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RHONDDA CYNON TAF COUNTY BOROUGH COUNCIL

CABINET
9™ MARCH 2017

SOCIAL SERVICES AND WELLBEING ACT: IMPLEMENTATION PROGRAMME
FOR CWM TAF STAY WELL @ HOME SERVICE (FORMERLY KNOWN AS THE
INTEGRATED ASSESSMENT AND RESPONSE SERVICE)

REPORT OF THE GROUP DIRECTOR, COMMUNITY & CHILDREN’S SERVICES,
IN DISCUSSION WITH THE RELEVANT PORTFOLIO HOLDER, COUNCILLOR M
FOREY

Author: Giovanni Isingrini, Group Director, Community & Children’s Services
01443 424140

1. PURPOSE OF REPORT

1.1 To present to Cabinet the proposed legal agreement and financial schedule
for the Cwm Taf Stay Well @home Service (formerly known as the Integrated
Assessment and Response Service) to govern the regional arrangements for
the service

1.2 To seek approval that any non-material changes required following late
submission of comments by the UHB be delegated to the Statutory Director of
Social Services and relevant Cabinet Member.

2. RECOMMENDATION

It is recommended that the Cabinet:

2.1 Endorse the detailed Governance arrangements for the Cwm Taf Stay Well
@home Service as set out in the Legal Agreement for Rhondda Cynon Taf
Council, Merthyr Tydfil Council and Cwm Taf University Health Board as
attached as Appendix 1.

2.2  Note there are some minor amendments required following late submission of
comments by the UHB and delegate responsibility for making any necessary
and mutually agreed changes to the Statutory Director of Social Services and
relevant Cabinet Member.

3. REASONS FOR RECOMMENDATIONS

3.1  Onthe 8th September 2016 Cabinet approved the Business case and equality
impact assessment for this service and provided authorisation for officers to
begin planning and developing the service.
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3.2

4.1

4.2

4.3

4.4

4.5

4.6

4.7

Cabinet also expected a legal agreement detailing the formal governance and
financial arrangements for the service to follow as the new integrated model of
service requires the development of a pooled fund comprised of Intermediate
Care Fund grant and a formal commitment from all partners to co-operate and
work together in its implementation.

BACKGROUND

The vision for Cwm Taf is to develop integrated @Home services, supported
by a single point of access, integrated assessment and robust and resilient
community services.

The aim of these integrated @Home services is to help older people to keep
well and independent in the community, to prevent health crises and to avoid
hospital admission or lengthy hospital stay.

During the winter of 2015/ 2016 the Cwm Taf region experienced an extended
period of Gold Command whereby health and social care were required to
work intensively to address escalation and demand.

It was apparent during this challenging period that although many of the
community services work well there were opportunities to intervene earlier,
prevent escalation and work in a more co-ordinated and integrated way.

As a result the Stay Well @ home service was developed by officers across
the region and formal endorsement and commitment secured for the
subsequent business case.

The functions of the model are described in schedule 1 of the attached Legal
Agreement but in summary the Stay Well @ Home Service will introduce an
integrated assessment and response service which will include:

e Hospital based teams with the following two functions at Royal Glamorgan
Hospital (RGH) and Prince Charles hospital (PCH)

» Hospital Avoidance at A & E and the Clinical Decisions Unit (CDU)
» Complex and Simple discharges from the wards

¢ Cwm Taf wide enhanced multi-agency community based services

The aim of the Stay Well @ Home Service is to Improve individual service
user outcomes through the enhanced communication and integration of
health and social care services at the critical interface that occurs during
presentation at A&E and during hospital admission through to discharge.
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5.

5.1

5.2

5.3

5.4

5.5

6.1

7.1

7.2

8.1

8.2

9.1

THE LEGAL AGREEMENT

The Legal agreement has been developed with the advice and endorsement
of RCT's Legal and Finance Departments.

The agreement will be reviewed on an annual basis in line with Welsh
Government confirmation for the continuation of the Intermediate Care Fund.

RCT is identified as the lead organisation for the service and whilst
employment responsibilities are retained by each organisation for their own
staff the operational management within RCT will be located within the remit
of the Head of short term services.

Overall governance will be overseen by an Operational Management Board.
The terms of reference for the operational Management Board are set out in
schedule 2 of the attached legal agreement.

The UHB will provide the financial, administrative, accounting systems and
associated support for the Intermediate Care Fund. Schedule 3 of the
attached legal agreement sets out the detailed Financial Protocol that will
govern the service.

EQUALITY AND DIVERSITY IMPLICATIONS

A full equality impact assessment has been completed for the service and
was endorsed by this Cabinet on the 8™ of September 2016. A copy of the
EQA is attached for reference as Appendix 2.

CONSULTATION

Considerable engagement was undertaken in 2015 to inform the development
of the Joint Commissioning Statement for Older People’s Services.

Whilst the business case for the stay well @ home service addressed the
views and themes that were expressed during the engagement on the
development of our Joint Commissioning Statement for Older People’s
Services, further more targeted engagement will be undertaken as the new
service is establishes.

FINANCIAL IMPLICATION(S)

Funding for this service is anticipated to be secured through the Intermediate
Care Fund.

A comprehensive financial protocol is set out in Schedule 3 of the Legal
agreement attached to this document.

LEGAL IMPLICATIONS OR LEGISLATION CONSIDERED

The governance of this service will be developed with reference to
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10.

10.1

11.

111

11.2

e The Social Services and Well-being (Wales) Act 2014 Part 9 Statutory
Guidance (Partnership Arrangements)
e The Partnership Arrangements (Wales) Regulations 2015

LINKS TO THE COUNCILS CORPORATE PLAN/OTHER CORPORATE
PRIORITIES/ SIP

The service supports

e Better coordination- joining up services and activities across partner
organisations.
e Redesigned local services — integrated and efficient

CONCLUSION

RCT is the lead organisation for the Stay Well @ Home Service. Whilst
employment responsibilities are retained by each organisation for their own
staff, the operational management within RCT will be located within the remit
of the Head of short term services.

The Legal agreement has been developed with the advice and endorsement
of RCT's Legal and Finance Departments and will be reviewed on an annual
basis in line with Welsh Government confirmation for the continuation of the
Intermediate Care Fund.

OTHER INFORMATION:

Relevant Scrutiny Committee

Health and wellbeing scrutiny committee




LOCAL GOVERNMENT ACT 1972

AS AMENDED BY

THE LOCAL GOVERNMENT (ACCESS TO INFORMATION) ACT 1985
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CABINET

9" MARCH 2017

REPORT OF GROUP DIRECTOR, COMMUNITY & CHILDREN'’S SERVICES, IN
DISCUSSION WITH THE RELEVANT PORTFOLIO HOLDER, COUNCILLOR
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FOR CWM TAF STAY WELL @ HOME SERVICE (FORMERLY KNOWN AS THE
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Background Papers

e Social Services and Well-being (Wales) Act 2014 Part 9 Statutory Guidance
(Partnership Arrangements)

http://gov.wales/docs/dhss/publications/151218part9en.pdf

e The Partnership Arrangements (Wales) Regulations 2015

http://www.leqgislation.gov.uk/wsi/2015/1989/pdfs/wsi 20151989 mi.pdf

Contact Officer:

e Sian Nowell Head of Transformation - sian.nowell@rctcbc.gov.uk
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Appendix 1

MERTHYR TYDFIL COUNTY BOROUGH COUNCIL
And
RHONDDA CYNON TAFF COUNTY BOROUGH COUNCIL
And

CWM TAF UNIVERSITY HEALTH BOARD

AGREEMENT

FOR THE PROVISION OF THE STAY WELL@HOME SERVICE ACROSS
THE CWM TAF REGION



THIS AGREEMENT is made the day of 2017
BETWEEN MERTHYR TYDFIL COUNTY BOROUGH COUNCIL of Civic
Centre, Castle Street, Merthyr Tydfil Tydfil, CF47 8AN (“Merthyr Tydfil”),
RHONDDA CYNON TAFF COUNTY BOROUGH COUNCIL of The Pavilions,
Cambrian Park, Clydach Vale, Tonypandy, CF40 2XX (“RCT”) and CWM TAF
UNIVERSITY HEALTH BOARD of Ynysmeurig House Navigation Park
Abercynon CF45 4SN (the "UHB").

(Each a ‘Party’ and together 'the Parties’ to this Agreement).

WHEREAS

(1) This Agreement for the Cwm Taf Stay Well @ Home Service is made under
The Social Services and Well-being (Wales) Act 2014 (the ‘Act) and the
Partnership Arrangements (Wales) Regulations 2015 (the ‘Regulations’).

(2) This Agreement provides forthe establishment of the Cwm Taf Stay Well @
Home Service (‘'STAY WELL @ HOME. SERVICE ’) which will undertake

functions on behalf of the Parties.
(3) The general functions of the Cwm Taf STAY WELL @ HOME SERVICE will

be to:-

Undertake prompt initial proportionate assessments at Accident &
Emergency and the Clinical Decision Unit (‘CDU’) in Royal
Glamorgan Hospital (‘RGH’) and Prince Charles Hospital (‘PCH’)
and where necessary and appropriate commission health, social
care and third sector community support to facilitate a safe and
timely return home for the patient, thereby preventing avoidable
admission to hospital.

Undertake a proportionate assessment for ward based patients
with complex needs to support a safe and timely discharge back to
a community setting.

Provide an enhanced, Health and Social Care community
response to support the hospital based team facilitate a swift and

safe hospital discharge.



(4)

()

(6)

This Agreement also provides for the establishment of an STAY WELL @
HOME SERVICE fund to ensure the STAY WELL @ HOME SERVICE
has sufficient resources to provide equity of service provision across the
Cwm Taf region.

The Cwm Taf STAY WELL @ HOME SERVICE Operational
Management Board will provide the practice and operational direction for
the STAY WELL @ HOME SERVICE and advise the Cwm Taf Social
Services and Well-being Partnership Board.

The Parties have each passed the necessary. resolutions for the

purposes of entering into this Agreement.

OPERATIVE PROVISIONS

1.

11

111

1.1.2

1.13

114
1.15

1.16

1.1.7

1.18

1.19

INTERPRETATION

As used in this Agreement the following terms have the following
meanings (unless otherwise stated in the Agreement):

“s151 Officer” means RCT/Merthyr Tydfil Tydfil's Chief Financial Officer
(as defined by section 151 of the Local Government Act 1972);
“Agreement” means this agreement including the Schedules;

“Chief Finance Officer” means the chef finance officer within the UHB.
“‘Commencement Date” means [DATE];

“‘Cwm Taf @home Integrated Assessment and Response Service” or
“‘STAY WELL @ HOME SERVICE ” means the integrated assessment
and response service established under the Regulations by the Parties
to provide the functions as set out in Schedule 1;

“Cwm Taf STAY WELL @ HOME SERVICE Operational Management
Board” means a board comprising of those members set out in
Schedule 2.;

‘Demand” means any action, award, claim or other legal recourse,
complaint, cost, debt, demand, expense, fine, liability, loss, outgoing,
penalty or proceeding made pursuant to Clause 4.5;

“Evaluation Criteria” means the criteria against which the Annual
Review will be undertaken as set out in Schedule 5;

“Financial Protocol” means the protocol set out in Schedule 3;



1.1.10

1.1.11

1.1.12

1.1.13

1.1.14

1.145

1.1.16

1.2

1.3

“Information Sharing Framework” means the framework set out in
Schedule 6;

“Nominated Lead Officer” means the lead officer identified within
Schedule 5 of this Agreement who is responsible for a particular
Service Component Element of the STAY WELL @ HOME SERVICE
and the day to day administration, management, direction, development
and performance of relevant Staff within that Service Component
Element;.

“Fund Contribution” means the funding to be made available by the
UHB (as the recipient body of the Intermediate Care Fund (ICF’)
funding) for the provision of any Service Component Element of the
STAY WELL @ HOME SERVICE in accordance with Clause 8 and the
Financial Protocol;

“Staff” means the staff required to provide the STAY WELL @ HOME
SERVICE ;

“RCT Host Services” ‘means the provision by RCT of all support
services (save for the day to day administration undertaken by Staff in
accordance with- their duties) required by the STAY WELL @ HOME
SERVICE < including but not limited to Financial (Accounts, Payroll,
Creditors, Debtors, Insurance) Human Resources, Health and Safety,
Legal, ICT, Estates, PR/Marketing, Information Management, Internal
Audit and Procurement;

“UHB Host Services” means the provision by the UHB of all support
services (save for the day to day administration undertaken by Staff in
accordance with their duties) required by the STAY WELL @ HOME
SERVICE _including but not limited to Financial (Accounts, Payroll,
Creditors, Debtors, Insurance) Human Resources, Health and Safety,
Legal, ICT, Estates, PR/Marketing, Information Management, Internal
Audit and Procurement; and

“UHB Staff” means the staff seconded from the UHB to the STAY WELL
@ HOME SERVICE for the provision of the STAY WELL @ HOME
SERVICE.

Clause headings in this Agreement are for convenience only and shall
have no contractual effect.

Any reference to a Clause is a reference to a Clause of this Agreement.
3



1.4

15

1.6

1.7

1.8

1.9

2.1

3.

3.1

3.2

Any reference to a Schedule is a reference to a Schedule to this
Agreement.

Words importing one gender shall include the other genders and words
importing the singular include the plural and vice-versa.

Reference to “individual” or “person” shall include bodies' corporate,
unincorporated associations and partnerships.

Any reference to any enactment or statutory instrument shall be
deemed to include reference to such enactment or statutory instrument
as re-enacted amended or extended.

An obligation not to do or omit to do something shall be deemed to
include an obligation not to permit or (so far as is reasonably
practicable) suffer that thing to be done or omitted to be done.

An obligation to do something shall include an obligation to seek to

procure that it is done.

