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Homecare Re-ablement Case Studies

Introduction
Homecare re-ablement is widely defined as ‘services for people with poor physical or mental health to help them accommodate their illness by learning or re-learning the skills necessary for daily living’.  

The objective of homecare re-ablement is to maximise users’ long-term independence, choice and quality of life, and to appropriately minimise ongoing support.  

Many Councils with Social Service Responsibility (CSSRs) in England along with their partners have introduced re-ablement to support their homecare schemes.  The Care Services Efficiency Delivery (CSED) programme in England works collaboratively with CSSRs to help maximise the use of available resources and deliver greater benefits to service users.  Homecare re-ablement has been one area of particular interest, as its objective of re-abling people so that they can live as independently as possible with minimum intervention has the joint benefit of lower cost of care plus greater quality of life.

Homecare re-ablement schemes vary from area to area but all are focused on helping people do things for themselves rather than have them done for or to them, and in each case there is a maximum duration for the intensive re-ablement package.  This could be either a three or six week period during which re-ablement is available, for example, then ongoing care needs are assessed following a review of progress.
CSED has undertaken extensive information gathering and analysis over the past 18 months in order to present a useful picture of the approach taken to homecare re-ablement by a number of CSSRs.  The following five detailed case studies contain information shared by CSSRs with CSED, and were included within CSED’s January 2007 discussion document on homecare re-ablement.  With kind permission from CSED, we are sharing edited versions of these case studies with ‘Into the Spotlight’ delegates to provide additional information to those Partnerships who are considering introducing similar schemes in Scotland.  Also included is a case study based on the early re-ablement service in Edinburgh.
Further information, and copies of the CSED Homecare Re-ablement Discussion Document and other related files and supporting documents are available on request from Gerald Pilkington, Operations Manager, CSED Programme by telephone 020 7972 4161 or email Gerald.pilkington@dh.gsi.gov.uk.  Further information is also available on the CSED website www.csed.csip.org.uk
The Joint Improvement Team (JIT) is working with partnerships to support the development of a wide range of health and social care services which aim to improve outcomes for people who use services; support people at home; avoid unnecessary admissions to hospital and facilitate timely discharge.  The role of re-ablement is a key area for development in Scotland with some work underway.  This can be considered in context of the range of evolving models of intermediate care and the work JIT is supporting through the National Intermediate Care Learning Network and demonstrator programmes.  These case examples provide useful information and learning points from England and JIT is available to support further application and development of such models on a partnership basis in Scotland.
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Leicestershire 

Homecare Assessment and Re-ablement Team (HART) 

Summary

The Homecare Assessment and Re-ablement Team started in November 1999 as a pilot in one area of the County. Following independent evaluation, it was rolled out and now covers the whole of the county.   It is one of four services: HART, dementia team, child care team and ‘specialist’ maintenance. All standard ongoing homecare is delivered by out-house providers. The remit of each team is outlined in the Service User Guide.
Council Profile
The County has a population of 610,000 (2001 census) with 95,000 (15.7%) aged over 65 years and 11,000 (1.8%) aged over 85 years.  The authority’s latest CPA score is 4 stars.  The Social Services directorate have retained a 3 star rating for 5 consecutive years.   The authority commissions approximately 33,000 hours of care per week of which approximately 85% is placed with external providers. It currently serves those with moderate needs and above.
Background to Development of Homecare Re-ablement Service
The development of a homecare re-ablement service was triggered by completion of a Best value Review in 1999 and funding was received under the Promoting Independence project. This led the authority to focus on supporting people to be able to support themselves and they set a target of reducing the in-house provision to be 10% of the total delivered care.
Implementation Stages and Timeline

November 1999: Pilot based in the area of Melton. This focused on people who had been selected as being appropriate for homecare re-ablement. 

May 2000 Pilot extended to accept all people through an intake team in the Vale of Belvoir 

2001 Work begun to restructure the in-house service into the four ‘specialist’ team model across the County 
Conducting the Pilot

An external evaluation of the pilot project was completed by the Centre for Group Care and Community Studies.  This sets out background information, details of the phased development of the pilot project, statistical analysis, qualitative analysis and recommendations. 

In essence, a pilot was established which was then extended and, in its final phase, operated as an intake team for a given geographic area. A comparison of outcomes was made to a controlled group and tested against data for the previous year to ensure that the pilot was representative. 
Nature of Current Service
The scheme now operates across the whole of the County through intake teams and all adult users participate unless their care needs exclude them in accordance with established criteria. E.g. complex mental health needs, last stage terminal care.
The HART service is one of four specialist teams within the County.
It provides a service for up to 6 weeks and approximately 57% of users are referred from hospital discharge teams. The first two days are provided at no charge, but thereafter charges are made in accordance with the councils charging policies. 
The team no longer has any direct therapy input but retains direct links with the OT service within the Commissioning Team. They also have fast track access to OT services with health through jointly funded posts. 

Home Care Managers and Senior Carers have been trained and can order aids to daily living, thereby relieving demand on therapy staff and removing delays in the delivery of the re-ablement care package.
Structure of Service

A Service Manager, who reports to the Assistant Director, Older and Disabled People’s Services, takes a lead role for the in-house homecare service.
The team are divided into 6 geographically based area groups, managed by 5 Team Managers. Each locality team is led by a team of Homecare Managers, plus an out of hours team. In total the area teams consist of 16 Homecare Managers, 30 Senior Homecare Assistants and 442 Homecare Assistants.
Monitoring the Service

An initial care plan is received from the Commissioning Team and progress is monitored on a weekly basis by a review involving the Care Manager, Senior Carer and Carers. 

HART have the authority to amend the care package based on their ongoing assessment of the users needs. 

At the end of the re-ablement phase, the HART manager and carer complete a review with the user in their home. 

A final written care package forms part of the handover to any ongoing out-house care provider and it is understood that these are very rarely queried or changed. 
Stakeholder Management – Council Staff (Members, Officers, Staff) 

Elected officers and Managers were fully supportive of the need to develop the service as a result of the Best Value Review. The scheme was independently evaluated by the De Montfort University and this served to endorse the value of the service to Managers and care staff. 

