


Reducing autism diagnosis waiting times by
remodelling community support For adults with

autism

Health and Care Portsmouth priority: Pillar 3 - Adults with Complex Needs

The Challenge

Traditionally, specialised support for autistic or neurodiverse (ND) people has
relied upon a formal diagnosis. This has resulted in increased demand on
diagnostic services and longer waiting times for diagnosis of more than two
years nationally and across Hampshire and Isle of Wight.

In addition, there is a lack of support for autistic or ND people to allow them to
live as an independent life as possible; with little community support around

advocacy, practical skills, navigating services and/or finding appropriate housing.

This has increased costs across the health system; increasing demand pressures
on the diagnostic service and other health services, including primary, acute,
and emergency care which meet demand for those in physical and mental
health crisis.

There is also a lack of flexibility around how services operate, and the constraints

of working in time pressured services, which are structured to work separately
rather than together, presenting one of the main challenges to better support.
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The public sector for example is difficult to access for autistic or ND people,
which often leads to public sector staff thinking that autistic or ND people are
‘hard to reach’. When an autistic or ND person does become ‘known to" a
service, it can be hard to secure engagement due to the standardised, inflexible
communication methods often used in the public sector.

Finally, there is consistent evidence and acknowledgment through national policy,
that autistic and ND people and family/friends’ carers are suffering from
significant health inequalities and are at considerable risk of early death. The level
of understanding of neurodiversity, what it is and what can be done to make
things easier for neurodiverse people at home, at work and in the community, is
low, with neurodiverse people experiencing discrimination and intolerance.



The solution

Health and Care Portsmouth has broadly committed to adopting a person-
centred and non-standardised approach to supporting people in a way that will
be effective for them. With most autistic and neurodiverse (ND) people not
being proactively offered assessment and support in line with the legislative
requirement, there are damaging consequences from that lack of support.

Autistic and ND people talk about the cumulative impact of the various
challenges they face. For some people, that impact manifests as worse physical
health, but for all it manifests as worse mental health and an inability to live life
to the full.

We want to ensure that wellbeing and prevention are at the core of our thinking,
to provide the right support for autistic and ND people so they can thrive in a
society, not just to simply survive but in one that accepts who they are.

We have the potential to prevent worse outcomes for our autistic and
ND community.
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An autism hub called Room One is now established and is the
recognised place to go to for support by the autistic and ND
community.




The way we work

Consultation and research in the community were undertaken in 2022 to
ascertain from autistic and neurodiverse (ND) people in the city if the support
delivered is appropriate and if there are any gaps in provision.

The results of this consultation, along with the findings in the research report ‘If
not now, when’, have been analysed and this has informed commissioners of
the need to revisit the service specification to ensure that the right level of
support is available to each autistic and ND person at the right time.

The work to remodel the service in line with the results of the consultation and
research commenced on 1 April 2023. The aim is to have a more specific
increased focus on pre-diagnostic support, or support that does not rely upon an
immediate diagnosis for which there are currently lengthy waiting times for
completion, but for which a positive diagnosis is highly likely for those referred
and screened.

The overarching aim of the remodelling is to provide early intervention
community support and advice to adults (18+) with autism/ND support needs
regardless of diagnostic status, supporting those who are pre-diagnostic,
without a formal diagnosis and those with a formal diagnosis.
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The remodelled support provides peer support both on a one-to-one basis and
via online and face to face groups, drop-in sessions, advice, activity groups,
emotional support and advocacy delivered via an autism hub. The objectives to
achieve this are listed below:

e Revising the existing specification to reflect additional focus on pre-
diagnostic support and support in the absence of a diagnosis, with a focus
on advocacy, plus aligning with children’s services to allow for a more
seamless transition

e (Consultation and agreement on new specification with all stakeholders
e The bringing ‘in-house’ of the current provision
e Provision of accommodation for an autism hub

e Development of an agreed approach to improving access and
communication - this may include staff and community training, support to
parents of autistic adults and ND who require ongoing support and guidance

A co-production Steering Group has been established which includes autistic
and ND representatives who continue the work to re-model the community
support service to better meet the needs of the autistic and ND community.