CO-OPERATION AND DISCUSSION

This Agreement is entered into on the understanding that the Parties
will work on the basis of co-operation and will arrange to discuss with
each other, as soon as possible, any problems or disputes which arise
and will attempt to resolve any difficulties through negotiation at an
early stage and to make themselves available with reasonable notice to
discuss the issues under dispute. If the Parties fail to resolve a dispute

through negotiation the provisions of Clause 20 shall apply.

AGREEMENT

This Agreement is made under the powers conferred by the
Partnership  Arrangements (Wales) Regulations 2015 (the
‘Regulations’) made under the Social Services and Well-being (Wales)
Act 2014.

The Cwm Taf STAY WELL @ HOME SERVICE shall provide the
functions on behalf of the Parties as set out in Schedule 1.



3.3

4.1

4.2

4.3

4.4

4.5

The Cwm Taf STAY WELL @ HOME SERVICE  Operational
Management Board will provide the strategic and operational direction
to the Cwm Taf STAY WELL @ HOME SERVICE and shall operate

with the terms of reference set out in Schedule 2.

TERM AND TERMINATION

This Agreement shall continue unless all Parties to it at the time of the
decision unanimously agree to terminate the Agreement and as part of
that agreement allow a reasonable period in order to wind down the
STAY WELL @ HOME SERVICE including compliance with any

statutory requirements.

Any Party proposing to withdraw from this Agreement must notify each
of the other Parties, by giving not less than 12 months notice in writing,
of its intention to withdraw with such notice expiring on 31% March in

any given year.

Should ICF funding be no longer available for use by the Parties for the
STAY WELL @ HOME SERVICE this Agreement shall terminate from
the end of the period the ICF can be utilised in accordance with its
terms and. conditions allow a reasonable period in order to wind down
the STAY WELL @ HOME SERVICE including compliance with any
Statutory requirements. Prior to termination the Parties shall meet to
discuss how any future collaboration may operate in the absence of the
ICF.

Assets and liabilities of the Parties at termination remain the property

and responsibility of the relevant Host Service Provider.

Subject to Clause 4.6 below any redundancy costs relating to STAY
WELL @ HOME SERVICE Staff arising during the continuance of, or
from the termination of, this Agreement shall be borne by the Party who

employs the relevant member(s) of Staff being made redundant.



4.6

5.1

5.2

5.3

6.1

Any Staff redundancy costs relating to the Support@Home out of hours
planning and supervision service for STAY WELL @ HOME SERVICE
which arise during the continuance of, or from the termination of, this
Agreement shall be apportioned and payable on the following basis:
25%Merthyr Tydfil and 75% RCT.

CWM TAF STAY WELL @ HOME SERVICE

The STAY WELL @ HOME SERVICE will operate across the Cwm Taf
regional footprint as set out in the Regulations:

The Cwm Taf STAY WELL @ HOME SERVICE shall not, and will not
require any member of the Staff to do anything that shall breach the
employment contract of the employee and shall have no authority to

vary the terms of such employment contract.

In accordance with the provisions of Clause 2 of this Agreement the
Parties will co-operate with each other with regard to any employment
issues arising from the termination of this Agreement, howsoever
arising, including, without limitation, looking at reducing the number of
redundancies wherever possible.and complying with employment law
including policies and procedures with a view to minimising the risk of
any Demand and other employment law liabilities arising from the
termination of this Agreement. To the extent that any Demand or other
employment liabilities arise as a consequence of the termination of this
Agreement for any reason, these will be dealt with in accordance with

Clause 4.5 and 4.6 of this Agreement.

HOST SERVICES

It is agreed between the Parties that for the purpose of the development
and operation of the Hospital Based Service and the Local Authorities
Support @ Home Service components of the STAY WELL @ HOME
SERVICE that RCT shall provide the RCT Host Services and subject to



6.2

Clause 6.3 shall have authority as from the Commencement Date to enter
into any agreement necessary with any third party in respect of the
provision of RCT Host Services including without prejudice to the generality
of the foregoing any agreement relating to the purchase and provision of
goods and services. Any such agreement for the purchase and provision of
goods and services would be made in accordance with RCT Contract
Procedure Rules and RCT Financial Procedure Rules (which require all
expenditure to be incurred within the agreed budget), the Financial Protocol
and all relevant legislation. Where any such agreement is for a period
greater than two years and is for the STAY WELL @ HOME SERVICE only
(rather than having wider applicability for RCT) and/or commits the STAY
WELL @ HOME SERVICE to expenditure (rather than providing a
mechanism for potential use) then this shall be subject to the approval of
RCT’s 151 Officer and the Chief Finance Officer

It is agreed between the Parties that for the purpose of the development
and operation of the Health @ Home Service and Supporting Medication @
Home Service components within the STAY WELL @ HOME SERVICE
that the UHB shall provide the UHB Host Services and subject to Clause
6.3 shall have authority as from the Commencement Date to enter into any
agreement necessary with any third party in respect of the provision of UHB
Host Services including without prejudice to the generality of the foregoing
any agreement relating to the purchase and provision of goods and
services. Any such agreement for the purchase and provision of goods and
services would be made in accordance with UHB Contract Procedure Rules
and UHB Financial Procedure Rules (which require all expenditure to be
incurred within the agreed budget), the Financial Protocol and all relevant
legislation. Where any such agreement is for a period greater than two
years and is for the STAY WELL @ HOME SERVICE only (rather than
having wider applicability for the UHB) and/or commits the STAY WELL @
HOME SERVICE to expenditure (rather than providing a mechanism for
potential use) then this shall be subject to the approval of RCT’s 151 Officer

and the Chief Finance Officer.



6.3

Where the Host is minded to put in place any agreements with third parties
relating to the provision of any Host Service it shall first consider whether
one of the Parties to this Agreement wishes to provide the service and, if
so, afford that Party the opportunity to provide that service at such cost as
agreed by between RCT and MT’'s s151 Officer and the Chief Finance
Officer.

STAFFE

7.1 The staffing arrangements for the STAY WELL @ HOME SERVICE

including Staff roles and responsibilities are as set out in Schedule 4 of this

Agreement.

7.2 The UHB will remain the employer for the UHB Staff and retain

responsibility for their clinical supervision and CPD.

7.3 Both RCT and Merthyr Tydfil remain the employer for the RCT Staff and

8.1

8.2

8.3

Merthyr Tydfil Staff respectively and retain responsibility for their CPD...

FINANCIAL CONTRIBUTIONS

The financial relationship between. the Parties is as set out in this Clause
and the Financial Protocol at Schedule 3 of this Agreement and shall apply
to the STAY WELL @ HOME SERVICE .

The funding for the STAY WELL @ HOME SERVICE will be provided
solely through the ICF as identified in the Financial Protocol effective from
the Commencement Date. The funds made available for the provision of
the STAY WELL @ HOME SERVICE from the ICF shall be known as ‘the
Fund'.

The financial contributions to be made available for each STAY WELL @
HOME SERVICE Component Service Element and utilised from the Fund
for Year 1 (2016/2017) will be based on the ICF allocation as shown in the

table below:



Summary of Fund contributions receivable from the ICFE

(Year 1 - 2016/2017)

Estimated
Component Service Element Annual
Cost
Hospital Based Service £678,768
Support @ Home Service £605,066
Health @ Home Service £143,182
Supporting Medication @ Home Service £322,762
Central Management & Support £80,490
Total Cwm Taf STAY WELL ‘@ HOME SERVICE
(Constituting the ‘Fund Contribution’)
£1,830,268

8.4

9.1

In respect of the funding of the STAY WELL @ HOME SERVICE there
shall be a formal review of the funding mechanism on an annual basis, the
first of which shall be in advance of the 2017/18 financial year. It will be for
RCT’'s and Merthyr Tydfil's s151 Officer and the Cwm Taf UHB Chief
Finance Officers to endorse any recommendation (for change or stay the
same) being made to the funding mechanism of the Cwm Taf STAY WELL
@ HOME SERVICE .

Funding

The UHB will act as ‘banker” for receipt of the ICF which shall be payable to
the Fund and used for the provision of each party’s specific service
component with the STAY WELL @ HOME SERVICE, and under the terms
of the funding agreements the UHB will be responsible for accepting the
terms and conditions of funding on behalf of the STAY WELL @ HOME

SERVICE in accordance with the terms of the Financial Protocol.



9.2 Any new grant or additional funding streams targeted at the Cwm Taf STAY
WELL @ HOME SERVICE must be considered by the Cwm Taf STAY
WELL @ HOME SERVICE Operational Management Board. Permission to

accept, expend or commit any monies from any new funding streams must

be granted by the Party’s’ s151 Officers and Chief Finance Officer (as

applicable). It shall be the responsibility of the Nominated Lead Officers for
each specific STAY WELL @ HOME SERVICE component service to bring
such additional funding streams to the attention of the Cwm Taf STAY
WELL @ HOME SERVICE Operational Management-Board.

10. ADDITIONAL UHB RESPONSIBILITY

10.1

11.

111

12.

The UHB will ensure that ICT support is available to the Hospital Based
Team of the STAY WELL @ HOME SERVICE in accordance with the
terms of a service level agreement between the UHB and RCT (and
entered into on or about'the date of this Agreement) to enable that team

to work effectively.

MERTHYR TYDFIL RESPONSIBILITIES

With regards to the Support@Home Service Component of the STAY
WELL @ HOME SERVICE Merthyr Tydfil must:

11.1.1 Ensure that they have appropriate arrangements in place with
regards to any licensing and information sharing agreements
(including obtaining all necessary consents) that allow for RCT to
effectively plan and administer out of hours intermediate care Staff
rota's on Merthyr Tydfil's behalf using the ‘Webroster’ software
system.

11.1.2 Ensure the provision of sufficient direct service (social care) staff
available to respond to the requirements of this component of the
STAY WELL @ HOME SERVICE out of office hours.

ANNUAL REVIEW OF THE STAY WELL @ HOME SERVICE AND THE

AGREEMENT
10



12.1

14

14.1

15.

15.1

15.2

All Parties commit to an annual review of the terms of this Agreement and
the STAY WELL @ HOME SERVICE (which shall be carried out in
accordance with the terms of the Evaluation Criteria) with such reviews
being undertaken annually to correspond with the ICF timescales between

January and March each year.

ACCESS TO INFORMATION

To provide an efficient, safe and high quality service the STAY WELL @
HOME SERVICE is dependent upon accurate and timely information being
exchanged between the Parties. Such information shall only be used for
the provision of the STAY WELL @ HOME SERVICE. Information sharing
between the Parties shall comply in all respects with all applicable
legislation (including but not limited to the Data Protection Act 1998) and the
provisions of the Information Sharing Framework set out in Schedule 5

(together with any information sharing protocol made thereunder).

INDEMNITIES AND INSURANCE

To the extent such matters are not covered by the insurance arrangements
that parties are required to have in place, the Parties will be jointly liable in
accordance with Clause 8 (and the Financial Protocol) for all losses in
relation to all actions, proceedings, costs, claims, demands, liabilities,
losses and expenses howsoever arising out of or in connection with any act
or omission by the Host in carrying out all or any of the duties and
responsibilities of the Host and/or implementing the decisions of the STAY
WELL @ HOME SERVICE save where all losses incurred are caused by

an unauthorised act by the Host.

The parties shall ensure that adequate insurance against the risks of cost of
claims associated with public liability, employer’'s liability, property and
professional indemnity is in place to cover their duties under this

agreement.

11



15.3

The provisions of this Clause 15 shall survive the termination of this

Agreement.

15.4 Where pursuant to Clause 6 of this Agreement one of the Parties to this

Agreement is providing any part of the Host Services then the provisions of

this Clause 15 shall apply mutatis mutandis.

16. VARIATION

16.1

17.

17.1

17.2

Save as provided herein this Agreement cannot be varied without the
approval of and prior written consent of all Parties (save where any
Clause/Schedule of this Agreement relates to the ICF Fund arrangements
between the Parties it may be amended by the approval and prior written
consent of all the Parties). Any variation is to be signed and sealed by an
authorised representative of each Party-and will be annexed to this

Agreement.

COMMUNICATION

Any communication required to be in writing under the terms of this
Agreement shall be sent to each Party at the addresses set out in Clause
17.2 and marked for the attention of the person last notified in writing to
the other Parties as being the person to receive communications for the
purpose of this Agreement on behalf of that Party.

Any notice or communication to the relevant Party shall be deemed
effectively served if sent by first class post or delivered by hand to the
addressee set out below or such other addressee and address notified in

writing from time to time to the other Parties: -

RCT
Chief Executive

Rhondda Cynon Taf County Borough Council
12



17.3

18.

18.1

19.

The Pavilions, Cambrian Park
Clydach Vvale

Tonypandy

CF40 2XX

Merthyr Tydfil
Chief Executive

Merthyr Tydfil County Borough Council
Civic Centre, Castle Street

Merthyr Tydfil

CF47 8AN

UHB

Chief Executive

Cwm Taf University Health Board
Ynysmeurig House

Navigation Park

Abercynon

CF454SN

Any notice service by delivery shall be deemed to have been served on
the date it is delivered to the addressee. Where notice is posted it shall
be sufficient to prove that the notice was properly addressed and posted
and the addressee shall be deemed to have been served with the notice

48 hours after the time it was posted.

THIRD PARTY RIGHTS

Save as may be provided herein the Parties to this Agreement do not
intend any provision of it to be enforceable by any other person pursuant

to the Contract (Rights of Third Parties) Act 1999.

SEVERANCE

13



19.1

19.2

20.

20.1

20.2

If at any time any provision of this Agreement is found by any court,
tribunal or administrative body of competent jurisdiction to be wholly or
partly illegal invalid or unenforceable in any respect provided that it would
not affect or impair the legality, validity or enforceability of any other
provision of this Agreement, this Agreement shall continue in full force
and effect as if the Agreement had been executed with the invalid
provision eliminated except where it deprives one of the Parties of a
substantial part of the benefit to be derived by it from this Agreement

without providing any corresponding benefit.

