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Chief Executive’s View
The CMA have now delivered a consultation on their
recent enquiry into the residential care sector. One of
the proposals they have made is that people should
only pay for three days after their death. This is not nearly
enough to turn around a room and make it ready for the
next occupant and it also does not give enough time for
families to clear rooms following the death of a loved one.
It is also interesting to note that it flies in the face of the
approach taken by the Care Act, which said we would
be separating out accommodation and care costs. If this
new approach to payment for only three days after death
is to be introduced, then why aren't they applying it to
local authority rents, council tax, television licence and of
course the tax regime.
The reason, of course, is that all these things fill the
Government coffers and we are in a system that
protects the Government and penalises everybody else.
I am increasingly of the view that the core values of
Governments are double standards and hypocrisy. We
saw it recently with the introduction of GDPR, where every
organisation has had to jump through hoops to ensure
that every communication that they deliver to their key
stakeholders has been requested and nobody gets
information that they have not intentionally asked for. I am
still waiting for my e-mail from the Inland Revenue asking
me if they have my permission to contact me!
We are starting to see clear analysis of the impact of
underfunding on the care sector and this has been a year
of closures and organisations exiting the market. If we are
going to meet the challenges of the 21st-century and
move towards a sustainable care system, we must have
funding that leads to a sustainable system.
Despite all the endless talk about integration we saw
the reality two weeks ago when the Department of
Health announced a significant pay settlement for NHS
staff, leaving the rest of us without proper funding or
support. What the Secretary of State for Health needs
to understand is that there is more to integration than
changing the headed paper at the Department of
Health. The success of integration will be measured by the
experience of citizens, not by the rhetoric of politicians.
Despite these challenging times, I see a sector which is
dynamic, creative and totally committed to quality care
and ultimately, these are the things that will sustain us in a
volatile environment.
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Sky WiFi and TV packages for your care home
Give your residents world-class sport, the latest blockbusters and
award-winning dramas, all in stunning HD, plus fast, reliable WiFi for the
ultimate entertainment experience.
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Sky WiFi provides fast,
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Castleoak creates
smart solutions
As our team evolves, our values endure. Excellence, respect,
integrity and collaboration are how we do business.
We’re always innovating.
We offer:
• Development management services
• Care & retirement living market insight
• Demographic analysis
• Land finding & acquisition
• Project viability
• Funding partnerships and asset management
• Choice of construction solutions
• Off-site manufacturing, now including modular
• Aftercare services
We’re Castleoak. Creating quality living space
for care and retirement living.

www.castleoak.co.uk

Care Quality Commission (CQC)

Unregistered services
Care England recently raised the question below under FOI to CQC and the CQC
response is below:
How are concerns from commissioners/providers/public recorded regarding possible
unregistered services?
It is a criminal offence under section 10 of the Health and Social Care Act 2008 to carry
out a regulated activity without registration. Section 10 Health and Social Care Act 2008:
• (1) Any person who carries on a regulated activity without being registered under this
Chapter in respect of the carrying on of that activity is guilty of an offence.
• (4) A person guilty of an offence under this section is liable
• (a) on summary conviction, to [a fine], or to imprisonment for a term not exceeding
12 months, or to both;
• (b) on conviction on indictment, to a fine, or to imprisonment for a term not
exceeding 12 months, or to both.
Section 91, Health and Social Care Act 2008 enables the CQC to prosecute
any director, manager or secretary, (or someone purporting to act in such a
capacity) of a body corporate.
CQC does not have the legal mandate to actively seek out unregistered providers and
therefore relies on members of the public, relatives/friends of people using care services,
professionals working in health and/or social care and indeed its own CQC staff to report
any concerns and information about potential unregistered providers.
Any concerns received regarding potential unregistered providers are made through
using CQC’s online web form or through CQC’s National Contact Team by telephone or
email.
The webform can be accessed here.
Once an enquiry about a potential unregistered provider has been received either from
an external third party or staff working in CQC there is a formal triage system in place to
ensure each enquiry is electronically logged and acted upon.
An initial triage system is carried out to determine whether the provider has a current
registration. If the provider is currently registered but it appears from the enquiry that
they are carrying on a regulated activity they are not registered for, this is a breach of
their conditions of registration. This is a section 33 offence of the Health and Social Care
Act and the enquiry is assigned to a Monitoring and Inspection Manager for further
investigation as they have the ongoing relationship with the provider through their
inspection programme.
If not registered, the enquiry is assigned to a Registration Manager who will review and
allocate to a Registration Inspector to investigate. The registration inspector will complete
their investigation to the criminal standard of proof and will provide an evidence bundle
to our legal department for an evidential review to ascertain whether the two stage test
has been met in terms of evidence and public interest. If yes then we would agree the
July 2018, Care Agenda
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most appropriate disposal of the offence which can be the serving of a Simple Caution,
Fixed Penalty Notice or full prosecution hearing in court.
Care England also asked:
How many investigations has CQC conducted about services that were not registered,
and which CQC believed might need to be registered, split into LD and older people for
the years: 2016/17, 2017/18
In 2016/17, there were 1,205 unregistered provider enquiries raised with CQC. In 2017/18,
there were 1,517 unregistered provider enquiries raised with CQC.
We are unable to provide a breakdown of the data you have requested due to the way
in which information is stored in the database. For example, the unregistered provider
data does not have the ability to extract specific service user types or bands in terms
of people with learning disabilities or older people. This is because the data is linked to
providers, rather than locations whereas specific user types or bands are linked to location
level.
Finally Care England asked:
Of the above investigations how many resulted in those services subsequently being
required to register split as above into LD and older peoples services and for the years:
2016/17, 2017/18
We are unable to provide this information as we do not centrally record whether
unregistered provider enquiries result in registration. Our Customer Relationship
Management (CRM) system does not link the unregistered provider enquiry to the
registration application.