The impact

Bringing this service ‘in-house’ has given commissioners the flexibility to re-
model the community-based support service and enable partnership work to
continue. This is internally across health and social care and alongside other
stakeholders and autistic and neurodiverse (ND) representatives in co-production
to re-model a service which meets the needs of the autistic and ND community,
while representing best value for money. We are developing a support service
which will provide more robust, accessible, and appropriate support.

An autism hub called Room One is now established and is
the recognised place to go for support by the autistic and
ND community.

The community support available via the hub has developed due to the
remodelling work as follows:

e Provision of weekly online and face-to-face peer support groups
e Weekly ‘drop-In’ sessions

e A weekly gardening group with an allotment at Milton Piece alongside the
Health and Wellbeing Team

e A weekly creative group which is delivered by Flow Observatorium, where
the group undertake differing types of creative projects

e Monthly employment support drop-in sessions covering 12 different areas
including, CV writing, interview techniques, reasonable adjustments etc.

20

Establishing the Hub has allowed access to autism and ND support services for
those seeking help quickly, rather than relying on a formal diagnosis before
receiving coordinated support.

The hub meets the objectives of the NHS Long Term Plan and aims to:

Reduce the number of adults experiencing crisis or enhanced support need
because of the lack of availability of support, due to accessibility of early
advocacy support

Increase the take up of support (including advocacy support) from the
community support service because of more tailored, timely and
personalised support

Reduce pressures on the wider support system such as adult social care,
health, adult mental health, and criminal justice system because of earlier
interventions

Decrease the demand for high-cost services due to fewer adults experiencing
crisis or enhanced support need because of lack of availability of support
whilst awaiting a formal diagnosis

Reduce waiting times for diagnosis and reduced pressure on diagnostic
services



Lessons learned and next steps

What worked? What's next?
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Focusing on the 'needs’ of the autistic and neurodiverse (ND) people e Continue the co-production work to remodel the community support

Working in co-production to create a revised service specification for provision

community support e Continue to seek new and innovative ways to provide the best support for

Setting up a Steering Group with all stakeholders to advise and govern the the autistic and ND community within the funding available

remodelling work e Continue to monitor the service to ensure that the identified support is

Obtaining feedback from autistic and ND people through the autism hub delivered in an appropriate way

(Room One). e Continue to seek feedback from autistic and ND people through the autism
hub (Room One)

Contact

Shirley Stout, Project Manager
Health and Care Portsmouth

shirley.stout@portsmouthcc.gov.uk
023 9243 7886




Priority 4:
Integrated
community
care model

30,600

people aged 65+

% increase

65+ population expected to increase by 19% by 2030
80+ population expected to increase by 28% by 2030

By 2043,

19%

of the city's
population are
expected to be
aged 65+

37 CQC registered care homes in the city
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a 6 settings are purpose built
€} Only 3 can accommodate a stretcher

€} Only 2 can meet bariatric needs
€} a are CPAP/BIPAP trained

€} 5 can manage Ffall-risk individuals

19.4" of people are
L

likely to be readmitted to hospital in an
emergency within 30 days of discharge

- (compared to 15.5% nationally)

domiciliary care services
registered in the city

?OO hours

of care waiting to be sourced at any one time

Information correct at November 2023 based on latest data available. For more information, view the Portsmouth Joint Strategic Needs Assessment at www.portsmouth.gov.uk/jsna



Supporting patients to leave hospital more quickly
by developing an integrated multidisciplinary

discharge team

Supporting patients to leave hospital more quickly by developing an integrated multidisciplinary

discharge team

The Challenge

In 2020, at the start of the COVID-19 pandemic, NHS organisations were
required to support local health systems, including discharging all medically fit
patients from acute and community hospital beds.

There was a national directive to fully embed a ‘Discharge to Assess’ and ‘Home
First’” approach in local systems, which means that people are supported to
safely leave hospital as soon as they are clinically able; that assessments of long-
term care and support needs happen outside of the acute trust; and that for
most people, all of this happens in their usual place of residence.