If Clause 19.1 shall apply the Parties shall in good faith amend and, if
necessary, execute such further assurances in relation to this Agreement
to reflect as nearly as possible the spirit and intention behind that illegal,
invalid or unenforceable provision to the extent that such spirit and
intention is consistent with the laws of that jurisdiction and so that the
amended clause complies with the laws of that jurisdiction but if the
Parties cannot agree upon the terms of any amendment or assurance
within six months-of the date upon which the provision was determined to
be wholly or partly illegal or unenforceable by any court, tribunal
administrative body then the dispute will be determined in accordance

with Clause 20 hereof.

DISPUTE RESOLUTION

If there is a dispute between the Parties concerning the interpretation or
operation of this Agreement (save in the case where a dispute is relevant
only to a Clause/Schedule relevant to and governs the relationship
between the Contributing Parties only) then any Party may notify the
others in writing that it wishes the dispute to be referred to a meeting of
both Local Authority Directors of Social Services and the UHB Director of
Planning & Performance to resolve.

If after the meeting of both Local Authority Directors of Social Services
and the UHB Director of Planning & Performance to resolve the dispute
under 20.1 above has not been resolved, any Party may refer the dispute

to the Parties’ Chief Executives for resolution.
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20.3

20.4

20.5

20.6

If there is a dispute between the Parties relating to a Clause/Schedule of
this Agreement which is relevant to and governs the relationship between
the Contributing Parties only then a Party must notify the other in writing
that it wishes the dispute to be referred to a meeting of both Local
Authority Directors of Social Services and the UHB Director of Planning &

Performance for resolution.

If after the meeting of both Local Authority Directors of Social Services
and the UHB Director of Strategic and Operational Planning the dispute
under 20.3 above has not been resolved, either Party may refer the

dispute to the Parties’ Chief Executives for resolution.

If the Chief Executives (or Parties’ Chief Executives in the case of a
dispute under 20.4 above) are unable to resolve the dispute by
unanimous agreement within a period of 28 days of the matter being
referred to them any Party may refer the matter to mediation. The
Parties will attempt to settle the dispute by mediation in accordance with
the Centre for Effective Dispute Resolution (CEDR) Model Mediation
Procedure. Unless otherwise agreed between the Parties, the mediator
will be nominated by CEDR.

If the matter cannot be resolved by mediation any Party may refer the

matter to arbitration on the following basis:

20.6.1  Referral shall be to a single Arbitrator selected by the Parties
Chief Executives or, in the absence of agreement, to be
nominated by the President of the Chartered Institute of
Arbitration.

20.6.2 Such arbitration shall be conducted in accordance with the
provisions of the Arbitration Act 1996 and the Arbitrator
appointed shall have the power to:

20.6.3 Order and direct what he or she shall think to be done by any of
the Parties (or Contributing Parties’ in the case of a dispute
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21.

21.1

21.2

22.

22.1

under 20.4 above) respectively in relation to the matters in
dispute;

20.6.4 The decision of the Arbitrator shall be final and binding on all
the Parties.

20.6.5 Unless otherwise agreed or specified in the arbitration terms
each Party (or Contributing Party in the case of a dispute under
20.4 above) shall bear its own costs incurred in the arbitration
and the Parties (or Contributing Party in the case of a dispute
20.4 above) shall share equally the Arbitrator's costs and

expenses.

WAIVER

No term or provision of this Agreement shall be considered as waived by
any Party unless a waiver is given in writing by the Party and any failure
by any of the Parties ‘at any time to enforce any provision of this
Agreement or to require performance by any of the other Parties of any
of the provisions.of this Agreement shall not be construed as a waiver of
any such provision and shall not affect the validity of this Agreement or
any part thereof or the right of any Parties to enforce any provision in

accordance with. its'terms.

No waiver under Clause 21.1 shall be a waiver of a past or future default
or breach, nor shall it amend delete or add to the terms conditions or
provisions of this Agreement unless (and then only to the extent)

expressly stated in the waiver.

FREEDOM OF INFORMATION

The Parties agree that they will each co-operate with one another to
enable any Party receiving a request for information under the Freedom
of Information Act 2000 and/or Environmental Information Regulations
2004 to respond to that request promptly and within the statutory
timescales. This co-operation shall include but not be limited to finding,

retrieving and supplying information held, and directing requests to other
16



23.
23.1

Parties as appropriate and responding to any requests by any Party

receiving a request for comments or other assistance.

GOVERNING LAW AND JURISDICTION

This Agreement shall be governed by and construed in all respects in

accordance with the laws of England and Wales.

The COMMON SEAL of the respective Parties were affixed the day and year

first before written:

The COMMON SEAL of MERTHYR TYDFIL)
COUNTY BOROUGH COUNCIL )

Was affixed in the presence of: )

Authorised Signatory

DeSIgNALION. ..t e

The COMMON SEAL of RHONDDA CYNON)
TAFF COUNTY BOROUGH COUNCIL )
Was affixed in the presence of: )

Authorised Signatory

DESIgNALION. ...ttt

The COMMON SEAL of CWM TAF UNIVERSITY )
HEALTH BOARD )
Was affixed in the presence of: )

17



Authorised Signatory

DESIgNALION ... ettt e e e e
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SCHEDULE 1
THE CWM TAF STAY WELL @ HOME SERVICE
FUNCTIONS

The development of the STAY WELL @ HOME SERVICE will perform two

pivotal functions which will be:-

The ‘Hospital Based Service’ (which means “the services operated within
the Accident & Emergency (A&E) and the Clinical Decision Unit (CDU)
wards at the two acute hospital sites of RGH and PCH which operates 7
days per week and is run by the Hospital Based Team (as identified in

Schedule 4)” ; and The Community response.

The Hospital Based Team

1.1 The Hospital Based Team will operate the Hospital Based Service
between the hospital” wards, A&E and the CDU at PCH and RGH
dependent on activity and demand.

1.2 At A&E and the CDU the hospital based team will undertake
proportionate assessments and commission community based support
(for up to 14 days post discharge) to facilitate patients safe and timely

return home to prevent unnecessary admission. This will be achieved

by:

1.2.1 Respond to a request for assessment within an hour at A&E
(during the operating hours of the Integrated STAY WELL @
HOME SERVICE)

1.2.2 Identifying patients who have either simple or complex discharge

needs

1.2.3 Completing proportionate assessments and care plans on the
RCT and MT social care ICT system and work flowing through to

relevant social care community service for a 4 hour response

19



1.2.4 Providing appropriate equipment from the satellite hospital store to
travel home with the patient or equipment to be provided as part of
the 1% call at home through the Parties’ existing contractual

arrangements with Vision Products.

1.2.5 Accepting referrals from the Primary Care Out of Hours service

via A&E following an A&E assessment

1.2.6 Referring to community health services for a 4 hour response (

health @home/district nurses/community IV service etc)

1.2.7 Referring to third sector services (e.g. Age Connect/Care and

Repair etc.)

1.2.8 Referring to the medication @home service for assessment and
appropriate intervention to support medicines adherence and

optimisation.

1.3 Of importance is that all services commissioned by the STAY WELL
@ HOME SERVICE Hospital Based Team will. require a formal review
by UHB/RCT/Merthyr Tydfil community services within the first 14
days post discharge from hospital.

1.4 The Elowchart for A&E / CDU based service
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ARE, Wards 486 [CDU)

Hospital Avoidance

How does it work?

Amulti disciplinary team that reviews a person’s circumstances after
or alongside nursing triage to ascertain:

' ™y

1. Whether they can retum home with no support

2. Whether they can return home with 2 level of
support {i=. restart of existing package food bank,
third sactar]

3. Whether they can return home with a preventative

zenvice |i.e. Support B home ICER)

4. Whether they will reguire support from CDU wards
4 and & [24hr ward) bt points 1, 2 and 3 could be
commissicned to facilitate a timely retwrn home

A
Where the patient is known to socisl care and theres i an existing

care plan in place:

= Acopy of the care plan is to be printed and follow the patient.
+ I admitted, timescales for package restart are to be noted

1.5 At hospital ward level the Hospital Based Team will:

151

1.5.2

152

153

For patients who ‘are admitted onto a ward, following

involvement from the SW@HT, the team will work with Ward

staff, Health and Social Care Discharge Co-ordinators and the

Discharge Liaison service to facilitate the most appropriate

discharge home.

Undertake proportionate assessment utilising the default

position that individuals are supported to return to a

community setting (home) rather than:

¢ Transfer to a residential or nursing setting (this will only take
place where all other alternatives have been exhausted).

e Transfer inappropriately to a community hospital for
discharge planning

Complete proportionate assessments on social care IT system

and workflow through to relevant social care community

service

Where a placement is required from an acute hospital site to

either a residential or nursing home, where there is sufficient
21



capacity, the Hospital Based team will contribute to the
assessment and will communicate effectively with the relevant

hospital and community teams (in line with current protocols).

1.6 It should be noted that simple discharges from hospital will continue to
be supported by the existing Health and Social Care Discharge Co-

ordinators who will continue to operate to their current remit

e facilitating all simple discharges to social care

e Attending ward meetings to provide  social care information
(existing packages of care or other relevant information)

e Supporting communication between ward and community based

social care staff

1.7 Of importance is that all services commissioned by the STAY WELL
@ HOME SERVICE Hospital Based Team will require a formal review
by UHB/RCT/Merthyr Tydfil community services within the first 14

days post discharge from hospital.

1.7 Flowchartfor ward based service (includes both complex and simple

discharge process)
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Hospital Discharge

social care wia SPA

All wards currently referring to

How does it work?

Multi disciplinary team to keep a ‘watching brief' on when someone is
ready for sssessment.
Ward staff to confirm to team when fit for discharge:

f R’ '

Complex Mon-Complex ]

Murse Referral to:

L. - L.

!

Teams: Health and 5ocial Care

Discharge Coordinators -,
wha will restart
packazes under 28 days

= DLN

= 3W |commissioners)

Therapists
* rep ar compile information
and referto SPA.

Teams:

*= HESC discharge
Coordinatar

*= Therapist

‘Ward Staff

Lacalities

UHB/LA's

2 The Community Response

The community response required for the STAY WELL @ HOME SERVICE
willinclude:

2.1.1 Social Care - Support @Home Intermediate Care and Reablement

The community response will include:

o 4 hour response between STAY WELL @ HOME SERVICE
services

. extended access and referral arrangements (i.e. access to service
outside of core hours)

. extended staff competencies (administration of medication)

. Extended capacity of community service supervision, planning and
risk assessment out of office hours

o It is anticipated that community services will be providing

responses to a small number of people who will require a period of
23



convalescence prior to starting reablement (e.g. those still in
plaster or in acute pain following injury etc.). In these cases
RCT/Merthyr Tydfil will support the discharge to ensure they are
able to return home but will recharge the UHB at the intermediate
care hourly rate (applicable at the relevant time and being £27 for
2016/17) for the service until such time as their reablement

programme can commence.

It should be noted that the required change to the current access
arrangements for RCT/Merthyr Tydfil will require an enhanced skill

set/competencies for the Staff of the responding services.

2.1.2 UHB @Home Services

. 4 hour response to both hospital and other @home STAY WELL
@ HOME SERVICE. services for a nursing assessment 7 day a
week response by the health@Home team to cover a range of
nursing interventions and assessment to support patients within
their home environment. For example additional support for
patients with chronic conditions e.g. COPD with the use of
nebulizers and IV treatments to avoid hospital admissions

o Increased delivery of IV service

. Extended capacity of skilled band 6 workforce to cover options of
weekend working and/or extended hours (see options).

. Additional ‘on call’ cover with ANPs for weekend support

. Provide -additional capacity for nursing assessments aligned to

proposed LA activity of a 4 hour response.

2.1.3 Equipment

. A range of small pieces of equipment will be required at both the

Hospitals and RCT/Merthyr Tydfil satellite stores which can be
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accessed via the current contractual arrangements agreed

between the Parties with Vision Products.

2.1.4 A community based Supporting Medication @ Home (SM@H)

Assessment Team

. A community based SM@H Assessment Team will be
established. The STAY WELL @ HOME SERVICE will refer to the
SM@H Assessment Team for an assessment of the ability of
patients to manage and take their medicines in their own home.
The assessment will be undertaken during the 14 day assessment
period. The team will support the discharge of patients during core
working hours 5 days per week and put systems in place to
support discharge outside of core working hours by supporting the
community team to facilitate the setup and administration of
medicines.

o The SM@H Medication Team will respond back to the Stay Well
@Home hospital team following to a referral request within 1
hour..

o The SM@H Assessment Team will comprise of a clinical lead
pharmacist and pharmacy technicians. The focus will be to
assess the ability of patients to manage and take their medicines
and to recommend and/or implement interventions which will
support  independent living. This will be achieved through
reviewing and optimising their medicines, reducing polypharmacy
and identifying and implementing aids/support for patients to
continue to independently manage their medicines. The option of
a Home Medication Administration Scheme with or without a
package of social care will be considered as a last resort.

) The SM@H Assessment Team will act as a conduit with existing
services such as acute pharmacy services, community pharmacy,
cluster based pharmacists and GPs, the CIAS consultant,
independent providers, enabling communication and escalation

around individual patient medicines related needs.

25



2.15

2.2

221

Other

A robust assessment will reduce medicines related admissions,
reduce medicines expenditure and waste and support the
continued independence of clients in their own home.

The recommended model going forward is predicated on:

e Telecare or family/friends to be considered to administer

medication in the first instance
¢ Medication being administered as part of a package of social
care where social care needs have been identified

Where there are no social care needs. and medication is a
standalone task, referral will be made to the S M@H Assessment
Team. The UHB will be responsible for commissioning any
ongoing needs of a patient.-such as the administration of
medication, support for surgical stockings etc.