There were no TUPE implications because all staff were retained. Staff could elect which of the four ‘specialist’ teams they wished to transfer to when the service was restructured. Staff involved with the pilot work provided feedback to other staff. Most saw this as an opportunity to extend their skills and return to the role they had previously held, prior to the split of purchaser / provider in 1991, which allowed carers to contribute towards the assessment and amendment of care plans to meet the needs of users.

Stakeholder Management – Service Users 

Many of the existing long-term users were nervous of the change and approximately 2/3 were transferred to the independent sector. Others with complex needs were retained with in-house staff but transferred to one of the other specialist teams: e.g. long-term dementia care, maintenance. 
Stakeholder Management – External Providers
External providers were advised by the authority of this change and re-assured that the in-house would no longer be in direct competition. Contracts were renegotiated in 2005 and in April 2006 spot purchase contracts were augmented with block contracts based on geographic zoning. 

Detailed arrangements were made for the transfer of existing cases and those of a complex nature were managed with a period of approximately one week co-working to ensure a smooth transition.
Implementation through External Providers
Homecare Re-ablement is undertaken by in-house teams only. 

Given the need for increased capacity within the external provider market, it took between 3 and 4 years before most bottlenecks were removed in the transfer of cases at the completion of the 6 week re-ablement period across the County. The situation remains variable, some cases having to ‘wait’ a longer period before there is capacity in the market for transfer.
Stakeholder Management - Commissioners
The relationship with the Commissioning Team was critical and benefited from a historical trust with the care teams.  The Commissioning Team sets initial care packages but HART have the authority to amend these to appropriately support the change in users needs through the re-ablement phase.
Training
Carers involved in the pilot scheme underwent 5 days of training. This is now 2 days every 6 months for new staff. 

The initial 2 days covers the philosophy and inherently different ways of working in HART, honing of care skills to provide confidence to carers, problem solving, skills to empower users to support themselves, minor aids and record keeping.
Target is NVQ L2 (Care) supplemented by additional training in manual handling, risk assessment, lone worker, dementia and medication. All NVQ courses are run in-house. 

Managers believe it is essential that training is practical and directly relevant and so this function has now passed to line managers who deliver the induction phase.
Benefits – Financial
The independent evaluation completed by the De Montfort University provides a clear expression of the benefits of adopting a homecare re-ablement approach and quantified the order of benefit. 

Based on evidence from the evaluation project, Leicestershire achieved a 28% reduction in homecare hours when the approach was applied to an intake team (72% when applied to a selective pilot scheme). 

Quarterly data from the in-house IT team provides basic information and it is intended to develop activity reports.

A review of the cases for 2005/2006 confirms that in addition to continuing to enhance the independence of people referred to the service: 
· 49.7% of those referred required no ongoing care package 

· 28.5% of those referred managed to achieve an average reduction in their ongoing care package hours of approximately 30% 

· and even those referred on to other specialist teams by HART managed to achieve an average reduction of 16% in their ongoing care package hours. 

In all, these groups generated a gross weekly saving, when compared to the cost of their care package had HART not existed, of £84k. This equates to an average break-even point of approximately 23 weeks.
Benefits – Quality and Satisfaction
The external evaluation included a review of quality and user satisfaction.  Surveys of user satisfaction are completed and monitored. A system is now being introduced to collate the information and produce trend reports. In addition, a feedback form is included within the Service Users Guide that is provided to all who pass through the HART service. Close monitoring of complaints and compliments provide another useful gauge of satisfaction. 

Consideration is currently underway to commission further evaluation work by the De Montfort University and this would include a longitudinal study.
Trace of improvements to PAF Indicators
There are a few PAF indicators that HART intervention has an impact on. Unfortunately, due to the way in which the indicators are set up to measure success, the impact is not an improvement. 

Two indicators measure the number of service users who receive an intensive package of homecare (nationally defined as 10 hours and 6 visits per week); these are PAF C28 and PAF B11. As HART aims to reduce the need for homecare, any packages that are initially above the defined level of an intensive package that subsequently fall below this due to the intervention will not count positively within the indicator. 

PAF C29 - C32 measure the number of service users supported to live at home (by client type). This involves a number of community based services including homecare, regardless of the size of the package. As 50% of service users going through HART do not need any further homecare, this reduction will have an impact on the PAF indicators as they may not be counted (if they are also in receipt of other services such as day care or mobile meals they will continue to be counted).
Next Steps
Proposed areas for development are:

· to finalise activity reporting in association with the IT team 

· to develop seamless working with Health colleagues to further improve the transfer of users between the two areas of care. 

· currently considering further evaluation work by De Montfort University 

· to transfer all existing maintenance packages to the independent sector and focus all in-house resources on the remaining three specialist areas 

Tips for Other Councils
Critical issues include: 

· A strong trusting relationship with the Commissioning Team so that they can rely on the carers to make sure that the right end package is delivered.
· Time is well spent on managing the staff so that they have confidence in the new way of working. 

· Early and consistent messaging to users that the scheme is about helping people to look after themselves rather than doing it for them. 

· The HART approach is dependent on an ability to progress users so that they achieve their maximum level of independence in a timely manner, thereby allowing the service to move onto further cases. Thus, it is essential that external support and providers are responsive to prevent delays and bottle necks. 

· Effective communication with all stakeholders (staff, external providers, Health colleagues, etc.) during the planning and implementation stages. 

Milton-Keynes 

Summary
Milton Keynes operate a homecare re-ablement service as part of an integrated Intermediate Care Service jointly with Milton Keynes Primary Care Trust, and this provides a co-ordinated range of community rehabilitation and therapies for those aged over 18 years living within Milton Keynes and with a Milton Keynes GP.
The services available are:

· Intermediate Care Team (ICT): homecare re-ablement service 

· Rapid Assessment and Intervention Team (RAIT) 

· Fraser Day Hospital: outpatient rehabilitation services 

· Bletchley Community Hospital: 28 bed intensive rehab and health care support 

· Orchard House (14 short-term self catering flats) 

· The Willows (4 intermediate care rooms for step-up care) 

Within these, there are three rapid response services:

· RAIT: responding within 30 minutes to urgent referrals and admission avoidance 

· Rapid Response Carer Service: over night service 

· Rapid Access Beds: to avoid admission to hospital 

All of these provide a co-ordinated service that can only be accessed through a single point of access upon referral by health or social care professionals. These services are available across the whole CSSR and operate on the basis that whoever assesses the individual first ensures that they are picked up by the most appropriate service, thereby providing a safety net. 

