intravenous antibiotics. Cough lock insitu to help prevent unnecessary stress on chest wall when she coughs. 

Identified as needing a long period of recuperation prior to transfer to rehabilitation setting for ongoing active rehab. 

Discussion commenced between MDT and plan prepared for Ashdale Care Home in terms of do’s and don’ts for the 12 weeks of gentle recuperation.  Ashdale assessed 07.02.17 and agreed they could meet her care needs

Initial issues around use of specific items of equipment which were needed were solved with the intervention of the County Commissioner and patient transferred to Ashdale Care home 10.02.17

Patient then returned as planned 31.03.17 to SPH to undertake active rehab.

		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		

· Recuperation in a non acute environment

· Less risk of gaining a hospital acquired infection

· Actively participated in the routines and activities in the home – arranged all the homes flowers for example on Mothering Sunday.  Has particularly enjoyed the Bingo evenings.

· Staff provided for all of her needs, utilizing the plan provided by the physiotherapist to ensure she was fully recuperated prior to commencing active rehabilitation.

· Husband provided with support during recuperation period.

· Individual / ensuite room / privacy offered. Able to fill the room with personal items so she felt relaxed and happy.



		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?





		

Patient transferred to Ashdale and has had a successful period of recuperation in a non acute bed. Attended OPA on 29.03.17 and agreed by Morriston that she could commence rehab so transferred to South Pembs Hospital 31.03.17 to commence rehabilitation as planned.

49 Inpatient bed days saved

		



		5.  QUOTES/FEEDBACK

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?





		 

‘I have been very happy here’

‘The staff can’t do enough for me’

‘The food is lovely’

‘I’m ready to move to South Pembs but don’t think I’ll need to be there long as I feel really week, may be a week at most and then home’.

		









		D Number:D020997
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		Charity Log No:





Case Study 2

		COMPLETED BY AND FOR WHICH SERVICE:

		Caroline Martin CNS CHC



		1. ABOUT THE PERSON

		Help Notes



		DOB: 31.03.28

Age: 89 year old

Social : lived at home with her elderly husband, carers BD

PMH : Lower respiratory tract infection / / hx of leg ulcers / CVA / TIA – residual right sided weakness / reduced mobility / hypertension

Admitted to Withybush General Hospital 21.12.16 having presented with a history of falling at home. Hit her head on a couple of occasions and developed a hematoma, began vomiting. Already had hx of right arm and leg weakness secondary to previous stroke and a reduced range of movement in her right shoulder after hitting her shoulder.

Noted history of recent stay in Tenby Cottage Ward for rehabilitation following stroke which had helped improve her mobility but then she began to develop falls.

		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life





		 

On this admission she was:

· Treated for Atrial Fibrillation

· Reviewed by the Tissue Viability Nurse Specialist with regard to her leg ulcers and heel sores

· Became increasingly contracted and bed bound, drowsy but rousable

· Urinary tract infection subsequently diagnosed and treated together with medical care for identified pleural effusions.

· Considered general poor prognosis

Patient became medically fit 12.01 17 and her husband became very keen for her to return to Tenby Cottage Ward for ongoing rehabilitation as they had successfully got her walking once before. Unfortunately, no bed was available in TCW so Ashdale Care Home approached to offer ongoing recuperation whilst waiting for rehab bed in SPH. Pateint and family happy for transfer to occur and Ashdale completed routine assessment confirming they were able to meet her needs.

Care needs on transfer:

· Fully dependent with washing and dressing

· Continent- but could sometimes become incontinent on transfer and needed toileting at night 

· G2 Pressure sores to both heels /PSPS = 12 / use of nimbus mattress / ulcer to right ankle.

· No cognitive issues

· Very small appetite but feeds self

· Transfers with zimmer frame and help of 2 ( prior to admission used a 4 wheel frame)

Transferred to Ashdale Care Home ; 12.01.17

Chronological: 

TCW aware of TF to Ashdale - will request notes when being TF back.
13.01.17: AW bed TCW - 
18.01.17: AW bed TCW
19.01.17: AW bed TCW
23.01.17: AW bed TCW
Mr and Mrs not happy - referred to JDT re POC and straight home
24.01.17 SW to assess tomorrow 
25.01.17: AW Physio / OT assess 27.01.17
31.01.17: Steady in situ tomorrow / Physio to trial. SW looking for care
02.02: doing well with steady / AW POC
06.02.17: Discharge confirmed for 08.02.17, Care to start 13.30 with Safe haven. Transport booked. Ashdale informed
08.02.17: Discharge home today direct from Ashdale

		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		Pateint received ongoing care whilst waiting for rehabilitation bed in TCW.  Unfortunately, no bed became available and concerns began to be raised that pateint was losing her function. Variable function noted by the home, sometimes able to transfer / sometimes not. Staff were assessing ability at each intervention and using hoist at times to help with transfer and maintain safety. However, patient did not like to use the hoist and was insisting in staff transferring her. Incident report noted where she insisted staff transfer her onto commode without the hoist and the two staff subsequently hurt their backs where she fell back.  Patient’s husband became increasingly frustrated that his wife was not returning in a timely manner to TCW for rehabilitation. SPH offered but refused. 