If for any reason the SM@H Assessment Team are unable to
complete the agreed assessment during the 14 day assessment
period. RCT/Merthyr Tydfil will continue to support the service
user to ensure they are able to remain at home but will recharge
the UHB at the intermediate care hourly rate (applicable at the
relevant time and being £27 for 2016/17) for the service until such
time as the assessment is complete and the ongoing care and

support requirements are agreed.

Transport home will be considered within_the remit of existing UHB

arrangements (e.g. supported vehicles, taxis, third sector transport).

The Community Review Process will require :

The provision of community based services for the local authorities

support @home services will be agreed for a period of up to 14 days only

at which point a review will be undertaken against the eligibility criteria for

health and social care services to establish any ongoing needs for:
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2.2.2

2.2.3

e Health (e.g. standalone administration of medication/IV antibiotics/
surgical compression stockings/ application of topical creams)

e Social care (e.g. support with meal preparation/personal care)

e Combination of health and social care support (e.g. combination of
the above)

The review will be undertaken in the community within the first 14 days
following discharge by existing health or social care community based

staff, depending on the predominant need of the individual.

Each Party to this Agreement will ensure arrangements are in place for
the commissioning of appropriate services to meet identified needs for
ongoing support following the 14 day review including
J Social Care needs by RCT and Merthyr Tydfil
. Stand alone health needs (i.e. administration of medication,
compression stocking, application of topical ointments etc)
by the UHB.

Evaluation

3.1 As part of the annual review process of this Agreement and the STAY
WELL @ HOME SERVICE an effective evaluation process is required to
be approved and agreed by the Parties for the STAY WELL @ HOME
SERVICE to monitor and report on matters such as: -

. Achievement against the agreed outcomes and benefits of the
STAY WELL @ HOME SERVICE

. The impact on community services to identify changes to demand
and requirements for transformation and development (or more
immediate action such as additional resource requirements )

. The effect on out of hours GP service

. Changes to demand for new equipment, delivery, collection and
refurbishing for consideration to additional resource requirements

. Changes to demand that offer opportunity for re-investment into the
model
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3.2

o The impact on community hospitals

The annual review shall be carried out against the Evaluation Criteria.
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11

1.2

2.

2.1

SCHEDULE 2

THE CWM TAE STAY WELL @ HOME SERVICE

OPERATIONAL MANAGEMENT BOARD

(hereinafter referred to within this schedule as ‘the Board’)

Purpose of the Board

The purpose of the Board is to assist the Cwm Taf Social Services and
Well-being Partnership Board to discharge its responsibilities under Part 9
of the Social Services and Well-being (Wales) Act 2014.

The Board will be formed with® the broad aim of overseeing the

development, operation, improvement and  performance of the STAY
WELL @ HOME SERVICE.

Membership

The Board shall have the following membership:

From the Parties

RCT - Head of Short Term Intervention Service

o Merthyr Tydfil - Principal Manager Initial Support Service

o UHB - Assistant Director of Operations (Unscheduled Care)

o UHB - Assistant Director of Operations (Therapies)]

o UHB - Locality Manager / Head of Nursing for Localities

o UHB - Chief Pharmacist and Head of Medicines Management
o UHB- Finance Officer

. RCT — Finance Officer

From Partner Organisations (in a representative, non-voting capacity only)

A Third Sector Representative
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2.2

2.3

Each Party can nominate a substitute Board member, providing the
named person is directly accountable to the Board and is able to make
decisions on their respective Party’s behalf within the Board’'s terms of
reference.
The quorum for Board meetings shall be 3 with at least one member in
attendance from each of RCT, Merthyr Tydfil and the UHB.

Chair

The Chair of the Board will be appointed on an annual basis on rotation

between the Parties.

Voting

Each Party shall have one vote. The representative attendee from each
Party who will exercise his/her Party’s vote on their behalf must be

determined prior to.commencement of each Board meeting.

The Board will in the first instance seek to reach decisions through
consensus. Where it is not possible to reach a consensus position a
decision will be reached by majority vote. Voting will be by means of a

show of hands.

Meetings and Procedure

The Board shall hold quarterly meetings during each Local Authority

municipal year.

Minutes of Meetings

Minutes of the proceedings of every meeting of the Taf Board shall be
drawn up as agreed by the Chair. Copies of the draft minutes of the
proceedings of every meeting of the Board shall, within two weeks after

each meeting, be sent to all members of the Board.
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8.1

8.2

8.3

8.4

8.5

Governance

The Board is responsible to the Cwm Taf Social Services and Well-being
Partnership Board and will have responsibility for endorsing an annual
evaluation report to the Cwm Taf Social Services and Well-being

Partnership Board.

Terms of Reference

To provide strategic oversight and direction to_the Cwm Taf STAY WELL
@ HOME SERVICE and the Nominated Lead Officers in accordance with
the business case set out and agreed for the STAY WELL @ HOME
SERVICE .

To monitor the Cwm Taf STAY WELL @ HOME SERVICE performance
and service quality and provide guidance on areas for improvement, and

best practice.

To receive quarterly budget reports from the UHB and monitor the Cwm
Taf STAY WELL @ HOME SERVICE budget and work in accordance with
the terms.of the Financial Protocol set out in Schedule 3 of this

Agreement.
To ensure a robust and comprehensive evaluation process to monitor

e Achievement against the agreed outcomes and benefits

e The impact on community services to identify changes to demand
and requirements for transformation and development (or more
immediate action such as additional resource requirements)

e The effect on out of hours GP service

e Changes to demand for new equipment, delivery, collection and
refurbishing for consideration to additional resource requirements

e Changes to demand that offer opportunity for re-investment into the
model

e The impact on community hospitals.

To identify any strategic drift or financial risks particularly with regards to

any unintended consequences having either positive or adverse impact on
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8.6

8.7

8.8

8.9
8.10

8.11

hospital and community services and resources and report to the Chair of
the Cwm Taf Social Services and Wellbeing Partnership Board
recommending any adjustments required to the STAY WELL @ HOME
SERVICE model or Financial Protocol.

Ensure robust policies and procedures are in place that support best
practice and meet the needs of both service users/patients, carers and
staff

To ensure training for STAY WELL @ HOME SERVICE Staff (and related

staff in the community) is appropriate, available and of good quality.

To receive reports from the Nominated Service Leads with respect to the
evaluation and management of any Grants related to the funding of the
STAY WELL @ HOME SERVICE patrticularly the Intermediate Care Fund

and make any recommendations/decisions resulting from such reports.
To ensure all parties discharge their statutory duties.

Promote and support collaboration and joint working interagency working
and expedite the resolution of any inter-agency issues which arise.

Authorise any required long term or temporary changes to the Staff team,
roles and responsibilities where there is consensus across all Parties for

such change to be made
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2.1

2.2

2.3

3.1

SCHEDULE 3

FINANCIAL PROTOCOL

This Financial Protocol governs the financial relationship between the

Parties.

Fund Arrangements

RCT and the UHB will provide the RCT and UHB Host Services for the
specific component service elements of the STAY WELL @ HOME
SERVICE for which they are responsible as set out in the Agreement.

The funding for the STAY WELL @ HOME SERVICE will be provided
solely through the Intermediate Care Fund as identified in the Financial
Protocol effective from the Commencement Date. The monies made
available for the provision of the STAY WELL @ HOME SERVICE from
the Intermediate Care Fund shall be known as ‘the Fund'.

The Fund will. be managed by the Nominated Lead Officers for each
specific component of the STAY WELL @ HOME SERVICE (as identified
within Schedule 4) under the direction of the RCT’s s151 Officer and the
Chief Finance Officer. Regular reports will be provided to the Cwm Taf
STAY WELL @ HOME SERVICE Operational Management Board and
The Cwm Taf Social Services and Wellbeing Partnership Board and
made available to the Parties’ s151 Officers/Chief Finance Officer. These
reports will include details of the Fund’s annual budget, spend incurred to
date, anticipated annual spend, variance to budget and an analysis of

any variance.

COST RECOVERY MECHANISM

To ensure that all costs incurred by RCT and the UHB for providing the

RCT and UHB Host Services are recovered, the following mechanism
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3.2

has been established, it should be noted that this mechanism will be

subject to annual review in accordance with the terms of this Agreement..

ICF allocations will be made to the host organisations as summarised in
the table below for 2016/17 and will be based on the original level of
approved Intermediate Care Fund allocation approved by the Cwm Taf
Social Services and Well Being Partnership Board and Welsh

Government.

Summary of Fund contributions receivable from the Intermediate Care

Fund (Year 1 - 2016/2017

_ _ Estimated
Component Service Element (each being a
. _ Host Annual
‘Specific Component Service’)
Cost
Hospital Based Service RCTCBC £678,768
Support @ Home Service RCTCBC £605,066
Health @ Home Service Cwm Taf UHB £143,182
Supporting Medication @ Home Service Cwm Taf UHB £322,762
Central Management & Support RCTCBC £80,490
Total Cwm Taf STAY WELL @ HOME
SERVICE (constituting the ‘Fund
Contribution’ £1,830,268

3.3  The Fund Contribution will be payable to the relevant host (RCT or UHB)
annually in advance (during the 1% quarter of the new financial year)
3.4 Charges made for goods and services relating to the functions and/or

RCT of UHB Host Services of any Specific Component Service within the
Cwm Taf STAY WELL @ HOME SERVICE from any Party will be made
by means of official invoice based on actual costs incurred, submitted to
and paid by the relevant host quarterly in arrears. Official invoices should
include appropriate supporting evidence of costs incurred (e.g.

Transaction listing or Copy Invoices).
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3.5

4.1

4.2

4.3

4.4

Charges made for goods and services relating to the functions and/or
RCT/UHB Host Services of any Specific Component Service within the
Cwm Taf STAY WELL @ HOME SERVICE from any other company or
external organisation other than the Parties will be submitted to and paid
by the relevant host in accordance with their stipulated contract and

payment terms.

GENERAL PRINCIPLES

Changes in service delivery that lead to a variation in the functions of any
of the Specific Component Service within the Cwm Taf STAY WELL @
HOME SERVICE must only be made with prior approval from the Cwm
Taf STAY WELL @ HOME SERVICE Operational Management Board.

The relevant host of any Specific Component Service of the Fund shall
not inherit any debt or liability incurred by any of the Parties prior to the

Commencement Date.

Any additional funding streams targeted at the Cwm Taf STAY WELL @
HOME SERVICE must be considered by the Cwm Taf Cwm Taf STAY
WELL @ HOME SERVICE Operational Management Board. Permission
to-accept, expend or commit any monies from any new funding streams
must be granted by each Party’s’ s151 Officers / Chief Financial Officer...
It shall be the responsibility of the Nominated Lead Officers for each
Specific Component Service within the Cwm Taf STAY WELL @ HOME
SERVICE to bring such additional funding streams to the attention of the
Cwm Taf STAY WELL @ HOME SERVICE Operational Management

Board.

Budgets within each Specific Component Service within the Fund will
follow the Service Reporting Code of Practice (SERCOP) or health
equivalent to be inserted] and be routinely monitored by the respective
Nominated Lead Officer within the Cwm Taf STAY WELL @ HOME
SERVICE . This financial performance will be reported to the Cwm Taf
STAY WELL @ HOME SERVICE Operational Management Board and
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Cwm Taf Social Services and Well-Being Partnership Board and be
made available to the each Parties’ s151 Officer / Chief Finance Officer
on a quarterly basis in line with scheduled Cwm Taf STAY WELL @
HOME SERVICE Operational Management Board meetings.

5. ANTICIPATED COST OF THE SPECIFIC COMPONENT SERVICE
ELEMENTS OF THE CwM TAF STAY WELL @ HOME SERVICE
DURING THE PERIOD OF THE AGREEMENT

5.1 A summary of anticipated income and expenditure budgets for year 1
(2016/2017) for each Specific Component Service to be solely funded

from the Intermediate Care Fund is shown below:

Hospital Based Service

Integrated assessment team per site operating 8am - 8pm

. Annual
Expenditure Type FTE Cost Comment

Social Worker (trusted assessor) -

Based at Prince Charles Hospital e £239,570

Social Worker (trusted assessor) -

Based at Royal Glamorgan Hospital 4.54 £239,570

Therapist (trusted assessor) - Based

at Prince Charles Hospital na £105,778

Therapist (trusted assessor) - Based

at Royal Glamorgan Hospital na

Band 4 CTUHB - Based at Prince

Charles Hospital 2.85 £89,850

Band 4 CTUHB - Based at Royal

Glamorgan Hospital 285
Travel Costs (Band 4 CTUHB) £4,000
Total Hospital Based Team £678,768
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Support @ Home Service

Community support team

. Annual
Expenditure Type FTE Cost Comment
: 4.30 - 10.00p.m. Monday to Friday. 8 -
Supervisor 1.50 £63,077 10p.m. Sat and Sunday
4.30 - 10.00p.m. Monday to Friday. 8 -
Planner 1.50 £45,912 10p.m. Sat and Sunday
: 4.30 - 10.00p.m. Monday to Friday. 8 -
Risk Assessor 1.50 £63,077 10p.m. Sat and Sunday
Travel costs (Risk Assessor & £6,000
Supervisor)
: Maximum of 7,800hours per annum
Front line support hours (RCTCBC) n/a £210,000 (Equivalent to 150 hrs / wk)
Community Equipment Costs n/a £110,000
. Maximum of 2600 hours per annum
Front line support hours (MTCBC) n/a £70,000 (Equivalent to 50 hrs / wk)
Community Equipment Costs n/a £37,000
Total Support @ Home Service £605,067

Note: It is anticipated that . community services will be providing responses to a

small number of people who will require a period of convalescence prior to

starting reablement (e.g. those still in plaster or in acute pain following injury

etc.). In these cases Merthyr Tydfil/RCT will support the discharge to ensure

they are able to return home but will recharge the UHB at the intermediate care

hourly rate applicable at the time (which for 2016/17 is £27 per hour) for the

service until such time as their reablement programme can commence

Health @ Home Service

Community Nurse Team

Expenditure Type FTE Agggtal Comment
3 x Band 5 Nurses (incl. £7.2k travel
Community Nurse va | £143.82 | Ol Nurses and On.Call ota
for Band 7 & 8 Nurses (Weekends Only)
Total Health @ Home Service £143,182
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Supporting Medication @ Home Service

Community Medication Team

. Annual
Expenditure Type FTE Cost Comment

1 x Band 8a Pharmacist, 4 x Band 5

Medicines Support @ Home Team £180,762 Technicians (incl £5k travel costs)

Extension of Community Pharmacy
LES to Support Medicines £5,000
Administration @ Home Service

Commissioning of Home Medication

Services from Independent Sector £137,000

Based on 50 patients receiving 2 calls

per day

Total Community Support Costs £322,762

Central Management & Support
Central Management & Support
. Annual
Expenditure Type FTE Cost Comment

Team manager (Hospital Based) 1.0 £52,000 87 hours pr\.’ 9am - 5pm > days per
week (covering both sites)

Travel cost (Manager) £2,000

Business support 1.0 £26,490 | GR4

Total Management & Support £80,490

Costs

5.2 The level of ICF contribution required for each Specific Component
Service within the STAY WELL @ HOME SERVICE in its first year has
been based on the Intermediate Care Fund allocation approved by Cwm
Taf Social Services and Well-being Partnership Board and Welsh

Government and confirmed by each Parties Executives.