Referrals are also made by the local ambulance control against agreed protocols, and IC staff respond to appropriate calls sometimes accompanied by an Emergency Care Practitioner
Council Profile

The authority has a population of 221,600 (latest 2006 estimate) and is the fastest growing Council in Britain with an estimated 23,000 (10.4 %) aged over 65 years and estimated 2,820 2,400 (1.3 %) aged over 85 years. Milton Keynes is Britain’s largest and newest new town, but includes older urban towns of Wolverton and Bletchley, large 70’s Council estates of poor quality, and a significant rural area of North Bucks (rural population 35,000). 

The authority’s latest CPA score is ‘Good’ – 3 star.

The Social Services directorate are currently rated as a 1 star service, but adult services are rated as serving most people well, promising prospects (2 stars) and have been since 2003. 

The authority commissions approximately 10,632 hours (HH1 2005) of homecare per week of which 42 % is placed with external providers. The Intermediate Care Team assess and accept an average of 110 new service users each week and provide approximately 240 hours per week (care provided for 6 weeks maximum). 

The authority currently serves those with substantial needs and above.
Background to Development of Homecare Re-ablement Service 

The service was first proposed as a result of an Older People’s Services Best Value Review. This was built upon in a Locality Structure paper and an Intermediate Care Strategy paper.

Implementation Stages and Timeline 

· Early 2002 - set up the Intake and Rehab Teams (IRT) 

· Nov 2002 - expanded service to include users who required homecare 

· Jan 2003 - added the care team who support rehab flats 

· 2004 - appointed a joint Intermediate Care Manager with health and brought together the Intake Rehab Team (IRT) and Community Health Access Team (CHAT) 

· Mar 2005 - developed out of hours rapid response service and introduced Community Matrons 

· Nov 2005 - co-located mangers and support staff 

· Mar 2006 - reconfigured 11 rapid access beds 

Conducting the Pilot 

The current Intermediate Care Team structure and service evolved over a number of months as part of an integrated service. (see above).

Nature of Current Service

The ICT service operates through five teams, each with 5 homecare staff. Most referrals come from hospital wards and are more often received on the day of discharge. The team leader visits, makes an assessment and prepares a care plan. Assuming that the individual’s needs can be best met by the ICT, they are added to the programme from the next day. Hence the service is highly responsive to demand. 

The Team Leader acts as the focal point. Carers collect details of their morning’s list along with any changes that may have occurred overnight, and generally complete their visits between 7 and 11.30am. Feedback is provided to the Team Leader who allocates the afternoon lists and, again, feedback is provided by the afternoon team members. 

Care plans and notes are left with the user in their home and these are spot checked by the Team Leader from time to time. By its nature, different members of the team work with individual users unless there are complex needs and / or particular specialist pieces of equipment are required. 

A second assessment is completed by the Team Leader after a couple of weeks and then, towards the end of the individuals time with the ICT, the Team Leader discusses the next stage including any ongoing care package, direct payments if applicable, etc. with the user and gains their agreement. Any final report proposing an ongoing care package is referred to the Priorities Panel who meet weekly and approve packages, allocation to in-house or external providers and establish arrangements. All contracts with external providers are placed through one point in the Council’s contracts department. 

The duration of ICT support varies with an average time of approximately 14 days. The published maximum duration is 6 weeks although this can be extended where benefits would be derived. Some users, particularly where it involves the re-instatement of a previous service, may only be with the team for 2 days. The service also supports a small number of palliative care cases from time to time to ensure continuity and because they are able to be highly responsive to changing needs. 

No charge is made for the intermediate care services and the local FACS criteria are applied at the conclusion of a person’s time with the team if they require an ongoing care package.
Structure of Service
All of the Intermediate Care Services operate under one jointly appointed manager (Intermediate Care Services Manager) who reports to both the Head of Adult Social Care (Milton Keynes Council) and the Director of Primary Care (Milton Keynes PCT). 

Within the team there are clear agreements regarding role and responsibilities as well as managerial control and professional supervision for all health and social care staff.
Monitoring the Service

Monitoring of the service takes different forms within each of the partners to the joint service.

Social care staff monitor indicators including:

· Number of people requiring residential care

· Delayed discharges 

· Number of long term care packages 

· Number of intensive homecare packages 

Health colleagues monitor indicators including:

· Admission avoidance activity 

· 4 hourly A&E targets 

Monthly Intermediate Care Operational Reports are prepared which summarise the levels of referral, and the acceptance to and discharge destination from each service. In the case of Rapid Response the reports indicate the nature of the service provided because they are one-off visits.
Stakeholder Management – Council Staff (Members, Officers, Staff) 

A consultation process took place between October and November 2004.69 regarding proposals to bring together a number of intermediate care services under one managerial structure. This was to integrate health and social care teams and to extend capacity, skills and experience. 

Training
All homecare staff within the ICT undergo an Accelerated Development Programme during their first year. This provides them with the skills and training to undertake the role, and provides evidence to support their progression through NVQ L3 which is the target qualification. 

Additional training is provided through the Council’s On Track scheme. This covers basic skills such as moving and handling, communication skills, risk assessments, etc. 
Benefits – Financial

The service has not been formally evaluated but the monthly operational reports quantify the level of re-ablement for each service.

In October 2005, the service reported on the Cost Benefit Analysis of Intermediate Care.
This focused on the financial benefits that have arisen from the rapid response services’ ability to avoid acute hospital admissions from both the community and, principally, A&E over a 2 month period. In addition, it considered the number of facilitated discharges from the acute trust. This review indicated average monthly gross savings in acute health trust costs of £49k, with net savings, after the cost of intermediate care, of £33k. 

Benefits – Quality and Satisfaction
The service does distribute a questionnaire to all users but there is a low response rate. However, the level and nature of both compliments and complaints are monitored to identify trends, etc.
Trace of Improvements to PAF Indicators
The service does find PAFs to be a useful general measure of direction and they do help when seeking to engage health colleagues because they help to illustrate the direction of policy.
The Intermediate Care Service continues to evolve and the current plans include: 

· To develop the admission avoidance activity including increasing the number of admission avoidance beds 

· To reconfigure the OOH Rapid Response Service to also provide a night time ‘intake’ team: this will reduce the number who cannot remain in their own homes because of their requirement for night time care visits.