For community providers, this meant designing and implementing a discharge to
assess service within a small timeframe, reprioritising services, and redeploying
staff to priority areas.

The Department of Health and Social Care (DHSC) published new hospital
discharge guidance in March 2020 (COVID-19: Hospital discharge service
requirements (publishing.service.gov.uk) which suspended the bureaucratic and
financial negotiations around NHS Continuing Healthcare (CHC) assessments
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and Care Act responsibilities for local government, a key area which providers
reported had contributed to a large proportion of delayed discharges.

The national discharge to assess policy was developed on the principle and
clinical evidence that most patients can go back to their own home, or into
community-based provision, safely after a stay in hospital. The discharge
requirements are adapted from Professor John Bolton’s research, and state that
95% of patients can be discharged home with minimal support or some support
from community or domiciliary care.

The Hospital Discharge Service: Policy and Operating Model (Hospital discharge
service guidance - GOV.UK (www.gov.uk)) was published in August 2020,
setting out the requirements for NHS organisations to work closely with adult
social care and housing colleagues, the care sector and the voluntary sector to
deliver discharge to assess pathways where community or social care input is
required to support the discharge.



The solution

An integrated discharge hub was established in April 2020,
which was responsible for coordinating and facilitating
patient discharges from Portsmouth Hospitals University
NHS Trust (PHU). The Hub had a Multidisciplinary Team
(MDT) consisting of health and care professionals working
in the acute hospital to enable timely discharge through
use of proportionate assessment.

The service was developed to operate seven days a
week from 8am-8pm and to manage all step-up and
step-down care for Portsmouth city residents, including
interim placements and onward care arrangements. The
team works in partnership with the Integrated Discharge
Service (IDS) at PHU to facilitate hospital discharge and
consists of staff from Portsmouth City Council (PCC) and
Solent NHS Trust.
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The way we work

The strong history of partnership working in Portsmouth means that we are

well placed to deliver positive change in new ways of working. Partners are
committed to continuing our journey of integrated health and care so that
people experience better care and seamless services and receive the support they
need. The integrated approach enables a single health and care holistic system
for the city, ensuring all key stakeholders are working towards an agreed vision.

The integrated partnership in Portsmouth has been supported through the
appointments of single roles across health and care that can ensure health
and social care act as one, using the right resources at the right time to the
benefit of the population. Integrated working within Portsmouth occurs across
the entire cycle, including planning (supported by a single Portsmouth plan),
commissioning (integrated commissioning) and delivery (integrated teams and
working).

There are Section 75 agreements in place to ensure legal and contractual
arrangements enable a solid foundation for health and social care service
delivery. These local arrangements have supported the development of

fully integrated services including a health and social care rehabilitation and
reablement team, consisting of staff disciplines from PCC and Solent NHS
Trust, with Solent acting as the lead provider of the service. As a result of the
integration arrangements already in place, the ask of developing an integrated
discharge hub was not as challenging in Portsmouth compared to other areas
where organisational boundaries created barriers to integrated working.
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The integrated discharge hub was initially called the Portsmouth Community
Assessment Team (PCAT) when it was established; the name changed to the
Transfer of Care Hub (TOCH) in 2023 to meet national requirements. The
integrated team is primarily based within the acute hospital and consists of
social workers, nurses, occupational therapists and physiotherapists from PCC
and Solent NHS Trust, working closely with system partners including PHU, the
voluntary sector and housing colleagues to support complex discharges. There
is a trusted assessor working within the team who works across pathways

to undertake assessments for care home placements on behalf of the local
providers, and patient flow coordinators have been recruited to the team to
support the proactive identification and pull of discharges into the community.

The flow chart on the next page provides an overview of the discharge hub
process. The team would primarily be involved in the discharge pathways when
an individual is determined to be Medically Optimised for Discharge (MOFD)
following an initial assessment by the PHU ward staff. Where it is assessed that
ongoing health or care needs are required to support the discharge (Pathways
1, 2 and 3), a Hospital Discharge Assessment (HDA) will be undertaken by the
TOCH team to determine the most appropriate pathway for individuals. The
team will then work closely with community partners to transfer the ongoing
health and care needs arrangements in appropriate timescales.