5.3 The use of funding allocations between Specific Component Elements
will require support from the Cwm Taf STAY WELL @ HOME SERVICE
Operational Management Board, the Cwm Taf Social Services and Well-
Being Partnership and Welsh Government (in line with ICF terms and

conditions)
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5.4

5.5

5.6

6.1

Future year allocations must be agreed by the Cwm Taf STAY WELL @
HOME SERVICE Operational Board, the Cwm Taf Social Services and
Well-Being Partnership and Welsh Government (in line with ICF terms
and conditions) by 31% December prior to the following financial year.
Allocations should subsequently be endorsed by each Party’s s151

officer / Chief Finance Officer.

The treatment of any anticipated annual Fund (in year) surplus will be
agreed by the Cwm Taf STAY WELL @ HOME SERVICE Operational
Management Board, the Cwm Taf Social Services and Well-Being
Partnership and Welsh Government (in® line with ICF terms and
conditions) and endorsed by each Party’s s151 officer / Chief Finance
Officer.

Treatment of Deficits

The Cwm Taf STAY WELL @ HOME SERVICE will operate within the
cash limit of the ICF allocation. Any anticipated in year overspend or
deficit should be reported to the Cwm Taf STAY WELL @ HOME
SERVICE  Operational Management Board, the Cwm Taf Social
Services and Well-Being Partnership Board where requests to support

deficit positions from respective Parties can be determined.
The relevant host of each Specific Component Service within the Cwm

Taf STAY WELL @ HOME SERVICE reserve the right to limit, restrict or

manage its services within the agreed Intermediate Care Fund allocation.

PAYMENT ARRANGEMENTS

The Intermediate Care Fund administrating party (the UHB) shall be
invoiced annually in advance (during 1% Quarter of financial year) by
means of official invoice from the relevant host as per cost recovery

mechanism above.
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6.2

6.3

7.1

7.2

7.3

8.1

Payments must be made in accordance with the UHB’s standard credit

terms (i.e. 28 days).

Any late payment may invoke interest charges at the discretion of the
UHB. Any charge of interest will be applied on a daily basis at the Bank
of England base rate + 1 % from the due date of payment to the actual
date of receipt.

HOSTING AND ADMINISTRATION OF CONTRIBUTIONS

The Financial Procedure Rules and Contract Procedure Rules of the
relevant host shall apply to all Financial.Contributions received from the

Contributing Parties.

The Nominated Lead Officer for each -Specific Component Service
Element within the Cwm Taf STAY WELL @ HOME SERVICE shall
ensure that the finances are maintained to national and professional
standards and that the payment of supplier’s invoices complies with their

payment terms, ensuring that no late payment charges are incurred.

The Nominated Lead Officer for each Specific Component Service
Element within the Cwm Taf STAY WELL @ HOME SERVICE shall be
responsible for ensuring that appropriate financial systems are
operational and in place in order to provide the necessary control and

production of financial information.

INFORMATION REQUIREMENTS

The Nominated Lead Officer for each Specific Component Service
Element within the Cwm Taf STAY WELL @ HOME SERVICE shall
ensure that all financial and other information required by the Parties in
relation to compiling performance statistics, statutory and other returns is

made available by any relevant deadlines.
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8.2

8.3

9.1

9.2

9.3

9.4

The Nominated Lead Officer for each Specific Component Service
Element within the Cwm Taf STAY WELL @ HOME SERVICE shall
ensure that all financial and other information required to measure
performance against the functions each Specific Component Service
Element within the Cwm Taf STAY WELL @ HOME SERVICE , as set
out in this Agreement, is made available by any relevant deadlines.

The Nominated Lead Officer for each Specific Component Service
Element within the Cwm Taf STAY WELL @ HOME SERVICE shall
make available all financial and other information as requested by the
Parties’ s151 Officers / Chief Finance Officer.

FUNDING

The Cwm Taf UHB will act as ‘banking authority’ for receipt of the
Intermediate Care Fund under the terms of the current funding
agreements and will be responsible for accepting the terms and
conditions of the funding on behalf of the Cwm Taf STAY WELL @
HOME SERVICE .

Where grants can only be awarded directly to a single Party then that
Party iIs required to passport the total value of the grant within 28 days of

its receipt to the UHB for inclusion within the Fund.

The use of each grant will vary depending on its nature, its intended
recipients, its purposes and the associated terms and conditions. The
use of any grant funding received in respect of the Cwm Taf STAY WELL
@ HOME SERVICE will be determined and agreed by the Cwm Taf
STAY WELL @ HOME SERVICE Operational Management Board, the
Cwm Taf Social Services and Well-Being Partnership and endorsed by

each Party’s s151 officer / Chief Finance Officer.

For the avoidance of doubt the day to day management of the grants
shall be the responsibility of the Cwm Taf STAY WELL @ HOME
SERVICE Operational Management Board and the Nominated Lead
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9.5

9.6

9.7

9.8

Officer for each Specific Component Service Element within the Cwm Taf
STAY WELL @ HOME SERVICE .

Where new grant opportunities are identified, the Nominated Lead Officer
for each Specific Component Service Element within the Cwm Taf STAY
WELL @ HOME SERVICE or the relevant Party, as appropriate, shall
be responsible for bringing this to the attention of the Parties’ s151
Officers / Chief Finance Officer. The Nominated Lead Officer for each
Specific Component Service Element within the Cwm Taf STAY WELL
@ HOME SERVICE shall be responsible for the completion of funding or
grant claims to the appropriate standard, within the required timescales
and in accordance with the Host’s procedures (unless specifically agreed
otherwise by the Cwm Taf STAY WELL @ HOME SERVICE Operational
Management Board). Nominated Lead Officer for each Specific
Component Service Element within the Cwm Taf STAY WELL @ HOME
SERVICE shall liaise®with the relevant Parties s151 Officer / Chief

Finance Officer, as required, to complete this task.

When new grants are made known in respect of the functions the Cwm
Taf STAY WELL @ HOME SERVICE in liaison with the Parties lead
finance officers shall draw up spending plans for such grants along with
an-appropriate exit strategy, for approval by the Parties’ s151 Officers /
Chief Finance Officer.

Any redundancy costs relating to STAY WELL @ HOME SERVICE
Staff arising during the continuance of, or from the termination of, this
Agreement shall be borne by the Party who employs the relevant
member(s) of Staff being made redundant. Save for the posts identified
below, where any such costs will be borne 50% Cwm taf UHB, 37.5%
RCTCBC, 12.5% MTCBC

e Hospital Based Service Team Manager

¢ Hospital Based Service Administrative assistant

Any Staff redundancy costs relating to the Support@Home out of hours
planning and supervision service for STAY WELL @ HOME SERVICE
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10.

10.1

11.

111

11.2

which arise during the continuance of, or from the termination of, this
Agreement shall be apportioned and payable on the following basis:
25%Merthyr Tydfil and 75% RCT..

FINANCIAL INSOLVENCY

If it is foreseen that the Cwm Taf STAY WELL @ HOME SERVICE
cannot meet its liabilities and the Cwm Taf STAY WELL @ HOME
SERVICE Operational Management Board, the Cwm Taf Social Services
and Well-Being Partnership Board and thereafter the Contributing
Parties’ s151 Officers are unable to agree a financial solution, then the
Parties Chief Executives shall be responsible for ensuring that

termination procedures are followed.

MONITORING AND ROLE OF THE NOMINATED LEAD OFFICER FOR

EACH SPECIFC COMPONENT SERVICE ELEMENT

The Nominated Lead Officer for .each Specific Component Service
Element within the Cwm Taf STAY WELL @ HOME SERVICE shall
prepare a financial monitoring report on a quarterly basis to the Parties’
s151 Officers / Chief Finance Officer who will in turn review expenditure,
commitments and forecast outturn to ensure that the allocated budget is

being appropriately adhered to.

The Nominated Lead Officer for each Specific Component Service
Element within'the Cwm Taf STAY WELL @ HOME SERVICE shall
prepare an annual report to be submitted to the Parties’ s151 Officers /
Chief Finance Officer at the end of each Financial Year. Such report
would include:

An annual statement of Income & Expenditure.

An evaluation of performance against any agreed performance

measures, targets and priorities.

A review of targets and priorities for the forthcoming Financial Year.

Summary of Service delivery.
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V. Such other information as shall be reasonably required by the
Contributing Parties’ s151 Officers / Chief Finance Officer from time

to time.

12. BUDGET

12.1 The Cwm Taf STAY WELL @ HOME SERVICE Operational
Management Board shall agree the draft Cwm Taf STAY WELL @
HOME SERVICE annual budget for each Specific Component Service
Element by the 31 December prior to the following financial year and
submit it to each of the Cwm Taf Social Services And Well-Being
Partnership Board and each Parties S151 Officer / Chief Finance Officer
for approval.

12.2 The Nominated Lead Officer for each Specific Component Service
Element within the Cwm  Taf STAY WELL @ HOME SERVICE shall
ensure that there are mechanisms in place to enable budgets to be
managed in line with the annual budget allocation and that any
anticipated variation to budget are identified early and reported to the
Cwm Taf STAY WELL @ HOME SERVICE Operational Management
Board.

12.3  The Cwm Taf STAY WELL @ HOME SERVICE is not authorised to
operate nor budget at a cumulative deficit position.

12.4 In the event of the Nominated Lead Officer’s financial monitoring report
indicating an overspend, the reasons for the increase in expenditure will
be investigated and analysed against budget by the Nominated Lead
Officer to seek remedial action.

12.5 The Nominated Lead Officer for each Specific Component Service
Element within the Cwm Taf STAY WELL @ HOME SERVICE must
submit a report to the Cwm Taf STAY WELL @ HOME SERVICE

Operational Management Board and the Parties’ s151 Officers / Chief
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12.6

12.7

12.8

13.

13.1

Finance Officer , which details reasons for variation and recommended
remedial action. A meeting of the Nominated Lead Officer for each
Specific Component Service Element within the Cwm Taf STAY WELL
@ HOME SERVICE and the Cwm Taf STAY WELL @ HOME SERVICE
Operational Management Board will be held within 28 calendar days of
the production of this report in order to agree the remedial action as
necessary. Details of remedial actions agreed by the Cwm Taf STAY
WELL @ HOME SERVICE Operational Management Board should be
sent to the The Cwm Taf Social Services and Well-Being Partnership

Board and each Parties’ s151/ Chief Finance Officer for approval.

If agreement cannot be reached in respect of the corrective action and
treatment of budget variations (overspends and underspends) in the
Fund by the Cwm Taf IFST Management Board the Parties shall follow
the dispute procedure as set out in Clause 20 of the Agreement.

Where upon termination of the STAY WELL @ HOME SERVICE there is
are any unutilized ICF funds relating to STAY WELL @ HOME SERVICE
it shall firstly be reported to the Cwm Taf Social Services and Well-Being

Partnership Board who will determine how such funds be used.

In the event of that the parties to this Agreement changes e.g. where
there is an inclusion of a new party or withdrawal of existing an Party,
then a meeting of the Parties’ Chief Executives will be held within 28
calendar days following formal notification of any party membership
change. The meeting should consider the ongoing financial viability of
the Cwm Taf STAY WELL @ HOME SERVICE and agree the necessary
amendments to this Agreement and Financial Protocol (incl. Financial
Contributions) and operation of the Cwm Taf STAY WELL @ HOME
SERVICE .

RECORD KEEPING / YEAR-END ACCOUNTING INFORMATION

The Nominated Lead Officer for each Specific Component Service
Element within the Cwm Taf STAY WELL @ HOME SERVICE must
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13.2

14.

14.1.

15.

151

retain all records for a period of six full years following the Financial

Year-end, or longer if required.

The Nominated Lead Officer for each Specific Component Service
Element within the Cwm Taf STAY WELL @ HOME SERVICE shall
make available all financial and other information to the Parties as
required to fulfill their statutory reporting requirements and to meet any

specified deadlines.

VAT

The Finances for Cwm Taf STAY WELL @ HOME SERVICE shall be
managed subject to the VAT regime of the respective Host for each

Specific Component Service Element.

AUDITING ARRANGEMENTS

External Audit

15.1.1 The UHB as host of the Intermediate Care Fund will appoint its external

auditors, as the external auditor of the Cwm Taf STAY WELL @ HOME
SERVICE. Any costs are assumed as included within the host
organisations existing audit fee’s..

15.1.2 It shall be the responsibility of the Host(s) to include the funds of the

Cwm Taf STAY WELL @ HOME SERVICE in its end of year accounting
processes, produce the required memorandum account and arrange for

audit in time for it’s inclusion in all Parties’ year end accounts.