· To roll out an IT based Single Assessment Process: the current paper based version is 10 pages long.
Tips for Other Councils
· Establish a single point of access into services 

Risk 

· establish risk management 

· ensure you establish the right skill, experience and competency levels

· establish competency framework for all posts 

Health & Safety 

· if a joint service use the skills and experience of all partners for risk assessments, actions plans, etc. 

· Map processes and follow up with action plans to resolve issues 

Establish good care planning 

· involve the client at outset and agree plan 

· create a ‘formal’ contract with the client regarding plan 

· ensure that activities are relevant and stimulating 

Poole 
Woodlands Community Team 

Summary
The Woodlands Community Team provides intermediate care and complex rehabilitation to adults. It is multi-disciplinary and includes, and works with, dedicated consultant time, therapists, rehabilitation assistants, social care staff, nursing teams and a pharmacist and pharmacy technicians.
The Rehabilitation Homecare Service is provided by Southampton Care Association Community Care Services which is a large regional third sector provider appointed following a tendering exercise. This service is the focus of the intermediate care provided by the Woodlands Community Team. It is strictly time limited to 6 weeks. 

The service is usually delivered in the user’s home but, if appropriate, can be provided on an outpatient basis within Alderney Community Hospital, which is where the team are based. 

The service operates 7 days a week between the hours of 7 am and 10 pm.  365 days a year and is one element of a co-ordinated range of services.
Council Profile
The authority has a population of 138,300 (2001 census) with 28,054 (20.0 %) aged over 65 years and 3,940 (2.9 %) aged over 85 years. 
The authority’s latest CPA score is 3 star 

The Social Services directorate are currently rated as a 3 star service. 

The authority commissions approximately 1,500 whole hours of care per week and 4,700 half hours of care per week of which 75% is placed with external providers. The Rehabilitation Homecare Service is a block contract of 200 hours a week. 

The Authority’s eligibility criteria are currently moderate, substantial and critical.
Background to Development of Homecare Re-ablement Service
The trigger to commence a re-ablement service was the general agenda of intermediate care following the NSF for Older People in 2000. The drive to outsource the service was as a result of Best Value Reviews and the Council’s vision at that time for the delivery of provider services. The decision was made that there was a need to increase the throughput of the Community Hospitals and so capacity was created in the community. A decision was also made to close the day hospital and provide service’s in a person’s own home. This originally started with a very small team of three: a care manager, physiotherapist and a nurse. 
Implementation Stages and Timeline
The Rehabilitation Homecare Service started in 2001. There was a lead in period to enable the provider to recruit staff and build up to the 200 hours block contract per week.
Formal discussions and the tendering process were started in 2000 in response to the NSF Older People Intermediate Care.
Nature of Current Service

The Woodlands Community Team operates across the whole of the borough. Referrals are received from a number of health and social care professionals with approximately 20% arising from acute health trusts and the balance from within the community. These tend to be categorised into three priority groups: same day, within 5 days and within 10 days. The latter two groups tend to be those whose need will arise when they are discharged from hospital. 

The Rehabilitation Homecare Service is accessed mainly by the Woodlands Community Team staff based on a completed multi-disciplinary assessment and rehabilitation care plan and programme with clear person centred goals. A multi-disciplinary review is completed within the first 2 weeks and a further review is completed in advance of the completion of the 6th week of service. There is a specialist worker in the Acute Trust who can also refer directly to the Service. 

Tolerance levels are required within the Rehabilitation Homecare Service to ensure that adequate capacity exists to respond to referrals. Close co-ordination with other social care and health feeder and post re-ablement services is maintained because changes in their capacity and workload impinge on the re-ablement service as well as each other. 

Initially a member of the therapy staff who visits the users within their home completes an assessment. Goals are set and agreed with the user and re-ablement is then provided by staff from the external provider. Reviews are completed weekly by the Manager with the Rehabilitation Assistant at which time input can be received from therapists and nursing staff. As progress against goals is achieved, the re-ablement package is stepped down. 

No charge is made for the service which is provided for up to 6 weeks. 

Discharge from the service is approved by a member of the therapy staff and the need for any ongoing care package is gauged by any unmet goals. 

People referred from hospital have their assessment completed by hospital based therapy staff and so they are fast tracked. 

Ongoing care packages are arranged through a central brokerage service utilising a mix of block and spot contracts. 

As part of the re-ablement service, the Woodlands pharmacist and pharmacy technicians work very closely with the Community Team. They provide medication management input with a view to simplifying the user’s medication in terms of their understanding of how to take it, the ‘packaging’ and form it is taken in, the number of doses required, etc. This service is a major contributor to the services’ ability to keep users within their home as evidenced within a study validated by the Department of Healthcare Statistics and Epidemiology at Bournemouth University. This study showed, amongst other things, that for every six people reviewed and managed, one admission to hospital was saved. The attached paper will be presented at a BMJ arranged international forum in April 2007. 

Where appropriate, linkages are made with Lifeline’s call centres to support those with mild dementia at home.
Structure of Service
The operational structure of the service is depicted in an organisation chart.
Monitoring the Service

Monthly reports are submitted by the external provider which list all those discharged from the service along with basic information.
As set out above, progress is reviewed weekly with input as required from therapy and nursing staff within the co-ordinated team. 

The external provider reports monthly on the source and destination of all those ‘discharged’ from the service. This data is collated to create graphs of trends.
The Rehabilitation Homecare function was outsourced to a large regional third sector provider of homecare services. 

The contract specification documentation sets out a range of terms including the values; principles, and service standards that will apply. 