Patient Discharged from Portsmouth Hospital University NHS Trust

Simple Discharge

Pathway Zero
Discharge to home
or usual place of
residency with no
formal input required
from Health or Social
Care

Pathway 1

Support to recover at
home; able to return
home with support

Package of Care
(POC) - to be

followed up by Adult
Social Care (ASC)
in the community
to assess long term
needs

Portsmouth
Rehabilitation &
Renablement team
(PRRT) - Support in
patients home

Hospital Discharge Assessment

Health & Care Portsmouth Discharge Hub

Pathway 2 -
Rehab Bed

Patients who are
medically stable
for transfer, who
have the ability
and motivated to

participate in active
rehabilitation to

improve their level of

self-care / functional
abilities. Likely to
require intensive
multi-disciplinary

input.

Pathway 2 - D2A

Short term care in
24 hour bed based
setting. Patients who
are undergoing a
period of assessment
prior to decision
to discharge. May
require non-
complex reablement
interventions.

Pathway 3

Ongoing 24-hour
nursing care, often

in a bedded setting.

Long term care is
liekly to be required

for these individuals.

The TOCH team hold regular ‘golden
hour’ meetings with system partners
three times a week, where the list

of Portsmouth residents that are
deemed to be medically optimised for
discharge are reviewed to understand
individual requirements and follow
up need arrangements. Actions are
identified with specified owners to
progress discharges and escalate for
support where required.



The impact

® In the four-month period from December 2019 to March 2020, at PHU there Average MOFD per Month
was a daily average of 43 Portsmouth residents delayed at the hospital who
were deemed medically fit for discharge. The total daily average acute bed 50
days that were lost to discharge was 283 days, resulting in an average of six
days lost for each discharge.
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e In the four-month period from April 2020 (when the discharge hub was 10
established) to July 2020, at PHU there was an average of 11 Portsmouth OFT—T—TT T T T T T T T T T T T T T
residents delayed at the hospital who were deemed medically fit for
discharge (a reduction of 74%). The total daily average acute bed days that
were lost to discharge was 29 days (a reduction of 90%), resulting in an
average of three days lost for each discharge.

Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jun-20
Jul-20
Aug-20
Seo-20
Oct-20
Nov-20
Jan-22
Feb-22
Mar-22

Average BDL per Month

The reductions demonstrate that the initial ask to reduce delayed discharges 350
in the pandemic was achieved through the development of the integrated igg
discharge hub. The below graphs show the Medically Optimised for Discharge 200
(MOFD) and acute Bed Days Lost (BDL) figures for Portsmouth residents with a :gg
delayed discharge at PHU from Dember 2019 to March 2022. %
0 T T T T T T T T T T T T T T T T T

Although there was an increase in the overall MOFD numbers in the 2021/22
financial year (a daily average of 30 residents), the daily average of 96 acute

bed days lost throughout the 12-month period remains significantly lower

than the 283 days in December 2019. The increased MOFD numbers correlate
with increased demand on the acute services and link to the relaxing of COVID
restrictions implemented during the pandemic. Throughout 2021/22 the average
acute bed days lost per delayed discharge remained at three days, the rate at
the height of the pandemic, demonstrating the sustained improvements for
Portsmouth residents following the introduction of the team.
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May-20
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Jan-22
Feb-22
Mar-22
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Lessons learned and next steps

Although the introduction of the service delivered a significant reduction in
bed days lost to delayed discharges, the proportion of residents discharged to
their usual place of residence has been below the 95% recommended through
Professor Bolton's research; the figure for Portsmouth in 2021/22 and 2022/23
was 91%.

Local processes and procedures in the TOCH team have been refined in
2023 to increase the emphasis on ‘home first’ discharges, including evidence

captured on the clinical records as to why individuals are unable to return home.