15.1.3 Should the annual audit letter contain any direct reference to the finances

of any Specific Component Service Elements of the Cwm Taf STAY
WELL @ HOME SERVICE, the Host(s) will send copies of the relevant
excerpts of the letter to each of the Cwm Taf STAY WELL @ HOME
SERVICE Operational Management Board and each Parties s151

officers / Chief Finance Officer and Chief Executives.
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15.1.4 The cost of any specific audits required shall be notified to the Cwm Taf

STAY WELL @ HOME SERVICE Operational Management Board and
each Parties s151 officers / Chief Finance Officer and Chief

Executives.for consideration for such costs to be borne by the Fund.

15.1.5 Draft Wales Audit Office reports relevant to the services commissioned

15.2

and provided shall be presented to the Cwm Taf STAY WELL @ HOME
SERVICE Operational Management Board, the .Cwm Taf Social Services
and Well Being Partnership Board and shall be made available to the

Parties’ internal auditors.

Internal Audit

15.2.1 The Cwm Taf STAY WELL @ HOME SERVICE and its finances will be

incorporated into the risk assessed Internal Audit Programme of each
Host(s). Final reports shall be made available to the Cwm Taf STAY
WELL @ HOME SERVICE Operational Management Board, the Cwm
Taf Social Services and Well Being Partnership Board and to the Parties’

internal auditors.

15.2:2 The costs of any required audits of any Specific Component Service

Element with the Cwm Taf STAY WELL @ HOME SERVICE shall be
notified to the Cwm Taf STAY WELL @ HOME SERVICE Operational
Management Board and each Parties s151 officers / Chief Finance
Officer and Chief Executives.for consideration for such costs to be borne
by the Fund.
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SCHEDULE 4

STAY WELL @ HOME SERVICE IMPLEMENTATION

ARRANGEMENTS

1. Integrated Assessment & Response Team (Hospital Based):

1.1 This team will have a single line management structure for the purposes
of the day to day operational management of the team, reporting
primarily to the Service Manager - Prevention and Early intervention,
RCT Short Term Intervention Service. The UHB will employ the therapy
staff within the team and will and will retain their responsibility as
employers along with ensuring.the provision of appropriate clinical
supervision (in line with the arrangements already in place for the
existing reablement teams in RCT and Merthyr Tydfil).

1.2 The core integrated hospital team at both RGH and PCH will comprise of
the following roles.

Componen | Job title Number of | Outline of role Employer
t Service Staff
Element
Hospital Social worker - | 2 per | Undertake assessments, | RCT
Based (one senior | site/per shift | develop care plan and
Service practitioner for commission services
the team from the Link to community
complement  of services
social workers)
Hospital Occupational 1 per | Undertake functional | UHB
Based therapist site/per shift | assessments, develop
Service intervention plan,
prescribing equipment and
commission services
Link to community
services
Hospital Physiotherapist 1 375 |To support in the | UHB
Based hours at | assessment of a person's
Service PCH and 1 | physical and functional
22.5 hours | ability; to assess safety for
at RGHcore | discharge, including the
hours only provision of walking aids.
Hospital Therapy Assistant | 1 per | Prescribe equipment, | UHB
Based Practitioner site/per shift | home environmental
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Service assessment.
Equipment provision and

delivery. Carry a
delegated caseload.
Telephone follow up within
24 hours
Hospital Team Manager 1 wte to | To manage the service by | UHB
Based move ensuring all shifts are
Service between 2 | covered, all assessments
hospital completed in an
sites appropriate and
professional manner,
supervise staff and
oversee governance
arrangements.
To manage proposal and
agreements between
partners. Provide
evaluation date and
reports for the
management board.

Manage resources.
Propose further service

improvement
opportunities.
Hospital Administrative 1 wte to | Provide support to the | RCT
Based assistant operate manager._and staff around
Service between data management, day to
sites as | day activities such as
required sickness processes, shift

cover etc. To support the
management of the
equipment satellite stores
at the hospitals sites.

Links to existing hospital based posts
Health and Social Care discharge coordinators
Discharge liaison nurses
Core Therapy teams
Core nursing staff at A & E
Psychiatric Liaison Service

2. STAY WELL @ HOME SERVICE Community Based Services:

2.1 LA Support @home service

e All Direct service (social care) staff will continue to be managed under
the existing management arrangements within each local authority.

e The planning of direct service staff to facilitate the provision of
community packages out of normal core business hours will be
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managed within the RCT short term intervention service on behalf of
both RCT and Merthyr Tydfil local authorities.

2.2 Cwm Taf UHB health @Home service
e UHB @Home staff will continue to be managed under the existing
management arrangements for the UHB.
2.3 The proposed core STAY WELL @ HOME SERVICE community team
will comprise of the following
24
Component | Job title Number of Staff Outline of role Employ
Service er
Element
Support Support 1 per shift Out of-hour's supervision of | RCT
@home @home direct care staff. Home
service supervisor visits where problems are
(to cover identified.
RCT)
Support Support 1 per shift Out of hours support to start | RCT
@home @home packages, undertake a
service risk home risk assessment,
assessor delivery of equipment, and
(to cover support. to front line direct
RCT) service staff.
Support Support 1 per shift Plan services out of hours | RCT
@home @home on the webroster planning
service planner (to system.
cover RCT
and
Merthyr
Tydfil)
Support RCT This will consist | Based on the average cost | RCT
@home Frontline of a combination | of a package of care and
service Workers of the recruitment | the provision of 15 new
of new staff and | packages of care per week.
flexing the part
time hours of the
existing
intermediate care
& Reablement
staff team to
increase capacity.
Support MT This will consist | Based on the average cost | RCT
@home Frontline of a combination | of a package of care and
service Workers of the recruitment | the provision of 5 new
of new staff and | packages of care per week.
flexing the part
time hours of the
existing
intermediate care
& Reablement
staff team to
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increase capacity.

Health
@home
service

Community
Nurses
UHB
@Home
Service

3 Whole time
equivalents
(WTE) Band 5s

4 hour nursing assessment
response by the @Home
team to cover a range of
nursing interventions and
assessment to support
patients within their home
environment. For example
additional support for
patients with chronic
conditions e.g. COPD with
the use of nebulizers and IV
treatments to avoid hospital
admissions

Increased delivery of IV
service through band 5
work force

Extend capacity of skilled
band 6 workforce to cover
weekend working and 8-8
response.

Additional ‘on call’ cover
with ANPs for weekend
support

Provide additional capacity
for nursing assessments
aligned to LA proposed
activity.

UHB

Supporting
medication
@home
service

SM@H
Clinical
Lead
Pharmacist

1 WTE Band 8a

To provide the clinical lead
for the assessment and
interventions to optimise
medicines use.

UHB

Supporting
medication
@home
service

SMAH
Pharmacy
Technician
[

4 WTE Band 5

To initially assess and
review the ability of patients
to manage their medicines.
To implement interventions
where appropriate.

UHB

Supporting
medication
@home
service

SM@H
administrati
on Service

To be
commissioned
from
independent
sector

the

To provide support for
patients requiring medicines
administration where there
is no social care package.

UHB

Links to existing community based posts

RCT/ MT Short term intervention services (community OT,
Social Workers, Telecare services, existing Intermediate Care
and Reablement team, Sensory team, single point of access )

RCT/MT Locality teams (longer term social work teams/
CMHT, OPMHT)
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SCHEDULE 5
ANNUAL REVIEW
EVALUATION CRITERIA
[TO BE INCLUDED AT A LATER DATE ONCE

ESTABLISHED]
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SCHEDULE 6
INFORMATION SHARING FRAMEWORK

This information sharing framework has been agreed between the Parties
and the Cwm Taf STAY WELL @ HOME SERVICE.

Each Party acknowledges that its designated Senior Information Risk
Officer has an overall and ongoing responsibility for the delivery and

implementation of this information sharing framework.

Each Party acknowledges it has signed up to the ‘Wales Accord on the
Sharing of Personal Information (WASPI)' and thereby has agreed to a
common set of corporate principles and standards under which they will
share information, any regular flow of information sharing will form part of
a formal Information Sharing Protocol ('ISP’) which will be developed in
line with the WASPI ISP guidance.

The ISP will define the process for which information will be exchanged,
monitored and managed and will essentially document the ‘who, why,

where, when, what and how’ of sharing personal information, which will

Include:

4.1 Specific purpose(s) for information sharing;

4.2 Group(s).of service users it impacts upon;

4.3 Relevant legislative powers and the consent processes involved;

4.4 Data which is to be shared;

4.5 Use unique identifiers to ensure all partner organisations are
referring to the same service user;

4.6 Required operational procedures and the process for review;

4.7 Means of communication to practitioners the specific operational
requirements;

4.8 Only the minimum necessary personal information consistent

with the purposes set out in the ISP will shared.
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4.9 Each ISP will be kept under review to ensure that it complies with
all relevant legislation including but not limited to any data
protection legislation.

5. ISP Facilitators

5.1 Members of the Cwm Taf STAY WELL @ HOME SERVICE Information
Management Working Group, consisting of representatives from Merthyr
Tydfil, RCT and the Cwm Taf UHB (as identified below), will facilitate the
coordination and completion of any ISP.

5.2. The working group will act as facilitators providing local managers with
advice and guidance regarding the development of ISP’s, including
general information governance advice in addition to specific legislation
which can be relied upon to enable lawful information sharing.

6. Cwm Taf STAY WELL @ HOME SERVICE Information Management
Working Group Representatives

Organisation Responsible Officer
Merthyr Tydfil County Borough Council Information

Management/Governance Officer

Rhondda Cynon. Taf County Borough | Information

Council Management/Governance Officer

Cwm Taf University Health Board Information

Management/Governance Officer

All Parties’ Staff who work directly with service users in order to carry out
the functions described in any ISP are bound by the terms of this
Schedule.

The term ‘staff’ in this context encompasses paid workers, volunteers,
students and other temporary workers approved by the employing /
hosting organisation, whose duties include those relating to the functions
outlined in any ISP.
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9. The Parties will ensure that all current and newly-appointed Cwm Taf
STAY WELL @ HOME SERVICE Staff receive appropriate training in the
application of any ISP and the requirements of the WASPI framework.
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APPENIDX 2
EQUALITY IMPACT ASSESSMENT
— DRAFT FOR COMMENT

ESTABLISHMENT OF A CWM ATF @HOME: INTEGRATED
ASSESSMENT & RESPONSE SERVICE

1. INTRODUCTION

The development of integrated @Home services is a key priority
within the Cwm Taf Joint Commissioning Statement for Older
People’s Services 2015-2025, and Cwm Taf UHB’s Integrated
Medium Term Plan 2016-19. A business case has therefore been
developed by the partner agencies for a new @Home: Integrated
Assessment & Response Service (IARS). The purpose of this report
iIs to consider IARS against the Equality Act 2010 and specifically
the Public Sector Equality Duty, which came into force on 5th April
2011.

As part of this duty, public sector bodies in Wales are required to
publish an assessment of impact in order to be transparent and
accountable i.e. their consideration of the effects that their
decisions, policies or services have on people on the basis of their
gender, race, disability, sexual orientation, religion or belief, and
age, to include gender re-assignment, pregnancy and maternity,
marriage and civil partnership issues. These are classed as
‘protected characteristics’. Whilst deprivation does not constitute a
‘protected characteristic’ it is relevant because people from
protected groups are more likely to experience it and because there
are such high levels of deprivation in our local community. 36% of
the Cwm Taf population live in areas which are among the most
deprived 20% in Wales.

The need for the collection of evidence to support decisions and for
engagement mean that the most effective and efficient impact
assessment is conducted as an integral part of policy development
or service re-design, with the assessment being commenced at the
outset. These will help to eliminate discrimination, tackle inequality,
develop a better understanding of the community, and target
resources effectively.

2. @HOME: INTEGRATED ASSESSMENT & RESPONSE
SERVICE

Improvements in health care and more effective medical
interventions, together with a greater emphasis on prevention and



public health activities, have led to the population as a whole living
longer. In spite of these successes, inequalities still remain in how
these benefits are realised across our population and local
communities. Demographic changes and the ageing population
mean a significant increase in the number of older people who will
need access to health and social services over the next twenty
years. This increase in demand will challenge the current pattern of
services at the same time as public sector spending is also under
severe pressure. Continuing with current models of service will not
be an option. Restricting the number of people receiving support to
only those with the highest needs may result in a short term
reduction in demand for services. However, without putting in place
adequate preventative strategies, we will not secure longer term
sustainability, neither in terms of the outcomes for individuals nor
from a financial and capacity perspective for health and social care
services. We need to change the way we offer support and care to
older people through statutory and voluntary services.

Partners wish to move away from a response that offers institutional
(bed based) care as almost inevitable and necessary for older
people as they become frailer. Instead our responses should be
focused on individual outcomes, preventing crises and promoting
independence.

Rhondda Cynon Taf (RCT) County Borough Council, Merthyr Tydfil
County Borough Council and Cwm Taf University Health Board have
therefore worked together to develop a business case for an
@Home: Integrated Assessment & Response Service (IARS). The
business case describes a strong and shared commitment to deliver
a new model of integrated health and social services for our older
population. The invaluable role of the Third Sector has also been
recognised and the business case has been developed with this
extended sense of partnership in mind.

2.1. THE VISION AND SERVICE MODEL
Through our Joint Commissioning Statement for Older People’s

Service 2015-25, we have adopted a common vision for older
people in Cwm Taf:

VISION FOR OLDER PEOPLE IN CWM TAF

We want to support older people in Cwm Taf to live independent,
healthy and fulfilled lives. This will be achieved by providing
health and social care services that are:

e Integrated, joined up and seamless

e Focussed on prevention, self management and reablement

e Responsive and locally delivered in the right place, at the

right time and by the right person
e Safe, sustainable and cost effective.