On 24.01.17 function noted as the follows:

· Sometimes stands with 2 and a frame / with some she will throw herself back

· Needs the help of 2 to get out of bed

· No falls noted

· Able to feed herself

· Moves self around in bed 

· Able to transfer with support from chair to commode. 

· Continues to request to be moved to Tenby

25.01.17 : SW became involved as concerns raised by patients husband re delay in transfer. SW organized for OT / Physio from TCW to undertake further assessments. Following on from these assessments agreed that the plan would be to try and get the patient home from Ashdale as no likelihood of a bed becoming available in TCW imminently so plan worked out, together with the care home to facilitate direct transfer home with reablement package of care insitu. T Pole supplied by community services to Ashdale and transfers then undertaken with this. 

Reablement care package eventually sourced for 08.02.17 and patient discharged directly home. 

		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?





		· Pateint successfully discharged home with reablement package and function maintained at a level to enable this to occur

· ? if patient would have been discharged home any quicker if she had been transferred to TCW

· Good example of therapies and SW working together to facilitate a complex discharge from an interim bed thus preventing an unnecessary transfer to  a community hospital bed

		



		5.  QUOTES/FEEDBACK

No quote directly received but noted that since her discharge the patient’s husband phones the care home every Wednesday morning to speak to the staff and to give them an update on how the patient is doing. He also visits them regularly and brings them chocolates. Staff report that has apologized for his behaviour during his wifes stay in Ashdale but he reports he was frustrated at the delay in transfer to a rehabilitation bed in TCW not any issues with the care his wife received in the care home. 

Good links have been maintained between the husband and the home which may help with planning ongoing care in the future. 

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?









		D Number: D141390
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		Charity Log No:





Case Study 3

		COMPLETED BY AND FOR WHICH SERVICE:

		Caroline Martin CNS CHC



		1. ABOUT THE PERSON

		Help Notes



		DOB: 08.03.48

Age: 69

Social: Married lady /lived with her husband. No previous social input

PMH : Brain injury x 3 / mastoidectomy

Presented at WGH : with a history of falls / fractured right toe.

		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life





		 Became medically fit for discharge whilst on Wd 1, WGH. OT involved and required adaptations to her home and a package of care for discharge.

Assessed by Ashdale Care Home pm 26.01.17 and transferred to the care home on 27.01.17 whilst awaiting POC as follows:

1 carer / Twice daily

Care needs on transfer:

· Skin intact

· Breathing comfortable

· Able to fully communicate

· Continent

· Hx of falls noted and using zimmer frame 

· Eats and drinks well

· Needs support twice daily with personal care / washing and dressing.

Uneventful stay whilst at the care home whilst waiting for package of care. 
Chronological: 

A/W POC - 1C BD applied
for.
31.01.17: SW chasing and escalating
02.02.17: POC offered unsuitable - SW liaising with brokerage
07.02: escalated
08.02: care agency found
Awaiting start dates
Start 14.02.17 AM+PM07.00/ 20.00 Start with PM call. Transport being booked / Ashdale being informed.
09.02.17: Discharge 14.02.17
13.02: Disc tomorrow14.02: Discharged

		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		· Interim bed provided ongoing recuperation and rehabilitation away from the acute sector

· Unsuitable care package was offered 02.02.17 but able to wait for suitable package away from acute setting

· Less risk of developing a hospital acquired infection

		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?





		· Returned home on 14.02.17 with package of care as planned

· Acute bed days  saved = 18

· No noted readmission

		



		1. QUOTES/FEEDBACK

No direct feedback received.

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?











		D  Number: D063379

		NHS Number: 464 5193 201

		Charity Log No:





Case Study 4



		COMPLETED BY AND FOR WHICH SERVICE:

		Caroline Martin



		1. ABOUT THE PERSON

		Help Notes



		DOB: 24.11.26

Age: 91 years old

Social : Lives alone / house / history of self neglect

PMH : Right hip replacement / osteoarthritis / cellulitis / falls /self neglect

Admitted with neglect / leg ulcers which subsequently healed

Required ongoing social care input.

		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life





		 Receiving social care in SPH as his house was unfit to return – ceiling had caved in / niece was busy trying to repair his house and preparing it to be decorated. 