The changes implemented have demonstrated a continued increase in the
proportion of residents discharged to their usual place of residence, with 92.4%
in quarter 1 (April to June 2023), 93.6% in quarter 2 (July to September 2023),
94.4% in quarter 3 to date (October to November 2023).

Contact

Jon Savage, Head of Transformation
NHS Hampshire and Isle of Wight Integrated Care Board

jon.savage1@nhs.net
07747 568 480
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The TOCH team initially became involved in discharge pathways when
individuals were deemed medically optimised for discharge, so a reactive
approach towards the end of the patient pathway. The team is implementing

a more proactive approach, working closely with PHU to identify when
Portsmouth residents are admitted, understanding the early identification of any
potential ongoing health and care requirements in the community to support
early discharge planning. The team will be liaising with the local integrated
community teams throughout the patient pathway where required, ensuring the
wrap-around care is in place with health and care partners.




Priority
5: Person-
centred care

li “tl li il

90%

use of supported living
services vs residential
care for residents with a
learning disability

An OUTSTANDING
CQC rated
local Learning
Disability
community

team

Providing care and support in
the home for 1,161 residents

Supporting independence with care
and support on site for 285 residents

25%

increase

in the number of residents
with a protected
characteristic, accessing
projects and activities

independence and
wellbeing activities
delivered through
1,463 sessions with
824 residents

50+

residents a week helped to
discharge from hospital with
care and support

Information correct at November 2023 based on latest data available. For more information, view the Portsmouth Joint Strategic Needs Assessment at www.portsmouth.gov.uk/jsna




Delivering high-quality integrated services for

residents with learning disabilities

The Challenge

Despite a formal arrangement to bring Portsmouth City Council’s Learning Disability Social Work team and Solent NHS Trust’s Specialist Learning Disability Healthcare
team together in 2015 under a section 75 agreement, there was a still a need to better integrate the two services in order to deliver high-quality integrated services
to our most vulnerable citizens.

The aims of the integrated service included:
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Ensuring that organisations work together across the whole health and social
care learning disability agenda

Delivering improved outcomes for service users
Promoting the development of high-quality care
Providing a single gateway to health and social care resources

Providing a single assessment process

Removing duplication and ensuring value for money

Streamlining case management processes

Streamlining management functions thereby delivering efficiencies
Supporting the development of flexible and innovative services

Supporting the development of flexible teams and individual roles



In 2016, the service moved to a single line management model of operational
delivery (rather than the previous model where there had been separate health
and social care leads with sometimes conflicting priorities). The ambition

was that a unified management structure would better help deliver coherent
operational management.

The teams formed a new shared identity, the Integrated Learning Disability
Service, and developed a challenging improvement plan that was built on four
key concepts:

1. Co-production. The service should actively demonstrate how services can
develop with the input from its users.

2. Challenge. The service should challenge its expectations of its users, its
partner providers and itself.

3. Competence. The service should seek to improve the competence of its users,
its partner providers and itself.

4. Valued roles. The service will ensure that the work it undertakes, the services
it commissions, and the way it behaves promotes valued roles for its users.
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We focused on the following priorities to achieve our ambitions for the service:
e Using shared expertise in commissioning provider services

e Promoting professional identity and accountability alongside collaborative
working

e Shared involvement and responsibility for quality assurance and
improvement

e Delivering efficient and cost-effective care packages

e Maintaining strong clinical leadership

e Helping to reduce health inequalities within local health services
e Developing shared governance mechanisms

e Putting individuals, and their support networks, at the centre of their care
and support

e Creatively listening and responding to the needs of our community

e Ensuring we are strength based and outcome focused in all our work with
our users



The way we deliver our service is unrecognisable from before 2016 and has steadily evolved and been refined ever since. Some of the key changes
have been:

1. Named workers

Early in our shared development we were ambitious to introduce a model of
“named workers” into the service. This would mean that everyone open to the
service would have an allocated professional that they could develop a rapport
with. The named worker is the main point of contact for the person and their
family and helps navigate within, and/or commission, health and care support.