One of the ways for taking this vision forward will be through the
establishment of a new @Home: Integrated Assessment &
Response Service (IARS). The aim of the service is to improve
individual service user outcomes through enhanced communication
and integration of health and social care services at the critical
interface that occurs during presentation at A&E (at the Royal
Glamorgan Hospital — RGH or Prince Charles Hospital — PCH ) and
hospital admission through to discharge. The pivotal functions of
the service will be to:

e Undertake initial assessments and commission/provide health,

social care and third sector community support to facilitate
safe and timely return home from A&E and the Clinical
Decision Unit (CDU) to prevent unnecessary admission.

e For those patients who are admitted, integrated complex
discharge assessments will be undertaken utilising the default
position that individuals are supported to return to a
community setting.

The above will enable the connection of services, which will provide
the foundation for the longer term vision of the development of an
integrated health and social care Single Point of Access and
corresponding community response, building upon and adding to
the learning acquired during this first phase of the integrated
model.

The radical redesign of our integrated assessment and response
services represents transformational change and the first step in
delivery of integrated @Home services, which will be equipped to
support older people to remain living independently in community
settings.

IARS will span the patient pathway and will include:
e Hospital based teams with 2 functions at RGH and PCH:

0 Hospital admission avoidance at A & E and the Clinical
Decisions Unit
o Complex and simple discharges from the wards
¢ Cwm Taf wide enhanced multi-agency community based
services

The hospital team will comprise Occupational Therapists, Social
Workers and Assistant Therapy Practitioners and will be supported
by revised access and response arrangements within the Cwm Taf
wide enhanced, multi-agency community based services. The
community team will comprise of community based services to
support hospital avoidance and discharge.
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2.2 THE OUTCOMES WE WANT TO ACHIEVE

We need to be sure that we focus effort on making a difference and
improving the health and wellbeing of our older citizens. Our aim is
to ensure:

The experience of people using both health and social care services
are improved

People and their carers are better supported to live independently and
avoid reliance on long term community service

People receive the right service at the right time in the right place

People avoid being admitted or readmitted to hospital and return to
their home where their needs can be met in the community

People are supported to return safely home from hospital earlier to
reduce lengthy hospital stays and the risk of further complications
and deterioration (e.g. hospital acquired infections and falls). Prevent
likelihood of reduced mobility and dependence.

People will experience less repeat assessments and be supported by
joined up services

People are not admitted to residential /nursing care straight from an
acute hospital following a period of ill health.

3. UNDERSTANDING THE DEMOGRAPHIC PROFILE

Information relating to the local community is based on Public
Health Observatory and 2011 Census information. Staffing
information is based on the Electronic Staff Record (ESR). It is
limited to data that is collected and available at this point in time.

Cwm Taf includes 4 localities which are Rhondda, Cynon Valley, Taf
Ely and Merthyr Tydfil. It has an ageing population, recognised
health inequality (Inverse Care Law) and high levels of deprivation.
There is an associated lower life expectancy (8 less years for males
and 6 less years for females between the poorest and most affluent
areas within our own community), shorter good health (the lowest
in Wales) and high incidence of multiple morbidities including
stroke.

The population is growing and there is low employment and low
levels of academic achievement.

The development of the IARS business case was informed by the
detailed Needs Assessment that was undertaken as part of the of
the Joint Commissioning Statement for Older People’s Services. In
addition, the following information is relevant in relation to
protected characteristics.



3.1 Gender

There are a very slightly higher proportion of female residents living
in the Cwm Taf area and this is broadly consistent with the rest of
Wales. Women are expected to live longer than men so may need
more access to services if they become increasingly frail. Women
are more dependent on public transport and the importance of
providing locally based services within community settings as far as
possible is an important element of our service plans.

Men and women experience loneliness differently, as evidenced in
the report “Evaluation of the Isolation to Integration Project”
completed in May 2015 which looked at the issues of isolation and
loneliness in the over 65s population in RCT. Studies have linked
male loneliness to the lack of a spouse or partner. Women tend to
develop relationships with a wider network of people which means
they have access to a larger resource that can cushion and support
them during times of need.

3.2. Age

The 2011 Census indicates that Cwm Taf has a slightly higher
proportion of younger people than Wales as a whole, particularly in
the 0-4 and 5-15 bands. Other groups are broadly consistent with
the rest of Wales, except for 25-44 group and 65-84 age band
which is 1% higher.

In Cwm Taf there are over 53,000 people over the age of 65 and
over 23,000 people over 75. The Local Authorities successfully
support more than 5000 people over 65 to live in the community
which suggests that there are more than 48,000 people living in the
community without formal support.

Current projections see a rise in the total adult population of Cwm
Taf to 237,930 by 2030, an increase of 2.7%. However, this figure
masks a disproportionate increase in the older population. Overall,
the population under 54 will decrease by c. 14,000 (10%) whilst we
expect the number of older people to grow much more rapidly. By
2030, people over 65 years will increase from 53,060 to 69,210
(30.4% increase) and people over 80 years will increase from
13,270 to 22,740 (71.3%b increase).

Meeting the needs of an increasingly ageing population will be a key
challenge. In the current economic climate, the relative (and
absolute) increase in people who are economically dependent and,
in some cases, care-dependent, will pose particular challenges to
individuals, families, communities and public sector organisations.



Without a change in approach and service redesign, projecting the
current proportion of over 65s in receipt of community services or in
care homes to the increased population figures, indicates a
significant level of demand with a need for increased places and
associated financial pressures.

In addition to care needs (considered further below eg under
Disability and Health) there are a range of other issues. For
example, older people are less likely to have access to a car which
highlights the need for services to be as local as possible, within
their own homes and communities.

Implications of lower income levels, reliance on benefits and issues
such as fuel poverty and digital inclusion will also cause difficulties
for many older people and may prevent them from participating in
health and wellbeing activities, accessing information or services or
contribute to them becoming socially isolated. Older people are
more likely to live alone which can present problems if they become
unwell or have been in hospital and unable to be discharged without
support.

3.3 Disability

Cwm Taf has a significantly higher proportion (2.8%) of residents
who declare that their day to day activities are ‘limited a lot’ and a
slightly higher proportion whose activities are ‘limited a little’ as
described in Census 2011 categories. This is consistent with the
age profile as more than half of men and women over 65 years say
that they have a limiting long term illness (How Fair is Wales 2011).
Disabled people are ten times more likely to report ill health and
also approximately half are likely to experience mental ill health
(How Fair is Wales?).

People who have a disability are twice as likely than people without
a disability to have no access to a car (Office for Disability Issues
2009). Disabled people are also less confident in using public
transport because of physical access issues but also because of staff
attitudes (Framework for Action on Independent Living 2012).

The numbers of people with sensory impairments will increase with
age. Such people may have difficulty accessing services and
participating in activities that promote their health and wellbeing or
social inclusion as well as maintaining independent living in their
own homes.

3.4 Ethnicity
Cwm Taf has lower representation from ethnic groups other than
white than Wales as a whole. However there are Polish, Portugese



and Czech people living in the local community and their access
issues will need to be considered in terms of language issues and
availability of transport.

Language can represent a barrier in accessing public transport
(Public Transport Needs of Black and Minority Ethnic and Faith
Communities, Department of Transport 2003) and services
generally. It can also Ilimit understanding during diagnosis,
treatment and during recovery. The use of translation services may
be appropriate and there are policies in relation to these services.

Evidence shows that people from different ethnic groups respond
differently to health promotion campaigns which may not be
sensitive to language or cultural differences. In planning and
delivering health and wellbeing activities, providers need to be
mindful of these issues. However, the importance of family and
community support networks is well recognised by many ethnic
groups which will be helpful in building community capacity. The
Isolation to Integration report found that ethnic minority elders may
be among the most lonely in their communities.

The Health ASERT Programme Wales, investigated health issues
among ethnic minority groups, refugees/asylum seekers and gypsy
travellers and resulted in a series of reports on these issues
(Papadopoulos and Lay, 2005; Aspinall, 2005, 2006a, 2006Db).
These reports have highlighted the paucity of Wales-specific
information in terms of research undertaken and of specific
statistical Wales-based data on the groups being examined. This is
an issue for Cwm Taf UHB as there are established gypsy traveller
sites within our geographical area.

3.5 Marriage and Civil Partnership
The number of people who are married or in a same-sex civil
partnership living in Cwm Taf is the same as for Wales as a whole.

For the majority of people, including older people, losing a long
term partner as a result of bereavement can be a life changing
event that has a significant impact on their health and wellbeing.

3.6 Religion

There is a lower representation in every religious group in Cwm Taf
than is seen in Wales as a whole. Higher than average proportions
of the population stated that they had no religion.

However it is important that services take cultural needs into
account. A guide to cultural issues has been developed by Mental



Health Advocacy Services (partly commissioned by the Health
Board).

3.7 Sexuality and transgender

This information is not currently available. However in general
terms, research has suggested there may be an association
between harassment and poor mental health. Some evidence
suggests lesbian, gay and bisexual and transgender people, are
perhaps more likely than other groups to face hostility and
misunderstanding, and are more likely to experience poor mental
health(How Fair is Britain?). Recent research looking at the mental
health and emotional well-being of transgender people has found
rates of current and previously diagnosed mental ill health are high.

The Isolation to Integration report found that gay men and lesbians
are at greater risk of becoming lonely and isolated as they age
because they are more likely to live alone and have less contact
with family.

It is also recognised that these groups find it particularly difficult to
access services and their dignity and respect must be protected in
both hospital and community settings. It can also be an issue for
older people who may feel less comfortable about disclosing their
sexuality e.g. when living in care homes or when admitted to
hospital and their relationships are less likely to be taken into
account. This is being addressed by the Older Person’s
Commissioner in the Welsh Declaration of the Rights of Older
People.

3.8 Deprivation

Over 40% of residents in Merthyr Tydfil live in the most deprived
fifth of Wales and within Rhondda Cynon Taf over 30% of residents
live in the most deprived fifth of Wales. Higher levels of deprivation
are evident in every category compared with the rest of Wales and
this has implications for access to health generally, as well as other
issues such as transport, unemployment and prosperity.

This has implications for health and well-being given the association
between deprivation and ill-health, which manifest in shorter life
expectancy than the rest of Wales. There is also a gradient in life
expectancy across Cwm Taf with higher levels of deprivation in
valley communities, compared to the less deprived areas along the
M4 corridor. A man born in the most deprived areas of Cwm Taf
can expect to live 5 years less than if he were born in the less
deprived areas.

We also observe this gradient in healthy life expectancy - defined as
the number of years lived in good health and Disability-Free Life



Expectancy. This means that a man born into one of our most
deprived communities can expect to live 23 years of his already
shortened life with a disability or limiting long term illness.

People in more deprived areas are more likely than people in other
areas to report a range of key illnesses including high blood
pressure, diabetes and mental health problems.

3.9 Physical and Mental Health

The projected increase in the number of older people (75 and over)
is likely to cause a rise in chronic conditions such as circulatory and
respiratory diseases and cancers. Acute exacerbations and social
problems in such people will have implications for A&E services and
emergency hospital admissions. Our proposed new service model is
intended to address this challenge by changing the way these needs
are met in the future. Stroke is more common over the age of 55,
with the rate doubling with every decade of life thereafter.

The Cwm Taf population report the poorest mental health status of
all Health Boards in Wales. This could have implications in terms of
recovery as emotional well-being, positive attitude and happiness
are likely to contribute to a good recovery (as found by the Care
Quality Commission).

In relation to older people, we expect dementia to be an issue of
increasing significance. By 2030, our population of people over the
age of 65 with dementia will increase by 53.7% and an increase of
61% is expected for people over 80 years old. When combined with
the projected increase in physical health needs (from a range of
illnesses and conditions that become more prevalent with age), the
overall impact on health and social care services will be significant.

Estimates suggest that one in three people aged 65 years and over
experience a fall at least once a year — rising to one in two among
80 year-olds and older. Although most falls result in no serious
injury, approximately 5 per cent of older people in the community
who fall in any year sustain a fracture or require hospitalisation.
Approximately 70 people over the age of 65 attend A&E services in
Cwm Taf every week. The consequences of a fall in later life can be
significant, both physically and emotionally, causing loss of function,
mobility, independence and confidence.

Poor health and disability, including reduced mobility, cognitive and
sensory impairment, all increase older people’s chances of being
lonely. A number of studies, cited in the Isolation to Integration
report, highlight the serious ill health consequences of being lonely
or isolated and a close association with higher rates of mortality.
According to the Depression Alliance (2015) depression causes
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loneliness and loneliness causes depression — both are closely
linked.

3.10 Carers

The 2001 census shows that 12.6% of the population in Merthyr
Tydfil and 12.5% in Rhondda Cynon Taf provide care to a family
member, friend or neighbour. In 2001 in Rhondda Cynon Taf, there
were 29,640 Carers and in Merthyr, 7,427 Carers a combined total
of 37,067. It is probable that the number of carers is even higher,
as the census indicates that 65,055 people reported a long term
limiting illness, yet only 32,497 reported they were carers. Whilst
not everyone with a limiting long term iliness would have a carer, it
Is surprising the number of people reporting themselves as a carer
is not higher.

Of those carers that we know about, a total of 11,752 carers
provide a significant level of support - over 50 hours of care per
week. This has increased by 9% in Merthyr Tydfil and 7% in
Rhondda Cynon Taf since the 2001 Census.

As a very general guide, the Survey of Carers in Households -
England, (Health and Social Care Information Centre 2009-10) found
that carers were more likely to be women than men; 60 per cent of
carers in England were women; carers were most likely to be aged
45-64 (42 per cent); a quarter (25 per cent) were aged 65 or over.
Around half (46 per cent) of carers were in paid employment, 27
per cent were retired from paid work and 13 per cent were looking
after their home or family; 92 per cent of carers were white, while 8
per cent were from black and minority ethnic (BME) backgrounds.