Training
The training requirements are set out within the service specification and includes:

· formal detailed induction 

· 2 weeks shadowing for those new to the care industry 

· attainment of NVQ L2 provided by therapists and other staff from within the Woodlands Community Team 

· arrangements for ongoing training 

Benefits – Financial
Based on data for the 7 months to October 2006, 43.5% of users were re-abled to a level of full independence within an average period of 5.3 weeks.   Across all outcome categories the average duration with the service was 4.9 weeks and 91% of users had left the service within 7 weeks
Benefits – Quality and Satisfaction
Within the contract specification, the provider is required to manage and make available the results of a variety of measures, including:

· complaints management and reporting 

· quality assurance: users satisfaction questionnaires 

· mismatches between service requests and provision 

Trace of improvements to PAF Indicators 

Generally it is felt that the performance and benefits of homecare re-ablement do not appear within the current PAF structure. Clearly the greater the success, the lower the number admitted to residential care (AO/C26 and AO/C27) but homecare re-ablement is merely one contributor to movements in this indicator.
Next Steps
Future development plans depend very much on the recommendations of the Strategic Review of Services for older people in Poole. We are also undergoing re-structuring after the merger of Bournemouth and Poole PCTs on 1 October 2006. The new Bournemouth and Poole PCT will be making a bid for capital money from ‘Our health, our care, our community’. This will be centred on the vision of a centre of excellence for rehabilitation and more diagnostics and treatments available outside an acute setting. 

A joint report is currently being undertaken by Poole Social Services, Poole Primary Care Trust, Dorset Healthcare NHS Trust, Poole Hospital NHS Trust and voluntary services which seeks to complete a strategic review of services to older people in Poole. This brings together all services, presents a gap analysis and makes recommendations on how the various services might work together. The outcome of this review will have an impact on the direction and inter-relationship of the Woodlands Community Team service.
Tips for Other Councils
· Be very clear on outcomes you want to achieve and how to measure them. 

· Decide how the service will fit into current care pathways within the community and acute settings: apply FACS criteria as people leave the service not as they join it.
· Consider which skill mix is best: therapists v carers.
· Consider how you will sell / explain what re-ablement is about: need to agree definitions. 

· Medication management is critical to a successful homecare re-ablement service: unless a users medication is consistently under control they will not be able to benefit from input by therapy, nursing or homecare staff. 
Salford 

Intermediate Home Support Service 

Summary
The Intermediate Home Support Service helps Salford residents who need support with every day living to enable them to have a better quality of life and to continue to live independently in their own homes.  The emphasis of their work is to enable people to maximise and maintain their independence. 

The service supports people with: 

· personal care such as washing, dressing, continence promotion, getting in and out of bed 

· cooking, preparing meals and helping to eat 

· building confidence and continuing supportive programmes 

· identifying what longer term care and support is needed 

· shopping, pension collection, laundry and other household tasks 

The service also provides a short term assessment role to identify any on-going needs and how they can best be met. 
Council Profile
The authority has a population of 216,103 (2001 census) with 35,120 (16.3%) aged over 65 years and 3,936 (1.8 %) aged over 85 years. 

The authority’s latest CPA score is 3 star 

The Social Services directorate are currently rated as a 3 star service. 

The authority commissions approximately 14,740 hours of care per week with external providers and, in addition, the IHS team are commissioned to provide approximately 4,000 hours per week.   The authority currently serves those with moderate needs and above.
Background to Development of Homecare Re-ablement Service
The decision to reshape the service arose from a coming together of like minds from within the Council and local Health Trust, and was at a time when both the Council and government thinking was following the Promoting Independence theme.
Implementation Stages and Timeline
Salford adopted a staged approach to the establishment of the Intermediate Home Support service. 
Stage 1 

2000 – service users receiving domestic care services from in-house teams were transferred to an out-house provider (Manchester Care), thereby freeing up resources through early and voluntary retirement packages. No new referrals for domestic care were accepted by the in-house team. 

Stage 2 

Jul 2003 – Some in-house staff transferred to form an Intermediate Home Support service team focused on short-term care. 

Nov 2003 – IHS established and so all service users with a mixed package (in-house and external providers) of long-term homecare transferred to external providers. No new referrals for long-term homecare packages were accepted by the in-house team. 

June 2004 – Evaluation of new service completed 

Stage 3 

Oct 2005 – transfer of all remaining 160 service users with the in-house long-term care teams to external providers completed
Conducting the Pilot
At an early stage a Project Group was formed to ensure that all interested parties were involved in the creation of the new service. This was chaired by an Assistant Director and so decisions could be made on a timely basis rather than being referred, resulting in delays. This was particularly important because as the service evolved it needed to be able to adapt at short notice. 

The IHS started with a limited service but across the whole City. Initially referrals were only taken from the intermediate care service and hospital discharges against specific criteria. The team were separated from the in-house homecare service and consisted of 2 managers, 3 seniors and two teams of home support workers. 

This approach enabled the authority to use the process as a learning experience and refine arrangements and protocols.
Nature of Current Service
The current service operates 7 days a week, 7am to 10pm and referrals are made upon completion of the authority’s FACS criteria. It is intended that it operate as an intake service for all aged over 18 yrs unless it is clear needs have been assessed as not appropriate for either the enablement or the assessment part of the service. Examples of where this service is not appropriate are: 

· it is assessed that continuity of care by the same agency is the best way of meeting needs. 

· an appropriate care plan is already in existence but was ‘disrupted’ by a short admission to hospital, etc. and there has been no change in needs or how those needs can best be met. 

· the service user is terminally illness and continuity of care is required over what is expected to be a short period. 

In addition, current capacity problems within the IHS team mean that some service users who meet the re-ablement criteria are diverted to external providers and so the assessment only function has been applied for these service users.

The service is not subject to a charge, following which the service user is either re-abled to a point where they do not require an ongoing care package or their care is transferred to an approved external care provider. 
A separate rapid response team operate under the Intermediate Care service and respond to urgent needs. Service users’ needs are stabilised and often passed over to the IHS team within 24 hours.
Structure of Service
The IHS team operate as part of Integrated Services (Older People) service.
Monitoring the Service
Following receipt of a referral from the social work team, an assessment is completed by a Home Support Manager who determines what care will be provided and discussed with the potential service user who is required to agree any proposed plan of care.  At that time a guide is passed to the service user. It is stressed that the service is for up to 6 weeks, and so some service users will leave the service before then. 

A Senior Home Support Worker completes a first visit and then once a week to review the care planned and adapt if required the care for the next week. 

The Manager and Seniors meet weekly to discuss and review progress. 