This was challenging as it was a new way of working and it had been discussed
and dismissed previously as being unachievable due to case load sizes. But, after
extensive discussion within the service about the potential benefits of this model
we slowly began to introduce it.

Benefits include the opportunity to really get to know individuals and their
families which helps create empowering relationships built upon trust and
challenge.

As part of this initiative, we have included health professionals as named
workers. They have a smaller allocated caseload that reflects that reflects their
primary role in delivering clinical care and the cases usually reflect those with
long-term conditions where their expertise could be maximised.

Within this model it is now common practices for health colleagues to
commission supported living and day opportunity services while social care
colleagues support health facilitation activity. This avoids “hand offs” and
interruptions to support, but does require close working and shared support
across disciplines within the service.

32

2. Shared commissioning

We now involve a range of service professionals in commissioning activities.
Senior practitioners, regardless of profession, are enabled to agree funding for
changes to support packages. This makes us more responsive to changing needs
and places accountability for spend with the professionals within the service.

When looking at our service commissioning strategy, for both supported living
and day opportunities, we involve the range of professionals as appropriate. This
is particularly the case when looking at individual “call offs”, for example, where
we are retendering a service for people with complex behavioural needs the
decision-making panel will include senior clinical team members with experience
in delivering such services. The commissioning process now benefits from having
multiple viewpoints and expertise.

We have also developed strong partnerships with our housing colleagues that
have allowed us to jointly develop a range of accommodation options within the
city, many of which were developed alongside the potential future tenants and
their families. This has allowed us to strategically and proactively commission
suitable and sympathetic buildings and services that reflect the sometimes-
complex needs of our citizens. Some of our more recent developments like Patey
Court have received considerable national attention and praise.



3. Quality assurance

Delivering high-quality care is integral to what we aspire to achieve at all levels
of service delivery.

At an individual level, our named workers assure themselves that the service
they commission for individuals are delivering the outcomes that we expect

to help them lead fulfilling lives. Named workers are encouraged to “pop”
into provider services so that they are familiar with their support delivery. We
then collect the experiences of named workers through our system of “link
professionals” who are allocated to commissioned services. Link professionals
are from both health and social care backgrounds. They regularly meet with
the service managers to discuss the support experiences of the individuals and
explore any positive developments and jointly problem solve any operational
difficulties as well as understanding safeguarding events, etc. This allows us

to have a more open and trusted relationship with our providers and better
understand the early signs of care failure and help correct these. This in turn
helps inform, in a detailed way, more strategic “partnership” meetings with
regional leads from the provider services alongside commissioning managers and
contract partners. Again, this helps us better understand the opportunities and
pressures within the market and support improvements where necessary.

We also regularly bring together our providers alongside council colleagues
within a Quality Improvement framework. This allows us to hear directly

from the market and take shared actions collectively. This has led to several
operational improvements and helped develop community assets. This forum
was particularly helpful during the testing challenge of COVID-19. Providers
frequently report that they enjoy delivering services in Portsmouth due to the
culture of supported challenge and they feel valued partners and invested in the
wider community.

4. Co-production

Working alongside our citizens has been at the centre of everything we do.
Integrating our services has allowed us to be more ambitious about how we
engage people and what we engage them in.

At the core everyone is closely involved in developing their support plans

and what services they use. We developed a person-centred assessment and
review system that was based on strength-based approaches and encouraged
individuals to dare to dream as to what a good life could look like.

Alongside this we have been developing our own skills and ambitions around

co-production and now benefit from an independent advocacy group (now its
own registered charity), a user-led active Learning Disability Partnership Board,
and we have over 20 volunteers who support the service in a number of ways.

When considering service development or redesign we have been active in
seeking, and hearing, the views of our community. This may be through
accessible feedback mechanisms, focus groups or direct consultation around
specific projects (e.g. developing new accommodation services).
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5. Community partnerships

We have benefitted greatly from the feedback from our users and their support
networks, particularly via the Learning Disability Partnership Board, in giving us
ideas and suggestions as to how we can better support the learning disability
community to be more visible and valued members of the wider community.