Figures from the Office for National Statistics show that the rate
change in the number of carers by age group is most significant for
people over the age of 65. From 2001- 2011, there was an increase
of over 30% in both RCT and Merthyr Tydfil in the number of carers
over 65.

This is relevant to issues raised in relation to gender, age and
ethnicity and also to references to empowering users and their
carers.

3.11 Welsh Language

In Cwm Taf, 12.3% of adults and 8.9% of children are able to speak
Welsh. The proportion of those who are able to understand, speak
and/or write Welsh varies within this. It is possible that the elderly
or confused may prefer or need to communicate in Welsh and every
effort will be made to accommodate this eg Ward B2 at Ysbyty Cwm
Rhondda has recently been designated a Welsh language ward.
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3.12 Human Rights

At its most basic, care and support offers protection of people's
right to life under Article 2 of the European Convention by ensuring
their most fundamental physiological needs, such as eating, taking
medication, getting up in the morning and going to bed at night are
met. But for those who require it, and those with whom they share
their lives, the availability and organisation of care and support also
determines whether they enjoy a number of other important human
rights including freedom from inhuman and degrading treatment
(under Article 3 of the Convention) and the right to respect for
private and family life (under Article 8). These rights are
underpinned by some important human rights principles: dignity,
autonomy and respect.

One of the main changes will be the emphasis on early discharge
and community care and the Equality and Human Rights
Commission led an inquiry in England into ‘the protection and
promotion of human rights of older people requiring or receiving
care and support’. Whilst it focused on home based domiciliary
social care, the findings and recommendations are also relevant to
other services. The inquiry stated that ‘all public authorities have
duties to promote human rights.

4. STAFF WHO MAY BE AFFECTED BY THESE PROPOSED
CHANGES

It is proposed that a small number of existing UHB staff will form
part of the new A&E based team. Although their location will not
change, they will be required to work differently as part of an wider
integrated team. These staff will be consulted with on a 1-to-1 basis
over the next two months.

We will need to consider the implications of the new service model
for our staff. It is important that if staff are required to relocate or
work differently, eg as part of integrating services, their personal
characteristics and circumstances are taken into account,
particularly if their journey is more difficult or their work pattern
changes e.g. their age and family commitments. Appropriate
organisational change policies will be taken into account.

All other posts within the team will be new and substantive.
We will engage with the relevant trade unions to ensure the

development and implementation of the IARS will align with existing
| core service provision.
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5. ENGAGEMENT

Considerable engagement was undertaken in 2015 to inform the
development of the Joint Commissioning Statement for Older
People’s Services. In line with previous engagement processes the
main focus of activities was:

Direct engagement with and discussion at the Older People’s
Forums and Older People’s Advisory Groups across Cwm Taf.
Engagement with the Third Sector through the Health & Social

Care Network (to be facilitated by VAMT and Interlink).
Targeted engagement via the existing Citizens’ Panel.
Targeted engagement by the Intermediate Care Fund

Community Coordinators who visited local Older People’s

groups and also hospital clinics and services.
An open invitation for Officers from the partner agencies to

attend any community, service user, carer or Third Sector

group who would like further information or discussion.

Involvement through any appropriate public events or

stakeholder meetings eg the Big Bite weekend in

Ynysangharad park, Pontypridd , meetings of Cwm Taf

Community Health Council, Stakeholder Reference Group

193 responses were received in total. 58% of responders were aged
over 55, 18% considered themselves carers and 19% considered
themselves as disabled.

The key feedback received was overwhelmingly positive as
summarised below:

a)Do you agree with the Service Plan?

93% of respondents agreed with the Service Plan with comments
highlighting that
e care at crisis points is not sustainable
e services need to be more coordinated and better understand
older people’s needs
e supporting people at an earlier stage makes sense

IARS will provide more sustainable, integrated care at the
point of crisis providing more support robust to older people
at an early point in the patient pathway.

b)Do you think we have the right priorities for older
people’s services?

89% of respondents agreed that we had the right priorities.
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Comments included

Prevention is always better than cure
Emphasis on early intervention will prevent escalation of need

Those who disagreed felt there was insufficient focus on tackling
loneliness and isolation, an over emphasis on preventative and not
enough choice of good quality care homes.

IARS will focus on early intervention and the prevention of
escalation of need. IARS will have the ability to refer to a
range of community response services, including new Third
Sector Befriending Schemes to tackle loneliness and
isolation.

c) COMMON THEMES

A number of common themes and suggestions emerged from the
additional text/responses people made:

Living independently at home - welcomed as a positive
approach and the right way forward

Accessible information and advice - essential but we must
be mindful of formats, means of accessing eg digital, face to
face, the needs of people with sensory impairments and the
general level of literacy/understanding amongst the
population

Social isolation/loneliness — recognised as a key issue and
the need for a wide range of free/low cost social activities/
befriending schemes to support people to become more
involved

Transport - always seen as a barrier to accessing services
for older people who are reliant on public transport

Dignity, respect and compassion - being treated as an
individual and having choice and control. We need high quality
standards of care

Easier/quicker access to GP — need for more GPs and/or
improved access. Better coordination and continuity of
help/services

Family/Carer support — we must support carers and make
it easier for them to undertake their caring role

Accommodation/Housing - we need a range of
accommodation options
Funding/Resources — investment will be needed,

particularly in the community. Effective integration is difficult
with separate budgets, information systems etc
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IARS will directly address a number of these themes,
namely:

e Supporting people to live independently at home;
Addressing social isolation and loneliness;
Dignity, respect and compassion;
The provision of earlier/ more timely care;
Supporting carers; and
Sustainable investment in integrated community
services.

Whilst we are confident that the business case for IARS has
addressed the views and themes that were expressed during
engagement on the development of our Joint Commissioning
Statement for Older People’s Services, further more targeted
engagement will be undertaken as the new IARS service is being
established. We will also need to ensure that information about
IARS is made accessible and available in a range of formats.

6. POTENTIAL POSITIVE AND NEGATIVE IMPACT IDENTIFIED

The potential positive impacts of IARS have been identified as
follows:

6.1. Positive:

1) IARS will be an all age service, however the primary beneficiaries
will be older people which provides a positive focus rather than any
negative discrimination based on age. The proposals will affect all
older people for example in relation to community and hospital, but
will also have an overall benefit for the resilience of the wider
population, recognising that many people are affected by the ageing
of family members, friends and neighbours etc .

1) There will be a positive impact in terms of a culture change
which promotes independence and social inclusion, greater choice
and control for older people.

1ii) The proposed service model will improve health and social care
outcomes eg by increased availability to services that promote
health and wellbeing but also the opportunities to target support
and care to those who need more intensive help. This will have a
positive impact on those with more complex needs including health
conditions or disabilities.

Iv) Women in Cwm Taf have a higher life expectancy than men so
IARS is likely to have a greater beneficial impact on them. However,
a greater focus on the quality of life of older people in total is likely
to result in greater attention being paid to the needs of men who
often tend to become more isolated as they get older.
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v) The introduction of IARS looks to make a transformational shift
in the way that care is provided. The aim will be to avoid hospital
admissions, or at least reduce lengths of hospital stays, to enable
care and support to be provided in the community. The emphasis is
for services to be available as locally as possible, at home or within
local communities. This will have a positive impact by promoting
accessibility and addressing barriers like transport. Home based and
community care can minimise disruption to people’s lives. It can
also be easier to meet individual spiritual and cultural needs if older
people remain part of their own community and any groups to
which they belong. Privacy, eg LGBT status and family life, including
marital and civil partnership status can also be better preserved.

vi) The improved coordination of services to be achieved by the
collaborative approach taken by partners and the development of
IARS will ensure older people can access the services they need in
the right place at the right time, delivered by the right person.

6.2. Negative

The potential negative impacts of IARS have been identified as
follows:

1) There may be a negative impact on family members/carers who
feel that they have to take on additional responsibilities and a
significant unpaid caring role. This could particularly impact on
certain cultures and/or where women are traditionally expected to
take on that role.

It is accepted that there are some groups within the older
population, eg LGBT or ethnic groups, whose needs are not
currently as well understood due to lack of data (both gquantative
and qualitative). However it is not anticipated that there will be a
negative impact on them.

Overall it is considered that the benefits to be gained from the
implementation of IARS will outweigh any negative impacts. The
potential negative impacts will be addressed as identified below and
as the service is implemented.

7. PLANS TO ALLEVIATE ANY NEGATIVE IMPACT
7.1. Support for carers

Carers need to be identified, recognised as carers and valued as
partners in care. They need to have the right information, advice
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and assistance to enable them to balance their caring role and their
life outside caring.

The work currently being undertaken to support Carers as part of
the implementation of the Social Services & Well-Being (Wales) Act
2014, for example through the identification of Carers Champions,
will continue. There are now over 300 Carers Champions working in
the UHB, LAs, Third sector and Job Centre Plus. Feedback from WG
in August 2015 to the partners’ Annual Report on Carers was that it
provided a:

“detailed and robust analysis of the achievements to date and an insight
into the favourable improvements hoped to be made in the future. A
number of case studies have provided the qualitative information to help
measure the outcome for Carers. There is clear evidence that the
implementation of the Carers Measure has made a real difference to the
lives of carers in Cwm Taf.”

We will be building on this further during 2016/17 as Cwm UHB,
Merthyr Tydfil County Borough Council and Rhondda Cynon Taf
County Borough Council continue to work together to improve the
ways we provide support to Carers of all ages. We have developed a
new Cwm Taf Carers Strategy and the views of key partners, but
most importantly Carers themselves, have informed our plans and
what we do.

7.2. Whole system approach

A whole system approach will be adopted where public sector
agencies work together with Third Sector and private sector
partners to identify risk and take actions in a planned and proactive
way. IARS advocates this approach and commits our organisations
to shifting the emphasis in budget allocations away from traditional
long term services towards services that promote well-being and
independence. It is intended to act as a catalyst to transform the
way we commission services in partnership in the future.

We are already Ilooking at opportunities to develop more
preventative activities and building community capacity with our
Third sector and community partners eg our priority to support
health and wellbeing initiatives includes activities such as the 5
Ways to Wellbeing programmes; the Community Capacity Grant
scheme and Community Co-ordinators funded through the
Intermediate Care Fund; befriending schemes and initiatives to
reduce social isolation and loneliness.

7.3. Implementation of the NHS All Wales Standards for

Accessible Communication and information for people with
sensory loss
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This will present a real opportunity to implement the NHS All Wales
Standards for Accessible Communication and Information for People
with Sensory Loss with particular reference to identifying, recording
and meeting people’s individual needs, providing information in
accessible formats, improving access to services and effective
communication.

7.4. Staff training

Training will be needed to support staff in adapting to new service
models and ethos of care as well as legislative changes which will
have implications for older people such as the Social Services and
Well-Being Act

For example, in the UHB we will be addressing Carer awareness
training and e-learning; Sensory loss awareness training; Goal
Planning training which focuses on providing individualised, person-
centred care both in an inpatient setting and within the person’s
own home; e-learning module on equality and human rights ‘Treat
me Fairly’; use of the cultural awareness toolkit and sensory loss
resource pack.

Merthyr Tydfil County Borough Council and Rhondda Cynon Taf
County Borough Council will continue to provide training and
learning opportunities to support the ongoing implementation of the
Social Services and Wellbeing Act.

8. MITIGATION

An effective Equality Impact Assessment takes into account the
views and opinions of those who may be affected by the policy and
what is already known about how the policy might affect different
groups. This includes national evidence, Public Health Wales
information, census data, public and service user views wherever
possible in order to identify and address issues.

The consideration of mitigating measures and alternative ways of
doing things is at the heart of the Equality Impact Assessment
process. Different options have been considered in the development
of IARS. The consideration of mitigation of adverse impacts is
intertwined with the consideration of all actions. Mitigation can take
the form of lessening the severity of the adverse impact.

Ways of delivering services which have a less adverse effect on the
relevant equality category or issue, or which better promote
equality of opportunity for the relevant equality category, have been
considered. The preliminary issues and potential mitigations have
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been listed earlier in this document and will be revisited as the
service changes are agreed and developed. However it is important
to stress that the whole ethos of IARS is to support older people to
lead independent, healthy and fulfilled lives, recognising the need to
protect the vulnerable and deliver effective and efficient services.

This initial document represents stage one of the equality impact
assessment.

9. SUMMATION — GENERAL DUTY
Due Regard to 3 elements of general equality duty

This Equality Impact Assessment is representative of a real attempt
to address the following questions:

o Does this service change help to eliminate discrimination?

Yes, although there is no perceived discrimination in the way
services are currently provided, the focus on the needs of older
people and the aim of IARS is to support them to lead healthy,
independent and fulfilled lives will have a positive impact. The
provision of more care within people’s own homes and communities
will enable greater privacy and personalised care that meets their
individual needs and lifestyles.

o Does this service change help promote equality of
opportunity?

Yes - older people will receive more appropriate support and
services. For many, this will enable them to remain at home with
the consequent benefits in terms of their individual needs, lifestyle
choices and community links.

o Does this service change help foster good relations between
people possessing the protected characteristic and those that
do not?

Yes - IARS is built on a co productive approach. The focus on
building community capacity and working alongside individuals,
families and communities will encourage good relations and a sense
of ownership and belonging. Where staff are better trained to meet
individual needs and where services are also designed to meet
them, this can also minimise problems for and between people.

Where any concerns relating to equality have been raised, these
have been identified and explored in order to establish possible
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mitigation and to avoid discrimination against any particular groups
and to promote equality of access to services. This has involved
engagement with different groups in relation to the protected
characteristics in accordance with the Equality Act 2010 through the
use of appropriate media, fora and by building on existing
relationships.

The composition of the local population (2011 Census and Public
Health information) has been analysed and issues considered.

10. MONITORING ARRANGEMENTS
The impact of the proposals will be closely monitored and careful
consideration will continue to be given to the points highlighted in

this equality impact assessment. Equality Impact Assessment
issues will be included in progress reporting.
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