During week 5, or earlier if appropriate, the Senior and social worker meet and discuss with the service user and any family the proposed discharge and any required ongoing care package.
Stakeholder Management – Council Staff (Members, Officers, Staff)

Significant efforts were made to engage staff prior to and throughout the transition of the in-house service. 

Negotiations were held with staff to create a flexible workforce that could support the change in role and enable the service to match the peaks and troughs in times when service is required. Some staff who did not feel comfortable with the role of becoming an enabler rather than a carer were offered options of redeployment within the organisation. Joint training sessions were held with social workers based in the local health trusts to gain early understanding and co-operation and this has been supported by guidance for social workers.

Stakeholder Management – Service Users 

The authority spent a considerable amount of time managing the service users through the transfer of domestic and long-term care packages and the transition to a re-ablement service. 

All existing users were contacted and this was followed up by a re-assessment of their care plans by a social worker. This in its self gave rise to reductions in care plans that were to be passed to the external providers and the process was well received by service users.  Many compliments and very few complaints were received about the change in role. 

A Care Finders Team was formed to manage and place care contracts for the first phase when in-house domestic services were outsourced. A dedicated team was then formed to manage the placing of homecare contracts. 
Stakeholder Management – External Providers
Work was undertaken with external providers to ensure that adequate capacity was available. Arrangements were made through the Care Finder Teams for service users to be supported by in-house teams until external providers were able to take over individual cases, thereby encouraging co-operation and ensuring that service users achieved a smooth transfer. Providers were zoned to ease coverage and became Neighbourhood Providers.
Implementation through External Providers
The re-ablement service is provided solely by an in-house team.
Stakeholder Management - Commissioners
The service has a strong relationship with the commissioners and this was assisted by their membership of the original Project Group. They are authorised to provide service by the commissioners and it is for the team to determine the size of the initial re-ablement package and to reduce or increase it as their work progresses and the user remains with them.
Training
All new members of the team undergo basic training to enable them to acquire the skills to perform the role. This includes induction, health and safety, first aid, food hygiene, medication monitoring, customer care and safeguarding adults. 

The target qualification is NVQ L2 with additional elements to cover topics including health and safety and promoting independence. A significant proportion of the team have acquired this qualification and some of the seniors either have achieved, or are working towards, NVQ L3.
Some of the managers are qualified to NVQ L4 whilst the Team manager is qualified to NVQ L5. 

The Council leads on a Training Partnership with external providers and courses are open to staff from both in-house and external providers.
Benefits – Financial
Prior to roll out of the third phase, the Council undertook an evaluation of the service. This related to 163 referrals received during the period November 2003 to May 2004. 

The evaluation considered the source of 159 referrals, tracked how many from each were delivered with a re-ablement service (136) and the reasons why 23 did not receive a service. It also showed that the IHS service enabled: 
· 61% to require no ongoing care package, and 

· 31% to require a reduced care package 

The study assumes that without a re-ablement approach service users would have continued to be provided with a care package equivalent to that of their first week. This indicates that the overall reduction in care packages equated to a reduction of 1,038 hours (80%) across 129 service users.
Benefits – Quality and Satisfaction
Questionnaires are used to capture comments of service users and these are summarised for internal distribution twice a year.   Return rates for the latest reported period were 24% and most responses show a ‘very good’ or very well’ rating.
Next Steps
The service is still evolving and work is planned to: 
· develop the reporting systems 

· consider completion of a further evaluation study 3. review staffing structures and refine them to better match demand 

· consider the adoption of electronic monitoring as part of a wider initiative so that data can be more easily and accurately captured. 

Tips for Other Councils
Based on their experience, a number of items require early consideration: 

· The early establishment of a Project Group that can make decisions is critical to ensure a timely and responsive implementation.
· Ensure that key managers within teams are ‘on-board’ with the proposals because you will need their enthusiasm and commitment.
· Ensure that SW commissioners are ‘on-board’ with both the change in role and the need for the service to be able to set the care plan. 

· Be prepared to be flexible and willing to adapt or change if original plans do not work 5.

· Consultations with staff are critical but often take longer than one first allows in the implementation plan and so should not be under estimated. 

· The establishment of a dedicated Care Finders Team was very beneficial and ensured a smooth transition of service users by a team that created a very good understanding of providers and their capabilities. 

· A change in the role of the in-house team to one of re-ablement will bring with it significant changes for admin staff so plan ahead.
· The service requires a greater degree of flexibility of staff: Some may prefer to complete all negotiations and arrangements before embarking on the change but this is likely to create significant delays to implementation, the release of capacity and the generation of benefits for service users and the Council.

Wirral 

Wirral Enablement Discharge Service (WEDS) 

Summary
The Wirral Enablement Discharge Service (WEDS) represents a partnership between the Metropolitan Borough of Wirral and Wirral Hospital Trust to provide an enablement service to local residents who have been in receipt of in-patient health care. 

The service was established in 2003 and a pilot study was run between 1 November 2003 and 31 March 2004.

Council Profile
The authority has a population of 312,000 (2001 census) with 57,000 (18.1 %) aged over 65 years and 7,000 (2.2 %) aged over 85 years. 

The authority’s latest CPA score is 2 star 

The LA is a 2 star Authority under the new CPA Harder Test 

Last year, CSCI rated the old combined Social Services Department as 1 star but the judgement they gave Adult Services was “meeting most people’s needs and with promising prospects” That judgement would give Adult Social Services a separate rating of 2 stars. 

The authority commissions approximately 21,600 hours of care per week of which 80% is placed with external providers. Thus, the In House team provides approximately 4,000 hours per week which includes the hours provided by the WEDS team. The WEDS team are able to deliver up to 400 hours per week of enabler time (including travel and training hours) but where these hours cannot be used for re-ablement they are redistributed to the patch teams to avoid the use of additional hours or overtime. In 2005 – 2006 there were 7,158 enabler contact hours delivered to 239 service users
WEDS FULL YEAR DATA 





2004/05 
2005/06 

No of referrals accepted 
185

239 

Ave hrs per SU 

36.5 

34.5 

Ave length of intervention 
3.8 wks 
3.7 wks 

The authority currently serves those with substantial needs and above.
Background to Development of Homecare Re-ablement Service

The service evolved from the local Occupational Therapy Supported Discharge Service and was formed through joint working between the Council’s homecare team and the local OT service. 