This includes funding the promotion of supported employment options that uses
contacts within the wider council to seek employment opportunities, as well

as funding a specialist service, “Gig Buddies”, that matches up people with a
learning disability with volunteers to participate in activities without the need for
artificial paid support (e.g. you can go to a music concert with a volunteer who
shares your taste in music rather than a paid member of staff who may not have
the same taste). This is not only cost effective but also helps individuals develop
more normative social networks.

Alongside directly commissioned activity, we have also encouraged our providers
to consider how they can support individuals to add value to their communities.
This has led to several creative opportunities and enterprises across the city
including the development of social enterprises such as cafes in community
spaces, dog walking for those with mobility issues, maintaining a local train
station, and running an art gallery.
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6. Reducing health inequalities

One of the key drivers around the integration of our services was to reduce the
massive health inequalities faced by people with learning disabilities. We have
tried to achieve this in several ways, but a key principle has been upskilling

our social care colleagues to better understand and monitor individuals’ health
needs. This is now embedded within our assessment process which requires
checks against a number of health concerns (e.g. constipation, swallowing, falls,
etc) that are used to trigger further conversations either with health colleagues
or individuals GPs where required.

These requirements have evolved over time in line with local, regional, and
national learning from deaths intelligence. This health facilitation is part of the
named worker role and assists in developing Health Action Plans and informing
Hospital Passports. We were also able to embed Health Action Plans and
Hospital Passports within our commissioned expectations of our supported living
providers. Allowing health professionals to be named workers for those with
long-term conditions has better placed us to develop anticipatory care planning
approaches and support other health agencies in delivering their care.

One of the clear benefits of such an approach is a significant reduction in
re-admissions and delayed discharges to/from our local general hospital.
Alongside individual targeted activity the team encourages wider health
facilitation activities. It's health team members provide wellness clinics at our
day opportunity centres, we have a range of multi-disciplinary team advisory
clinics around a range of clinical topics (e.g. dementia, etc) and we are active in
the STOMP campaign (stopping the over medication of people with a learning
disability, autism, or both) alongside Community Pharmacist partners.



We have seen several benefits in developing our integrated service model. These include:

e A reduction in crises management and associated spend. The named
worker model allows us to better understand when services are no longer
meeting people’s needs and change them as appropriate. By being closer to
individuals and their support networks we can often avoid crisis situations.
This avoids increased care costs and expensive placement breakdowns as well
as offering stability and consistency for individuals.

e Asignificantly reduced use of inpatient care facilities. As we allow ourselves
to work across traditional professional boundaries, we can be more
responsive to changing health and care needs. Our ability to quickly access
our Intensive Support Team at an early stage has, we believe, led to a
significantly reduced use of inpatient care facilities. This is not only of obvious
benefit to individuals but also has a significant cost avoidance impact for
Health and Care Portsmouth.

e A more rounded and holistic assessment of needs and corresponding support
plans. The processes that we have developed locally have been informed by
our multi-professional multi-disciplinary team (MDT) and hence covers all
areas of a person’s life in greater detail (e.g. communication needs, activities
of daily living etc). All team members have direct access to professional
support and supervision from our MDT. This has promoted competence and
competence across the service.
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e More high-quality accommodation that meets the needs of our users. Our

partnership with housing partners since 2017 has resulted in us opening

37 services on six sites for 92 people within the city. This has expanded our
capacity, ensured there is choice for individuals and provided high-quality
accommodation as standard. We have a national target of trying to provide
60% supported living services (where people have their own tenancies and
enhanced rights) and 40% residential. Regionally, and nationally, other
authorities are achieving 50% supported living. In the city we have achieved
over 90%. Supported living not only gives individuals more rights, freedoms
and personal finances but is a more cost-effective model of delivering services
which benefits Health and Care Portsmouth.