Assessed by Ashdale 01/03/17 whilst in SPH

Transferred to Ashdale  01/03/17

Chronological as follows:

07.03.17: OT to liaise with SW re most appropriate person to assess / house now ready
13.03.17: Now wishes to stay in residential care. SW re review / likely self funder.
14.03.17: SW to assess tomorrow
16.03.17: Assessed by SW and Nurse Assessor (NNC completed ) - will be self funding if he stays in residential care. SW to confirm
22.03.17: SW to confirm with Ashdale if they are happy to keep as residential today
23.03.17: Torestin Care Home to assess 28.03.17. Will be self funding of his placement. 
29.03.17: Torestin accepted - plan to TF tomorrow self funding.

30.03.17: Transferred to Torestin Care home residential



		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		

· Provided support away from the acute setting whilst complex decisions made re ongoing placement

· Provided a ‘ taster’ of residential care and this gentleman saw an improvement in his general well being within 24 hr care environment and decided to self fund himself into residential care. 

		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?





		· Avoided lengthy inpatient stay

· Bed days saved = 29

· Now in 24hr care environment receiving care and support / risk of self neglect reduced and possible reduction in future admissions  to hospital as a result

		



		2. QUOTES/FEEDBACK

No direct feedback received. 

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?
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[bookmark: _GoBack]Trusted Assessor course feedback



“Great course.  I have gained lots of new skills and knowledge”.

“Feel confident in my ability following the course”.

“Excellent course.  Would be beneficial for more people to attend”.

“Great, helped improve knowledge of equipment and it’s application”.

“Excellent course√√√ learned lots”

“ Well worth attending.  All relevant staff should attend”.

 “Gained a lot of knowledge and confidence that I can take into the workplace”.
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MAST case study.doc
		Carefirst E Number:
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		Charity Log No:





Case Study

		COMPLETED BY AND FOR WHICH SERVICE:

		Kim Willis, MAST



		1. ABOUT THE PERSON

		Help Notes



		87 year old gentleman, living alone in his own bungalow.  He has a brother who helps with shopping locally and a daughter that visits from away when she can.  He has carers three times a day to assist with all personal ADL and meals.  He also has a private cleaner to assist with domestic tasks.  

		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life






		Patient came to A&E following a fall at home when mobilising with his rollator zimmer frame.  He remained on the floor for approximately 11 hours.  Referred to MAST by the A&E nurse who reported patient fit for discharge, requesting a mobility assessment to double check.  Patient had not been mobilized in A&E prior to MAST intervention.  On assessment, it was evident that the patient was unsteady on his feet and presented as slightly confused.  MAST liaised with medical consultant who agreed to request blood test (CK) due to long lie prior to admission.  It transpired his CK was in excess of 2731 (should be no more than 320).  Therefore, patient was not medically fit for discharge and was admitted to ACDU.  MAST referred to medics.    

		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		Due to thorough holistic assessment and MAST ability to now refer patients direct to the medics, patient was not discharged home prior to being medically fit.  He stayed two nights on ACDU, whereby his CK returned to acceptable limits and he was back to safe baseline function.  His risk of falls was therefore reduced as he was much steadier on his feet than on first assessment.  

		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?






		 Patient was discharged home medically fit and at baseline function.  

		



		5.  QUOTES/FEEDBACK

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?






		“I feel much better than when I last saw you!”  Thanks for everything.”  
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		Carefirst E Number:

		NHS Number:

		Charity Log No:







Case Study



		COMPLETED BY AND FOR WHICH SERVICE:

		Mindy Hawkings -  Acute Response Team Pembs



		1. ABOUT THE PERSON

		Help Notes



		The service user was an elderly lady living alone who had previously been offered assistance with personal care but declined it.  The service user was under the care of the Blood Bourne Virus Clinical Nurse Specialist.

		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life





		The service user was visited on a Thursday by the Clinical Nurse Specialist who found the lady to be in an unkempt state. She had been incontinent, there were soiled incontinence pads around the house and she was sitting in her underwear next to an electric fire surrounded by papers.  During the visit she was asked if she would accept care to maintain her dignity and personal care to which she agreed immediately.  

		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		The Clinical Nurse Specialist spoke to the Community Social Worker who stated she could complete a home visit the following Monday.  The lady was washed and changed and it was apparent it was unsafe to leave her for any periods of time due to mobility issues and confusion at times. The Social Worker was contacted again, and although they were unable to offer any immediate help the GP was informed and the lady was made safe overnight.  The Clinical Nurse Specialist visited again in the morning and spoke to the Social Worker, but again they were unable to offer any support until the assessment had been competed on Monday.  The Clinical Nurse Specialist was advised to contact the Acute Response team who were able to organize immediate cover from Friday evening and Saturday and Sunday am and pm. The visits involved personal care, meal preparation and ensuring the service user was safe to be left alone.  The Social Worker completed the home assessment on Monday and a care package was commenced on Monday evening.

		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?