It became clear that many of the users were common to both services and, to an extent, their approaches were counter productive with homecare ‘supporting’ users whilst the therapy service was seeking to ‘enable’ users.
Implementation Stages and Timeline
· June 2003 - Started formal discussions with Wirral Hospital Trust OT 

· End of July 2003 - Commenced preparation for service including discussions with HR and Trade Union (Unison) 

· September 2003- Recruited staff by ring fencing posts to carers already within the Service. Negotiation with Care Management colleagues with regard to dedicated social work support to service. 

· October 2003 - Staff training and protocols developed along with documentation to support service provision. Hospital OT’s briefed in relation to criteria for referral and aims of the service 

· Nov 2003 to March 2004 - ran pilot phase 

· July 2004 - Committee Paper asked Social and Health Select Committee to support the continuation of the service and established WEDS as a ‘core’ service.
Conducting the Pilot
During the pilot phase, the service only received patients from the Department of Medicine for the Elderly, with referrals being made by the ward based OTs. Care packages were prepared by the ward OTs and so allowed for a continuation of the patient’s rehabilitation within their own home. 

Patients were selected for referral to the WEDS service to ensure maximum benefit was achieved from the service. 

WEDS were part of the first wave of the Accelerated Development Programme in partnership with the PCT and hospital trusts and sponsored by the Changing Workforce Programme, which was part of the Modernisation Agency. This helped the service to develop the roles and ways of working for social care staff, to move from being ‘carers’ to become ‘enablers’. 

Staff were recruited to WEDS from the existing homecare teams via an interview and selection process. Two days of training, linked to NVQ standards, were facilitated by the OTs to provide the staff with the skills and confidence to deliver an enabling service. 

Dedicated Social Work support was an integral part of the team and this ensured speedy access to assessments so that a clear exit route from the service was established and maintained. In summer of 2005 dedicated Social Work support was withdrawn due to reorganisation of services. This has had an impact on the time taken to discharge service users from WEDS and the service is now exploring the use of the single assessment process to allow the OT’s to be able to assess for and commission any on going packages of care which may be required 

Outcome measures were used to evaluate the project and these show clear benefits for the patients and the Council in terms of reducing the ongoing level of care package required. The average duration of a service user’s enablement programme was 3.5 weeks with an average of 45 hours of enabler time. The average number of enabler hours has subsequently reduced.
Nature of Current Service 

The service operates across the whole of the authority and only works with patients discharged from hospital. The approximate capacity of WEDS is 250 referrals per annum. 

The enablement service is provided for up to 6 weeks at no charge. If a patient is referred from one of the residential intermediate care centres then their period of admission is taken to be part of the 6 week service for the purposes of charging. 
Since the pilot phase 
· The service now accepts appropriate referrals aged >19 years (previously >65 years). 

· The dedicated social worker input to WEDS was removed as part of a reorganisation within Council and the service now need to access SW for assessments. 

· OT input has increased and there were some changes to the number of enablers 

Structure of the Service

Referrals are submitted by the ward based OTs to the WEDS OTs. The WEDS Organisers check availability / capacity within the team, following which the ward OT completes the discharge arrangements. On arrival home, the user is assessed by a WEDS OT and an enablement plan is created.

Typical activities include: 
· Personal care practice including bathing and showering 

· Mobility practice around the home including stairs 

· Meal preparation practice including microwave lessons

· Practice with light domestic tasks, bed making, laundry, bin emptying, commode, etc. 

There are clear documented roles and responsibilities for all members of the WEDS team to ensure a coherent service.

Monitoring the Service
Progress against the enablement plan is recorded by the enablers and OT assistants and these are monitored on a weekly basis by the OT with the enabler and user. 

Where an ongoing care package is required, a written report is passed to the provider.
Stakeholder Management – Council Staff (Members, Officers, Staff)
Initially Trade Union representatives were involved in relation to recruitment and training issues. There were no TUPE issues as the Homecarers remained employed by the LA and the OT’s by the Acute Trust. 

In the summer of 2005 the WEDS occupational therapists moved from their hospital base to join the Homecare Team in their central locality office. Initially there were some professional concerns from OT staff about moving from their hospital base but generally the move was embraced with much enthusiasm on both sides. There was an initial and unexpected problem of poorer communication between team members as a result of the move. This was identified as partly being due to the team falling into less formal communication patterns and an encouragement to return to more formal team meetings and contacts helped to improve the situation. 

Integration of IT systems so that OT staff could pick up their email from health was achieved after minimal problems. The redrawing of professional boundaries is a source of constant debate and will as the nature of the work that the team is undertaking presents new challenges. An example is the agreement that, where appropriate, the OT’s could undertake responsibility for implementing risk assessment paperwork on behalf of the Homecare service at the start of a care package. This has meant that both the Organiser and the OT do not have to visit prior to start of service as either can carry out the risk assessments as required by the Homecare registration standards. 

Management was established via a Steering Group which includes users of the service and the Joint Commissioning Manager for the Older People and Physical Disabilities Division. The service has also been under the direction of the Intermediate Care Strategy Group which includes senior managers from health 

A Partnership SLA between The LA Homecare Service and Wirral Hospital Trust OT Department has been used to agree staffing levels of partner agencies and areas of responsibility and accountability within the service.
Stakeholder Management – Service Users
The Steering Group includes previous users of the service.
Implementation through External Providers 
The enablement service is provided by a partnership team between the Metropolitan Borough of Wirral and Wirral Hospital Trust and so external providers are only commissioned to provide ongoing care packages.
Stakeholder Management – Commissioners
The Joint Commissioning Manager has been involved in the management of the service and during the production of the Service Level Agreements.
Training
New enablers undergo an initial one day of training which covers background to WEDS and the different approach for ‘enablers’, use of equipment, report writing, use of aids, etc. A certificate is awarded upon completion of the one day 111 and a written record of competency, linked to relevant NVQ’s, and based on that for OTAs, is maintained 

The target qualification is NVQ L2 with additional competency modules in manual handling, health and safety, etc. Ongoing updates and feedback sessions are also held for members of the team.
Benefits – Financial
The service undertook a formal evaluation based on 49 referrals during its pilot phase and this showed significant benefits in terms of the re-ablement of users and a reduction in the level and number of ongoing care plans. For instance, based on 46 of the cases, it was estimated that the saving to Social Care, if one assumes that any care plan would have lasted for at least sixteen weeks, was £60k and after including the OT costs to health partners, this was still £58k. (No longitudinal study has been conducted to establish the true duration of benefit but local knowledge suggested that sixteen weeks was a conservative estimate: the true benefits could be higher than estimated) In addition, the decision to allow direct referral to the service by the ward OTs was estimated to have saved the local hospital trust 64 bed days. 