Bespoke accommodation for residents with most challenging needs. Working
with housing colleagues has allowed us to develop bespoke accommodation
and support solutions for those with the most challenging needs due to
complex behavioural and/or autism needs. We have developed eight such
services, on two sites, for 20 adults which has meant that we can meet
their needs locally, within a supported living model, rather than having to
spot purchase costly residential placements from across the UK with limited
ability to monitor the care being delivered. We are currently working on a
new development to return seven young people from such residential care
to a local bespoke supported living service. This will reunite them with their
families and friends, allow our service to be directly involved in their care
and support, monitor the quality of the service more closely, and deliver
significant cost reductions.
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System-wide quality improvement initiatives. By working with provider
colleagues, we have developed social care pathways that are outcome
focused that providers can use to plan their care and support and evidence
individual outcomes. We have an active forum looking at how we can
better manage medicines within care settings. This is looking at reducing
administration errors, improving training, and promoting STOMP (stopping
the over medication of people with a learning disability, autism, or both).
We have introduced a model of Positive Behaviour Support leadership
across providers with “champions” in most services. More recently we have
extended the training and support mechanisms to family carers which has
been really positive, and we are seeking to recruit more family members.
The successes were recently celebrated and shared at a conference that we
hosted. We have also worked in partnership to recently introduce the “Safe
Places” scheme into the system that benefits all vulnerable citizens.

Enhanced user engagement and co-production. We have several
volunteering roles within our team helping us with staff recruitment

and induction, supporting our administration team, sense checking our
accessible information strategy, and, providing a “Quality Checkers”
service to a number of health services across the city. We have supported
the development of a range of virtual tour videos to help people better
prepare for health appointments. This was particularly beneficial during
COVID-19 when we supported Solent NHS Trust to produce virtual tours of
the inoculation centres. We are currently working with adult mental health
colleagues to produce similar information for their services.

e Avibrant Health Equalities Forum. The Forum is chaired by Healthwatch and
has membership from across health and social care services alongside user
and carer reps. This has a clear action plan that also links to the local Joint
Strategic Needs Assessment delivery plan. We have established links to all
local GP services as well as providing the hospital liaison services at our local
general hospital.

e Qutstanding CQC rating. Finally, we believe that our innovative and
integrated way of delivering our services was a significant factor in being
rated as ‘Outstanding’ by CQC



We have been approached by a number of health and social care teams across the UK to listen to our story with a view to replicating our successful
integration. Our key messages are:

e Our solution is a unique response to our local communities needs and the
resources across the wider local health and social care landscape. There is
no blueprint for developing such services but listening to all stakeholders
is essential. Mistakes will be made within the journey, but these can be
corrected.

e The provision of high-quality comprehensive services to people with a
learning disability requires a “spend to save” and proactive approach to
resourcing. If there are enough staff available to deliver such services, there
will be a reduction in health and care commissioning spend per head of
population. Without such upfront investment it is very difficult to address
either quality concerns of escalating commissioning costs.
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Everybody benefits from the named worker model. Users and carers report
high levels of satisfaction and our numbers of complaints fell dramatically
within a short time of the model being in place. Providers benefit from
ready access to informed and engaged professionals. Named workers
report feelings of enhanced wellbeing in working with people creatively
and proactively rather than always having to manage crises. Commissioning
spend, per head, has reduced and the spend is more effective in making
people more independent and eventually reducing their need for paid care.

Partnerships are key. We need to develop honest and trusted relationships
and approaches with all our partners. Each are essential in delivering high
quality care and support and encouraging networks and partnerships across
our communities that better protect our individuals and make changes
sustainable.



We continue to review our processes and priorities to deliver on our shared
ambitions, however, we are seeing an unparalleled level of demand for services.

Since COVID-19 we have seen a dramatic rise of 45% in referrals - a caseload
rise from 650 to 950. This appears to not be a population explosion per se, or a
change in access criteria, but rather reflects a positive experience of the service
from families and services leading to “word of mouth” promotion.

Alongside this we are also seeing a rise in the number of young people coming
through transition with complex health and care needs. Consequently, we are
having to review the services capacity to manage such demand as well as the
capacity of our commissioned services particularly around supported living, day
opportunities, and short break provision. We are very mindful that this will likely
mean an additional cost pressure for Health and Care Portsmouth to provide
services as assessed under the Care Act.
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