		Being able to respond in the community enabled the service user to be monitored and cared for over the weekend with many positive outcomes associated with this care including: 

1) Alleviating concerns about her safety and her being home alone.   

2) Enabling the service user to have some control. 

3) Avoided potential hospital social admission.

4) Being able to provide such a service in the community has also in turn benefited other non related patients by creating bed capacity for more acutely ill patients. 







		



		5.  QUOTES/FEEDBACK

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?





		 “I was advised to contact the ART team who were fantastic. They arranged cover until her care package was available to start on the Monday. I wanted to highlight this for a couple of reasons. First of all the ART team were superb and I’d like them to have positive feedback.  Secondly, there appears to be a gap in services in this situation.  Apart from ART, there was no one to provide cover until a care package could be put in place. This lady did not need an acute admission bed, but did need social care. The Social Worker I have been dealing with has been dealing with has been doing his best but hands were tied “. (Clinical Nurse Specialist)



The service user was pleased and grateful that she could be cared for within her own home. 
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Case Study



		COMPLETED BY AND FOR WHICH SERVICE:

		Jo Davidson -  Acute Response Team Pembs



		1. ABOUT THE PERSON

		Help Notes



		The service user was a 70 year old gentleman who lived with his wife, with their daughter living close by. Usually fit and active.

		1.What is their age? Do they live alone? How is their general wellbeing? Do they have family/friends nearby?  





		2. WHAT WAS THE SITUATION

		2. Describe how the person came to be involved with the service you are writing about.  If an older person - what challenge or issue were they facing and how was this affecting their life





		The service user was being nursed as an in- patient on ward one for several weeks following an accident at home whilst cutting his hedge when he fell and sustained a serious life threatening fracture to his cervical spine. The severity of his fracture meant that he had to be nurses in an immobilizing collar namely the Miami J collar with Back and Breast plate insitu ( # cervical vertebrae and odontoid #). 



The collar usually has to remain insitu for a minimum of 12 weeks. There are regular scans to check on bone healing and the stability of the fracture before the patient can remove the collar. 



There is a daily need for the pressure relieving pads under the Miami J collar to be removed and changed for hygiene reasons and to check skin integrity. Due to these daily needs it would usual for the patient to spend the minimum of 12 weeks as an in – patient despite the patient being otherwise stable, well and mobile. The collar care would be undertaken by a trained qualified nurse who is responsible for ensuring the cervical spine is aligned and immobile whilst a trained HCSW removed the Miami J collar and provides hygiene care, shaves and checks on skin integrity, changes the pads and then replaces the collar under the guidance of the qualified nurse.

The service user whilst in hospital and on discharge was unable to undertake his usual job of transporting children to schools in his locality.



The service user also had an elderly wife at home who required some daily support which was then undertaken by their daughter who also continued to provide the transportation service.

		



		3. HOW DID THE SERVICE PROVIDED MAKE A DIFFERENCE?

		3.  Describe what action the case worker/volunteer took to support you.



		All qualified and HCSW staff underwent a training session with the Orthopaedic CNS on the ward and were also observed and assessed as competent  to enable the Miami J collar care to be undertaken at the service user’s home.



One Band 6 Acute Response Nurse who has both A&E and Orthopaedic experience has become our Miami J collar link nurse and trainer for new staff.



A profiling bed was delivered to the service user’s home to enable ART staff to perform the collar care safely for both the service user and to avoid undue strain on the nurses back during the procedure.



The service user returned to the hospital twice a week to have the back plate pads changed ( this requires 5 + members of trained staff) and the Miami J collar reviewed and adjusted as required for the patients safety and well being.

		



		4. WHAT OUTCOMES WERE ACHIEVED?

		4. What was the outcome for the service user?  What difference did the interventions make?





		Being able to provide this service in the community enabled the service user to be discharged from hospital many weeks earlier with many positive outcomes associated with this care being provided at home including – 

1) Alleviating concerns about his elderly wife home alone.   

2) Enabling the service user to have some control over his run from home transportation business.

3) Avoided potential hospital acquired infections.

4) Lessened the chance of depression or low mood due to long term hospitalization.

5) Enabled his family to have some involvement in his care ( Daughter also trained in HCSW role for collar change)

6) Enabled the family to return to a normal routine within the home.



Being able to provide such a service in the community has also in turn benefited other non related patients by creating bed capacity for more acutely ill patients on the ward. It is highly possible the bed this service user would have held for at least 12 weeks will have been used by multiple service users on that ward since his discharge. 

		



		5.  QUOTES/FEEDBACK

		5.  Please provide a direct quote from the service user. What did they say about the service received and the difference this has made to them?





		Service user and family extremely happy that our service was able to care for him in his own home and very relieved to be out of hospital when apart from the collar care he had no other acute needs requiring to be met.









		