The service continues to monitor its performance on a monthly basis and these show that approximately 80% do not need an ongoing care package.
One of the statistics of interest to the team is the number of users that cancel or withdraw from WEDS. Although not high in number, they often indicate that the selection criteria have not been applied correctly or that the user has not truly agreed with the concept of enablement. These cases are ‘expensive’ in terms of resource because of the upfront investment in the referral, scheduling and WEDS OT assessment stages.
Benefits – Quality and Satisfaction
During the pilot phase a survey was conducted to ascertain the views of the users. 

The service continues to collect the views of users through a follow up telephone call and the use of a simple questionnaire that is completed 6 weeks after the user has left the service. The latest results for the period Jan to July 2006 show significant levels of satisfaction based on a response rate of 72%
Trace of improvements to PAF Indicators
Impact of Homecare Re-ablement on Performance Assessment Framework indicators.

Next Steps
Consideration is underway for WEDS to take other appropriate hospital discharges. Since the pilot phase, the service has already extended beyond those >65 yrs being discharged from hospital. In addition, the service is planning a pilot to extend the service so that it will also take ‘referrals’ from within the community.

Tips for Other Councils
· Important to establish a staged implementation rather than adopt a ‘big bang’ approach since this allows evolution and ‘safe’ testing of development of the service.

· Some carers are unable to adapt and are not suitable to the role of an enabler and so careful recruitment is essential.
· The service requires very clear documented criteria and an exit strategy for users to prevent a bottle neck 9.  Clear communication of the philosophy of enablement to patients and their carers, staff and all those connected to the service.  
· Within the criteria, the service needs to be flexible so that it can trial changes and evolve. e.g. accepting younger adults onto WEDS. 

· Clarity of roles is important, albeit that these will evolve, especially where different professionals are involved within a team so that there is clear accountability e.g. between health and social care. 

City of Edinburgh Council Case Study
Background

The City of Edinburgh Council started homecare re-ablement in one locality of the city in October 2008.  They were reaching the end of the first tranche of service users to receive re-ablement, in this locality, as this case study was being written.  

Mrs T – Case Study
Mrs T is an 80 year old lady who was discharged from hospital following admission with neck and shoulder pain.  Mrs T was diagnosed with Brachial Neuritis.  On her discharge her condition was resolving, although she still had weakness in both arms, was short of breath and fatigued.

Her re-ablement package of care was based on a referral and proposed care package from the hospital Occupational Therapist. The package of care consisted of care and support seven days per week:

· assisting with breakfast preparation; also assisting to set up and supervise personal hygiene tasks for washing and bathing. 

· main meal preparation; also to assist with household tasks and prepare snacks and drinks for later.

· supporting client to independently manage bedtime snack/hot drink preparation, and assist to undress and prepare for bed if required.  

· assisting client to ensure safety with appliances and secure home for the evening.

The occupational therapist and homecare coordinator visited Mrs T to discuss her care package, explain about the homecare re-ablement approach and advise her of which staff would be visiting her.  Mrs T wanted to get back to the level of independence she had prior to going into hospital.  In addition, Mrs T advised the homecare re-ablement team of her own aspirations to be able to spend some time outside the home to build her confidence and independence and be able to walk to the local doctor and shops.   Together, they worked on the goals to achieve this and these were written down and left with Mrs T in her home.  

At the first weekly meeting of the homecare re-ablement team, the occupational therapist and homecare coordinator discussed the goals set with Mrs T and the homecare staff reported on Mrs T’s progress. At the following weekly meeting, after discussion with staff, it was recognised that Mrs T had met some of her goals, was able to dress and undress independently, manage her breakfast and no longer required the evening service. 

Following a subsequent discussion between the homecare coordinator and a member of the re-ablement homecare staff, it was evident that Mrs T was now managing to prepare herself a light meal and apply her own eye drops independently. The records in Mrs T’s personal plan were updated to reflect this achievement and as a result of this information, the service was reduced further for the lunch time visit.

At a further team meeting, homecare staff advised that Mrs T was progressing well with her own goal; to be able to walk to GP and shops.  Confidence was achieved by building up her ability incrementally by encouragement and motivation along with regularly walking a short distance with the support of the homecare worker.

Her re-ablement involvement continues for another week. 

The following table summarises the time adjustments:

	
	Breakfast
	Meal Prep
	Dress/ Undress & Bedtime
	Total Hrs per Week

	Week 1
	1 hr
	1 hr
	0.5 hr
	17.5

	Week 2
	1 hr
	1 hr
	0 hr
	14.

	Week 3
	1 hr
	0.5 hr
	0 hr
	10.5

	Week 4
	0.5 hr
	0.5 hr
	0 hr
	 7.

	Week 5 
	0 hr
	0.5 hr (5 days P.W.)
	0hr
	2.5


The view from the homecare co-ordinator during a recent visit was that Mrs T felt her confidence had grown and that her independence was returning to the level she had prior to admission to hospital.  Her self esteem had increased as she had been able to walk to the GP and to the shops and had recently attended a social club.  The review, in a week’s time, will likely result in Mrs T continuing with a homecare service for 2.5 hours per week.

This case study shows the progress made by Mrs T during the first 5 weeks of a 6-week period of re-ablement.  It indicates use of goal setting, team working (particularly team meetings between homecare and the re-ablement occupational therapist), a person centred approach, record keeping to show progress, planned reviews, choice and empowerment for the service user.  The case study was written before the end of Mrs T’s period of re-ablement but does indicate that she had achieved, over the first 5 weeks, greater independence and confidence.  As well as better outcomes for Mrs T, it indicates that homecare were making the most effective use of the resources and had reduced the care hours required by Mrs T by 85% of the original care package. 
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