Bradford System Review – February 2018
Lack of engagement with Independent Sector Providers:
The report makes various references to the VCSE sector, but very little reference to
independent sector providers (ISPs) and their engagement and contribution to joint
working as equal partners- although this was clearly recognised in the report as an
imperative with more emphasis upon building up trust between organisations (and
leaders) and the need to clearly set out strategic commissioning intentions
Providers and frontline staff reported they did not feel valued as partners in planning
regarding people’s pathways of care. The review noted that enabling ISP staff to
have a voice in interagency and cross sector working could benefit other aspects of
commissioning including stabilising and improving the quality of the market.
Commissioning intentions and shape of the market
Although the strategic vision was directed at keeping people at home for as long as
possible, so that people would only need to move to a care home if they had multiple
needs that could not be managed at home, there was a shift in provision in the
independent sector from nursing home to residential provision. Analysis showed an 18%
reduction in nursing home beds between 2015 and 2017. Commissioners were unable to
identify the reasons for this although there was some speculation that it might be related
to the difficulty in recruiting qualified staff.
8
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The review noted that the local market had been difficult with a larger number of
smaller providers - and noted that system leaders need to find a way of taking a
strategic position so that they can anticipate and manage market changes. The local
authority has reduced the use of residential beds by 10% in a period of 10 months; this
was supported by ASCOF data which showed a downward trend in the rate of long-term
admissions to care homes for older people between 2013/14 and 2016/17. While this tied
in with the LA strategic intentions, the review noted there was a greater risk of failure in
the market as providers moved away from the nursing home market, whilst also placing a
greater burden on system resources such as community nursing.
The review noted that structures were in place to establish commissioning intentions
through the Integration and Change Board and Executive Commissioning Board –
although it the review does not mention if ISPs are represented on these Boards.
The review commented that money from the iBCF and Social Care Precept had been
used to stabilize the home care market, but the review did not identify whether any
additional money was spent to stabilize the care home market
Integrated working
The review found some good joined up interagency processes, particularly the Bradford
Enablement Support Team (BEST) for reablement, the MAIDT (multi-agency integrated
discharge team), MESH team (the medicines service at home) and the Intermediate Care
Hub (enabling people to receive step up care or support when their needs changed and
they were living at home). However, the review noted the need to join-up the various
contact points of access as a single system, the need for a single reporting framework
and to improve the medicine management system to ensure ISP have a clear
understanding of medicines being prescribed to individuals leaving hospital.
Innovation by providers
The review noted innovation within Bradford care homes to include residents having
access to clinical assessment via video link with the Digital Care Hub and more broadly
the development of whole community support systems via a community connectors
scheme.
Reducing pressures on the NHS
In context of hospital activity, the review noted good support to enable individuals to
return home safely, to include the provision of a retainer arrangement with domiciliary
care agencies to hold packages of care – avoiding the need to commissioning new
packages.
Workforce
Analysis of workforce estimates showed that recruitment and retention was a particular
issue for providers of adult social care services. System leaders felt that there were
opportunities through the workforce programme and working with agencies such as Skills
for Care to support staff , however the workforce leads reported that providers were
reluctant to release staff for training and the review noted that system leaders needed
to find ways to address this.
Quality of adult social care services
The quality of domiciliary care, residential and nursing home care services in Bradford
was poorer than other areas. As at December 2017, less than half (42%) of the nursing
care homes that had received a CQC rating had been rated as good compared to 59%
July 2018, Care Agenda
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across comparator areas and 62% nationally. There was a greater disparity with residential
care services with 48% rated as good compared to 72% across comparator areas and
an England average of 75%. Analysis of re-inspections as at December 2017 showed
that, the ratings of 16% of adult social care locations deteriorated, compared to 13%
across comparator areas and the England average of 12%. The review noted that the ISP
market had not been an integral partner in the system and this impacted on the ability of
the system to shape the market around local needs and the quality of the lives of people
who live in Bradford.
The review also recommended that system leaders needed to take a more robust
approach to contract management, particularly with regard to the independent provider
market as overall the provision of care was not good and people were required to pay a
top up if they wanted better quality care.
http://www.cqc.org.uk/sites/default/files/20180522_bradford_local_system_review.pdf

Liverpool System Review – February 2018
Key Findings:
• There was a clear strategic direction
for health and social care in
Liverpool, (One Liverpool Strategy)
which was looking at shifting from a
focus on bed-based care to a focus
on the principles of ‘right care’ which
aimed to support people to remain
independent in the community.
If successful this approach would
support admission avoidance.
However there were inconsistencies
in commissioning and provision of
services.
• The review noted that not all
independent service providers
(ISPs) were positive about their
relationships with commissioners and
did not feel involved in developing
the strategic vision for the future or
the future service delivery model.
Commissioners were not engaging
with them in a meaningful way and
more work was required to ensure all
providers felt like system partners.
• The review of found there was
a clear governance framework
in place to provide system level
assurance, but system-level risk
sharing was underdeveloped and
the governance structures did not
10
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incorporate all stakeholders, most notably ISPs
• Some governance arrangements had recently been implemented (such as the
Liverpool Integrated Care Partnership Group and the Provider Alliance) and needed
to be embedded.
• The Provider Alliance brought together statutory providers and VCSE sector
organisations led by the Chief Executive of Mersey Care NHS Foundation Trust.
However, at the time of the review, ISPs were not members and the review noted that
“this was a missed opportunity considering the role the care home and home care
market play in delivering support to the people of Liverpool”.
• The review commented that there was no single, coherent strategic approach to
workforce planning for Liverpool nor for the Cheshire and North Mersey STP.
• The local authority had faced significant financial pressures and was aware the rate
of pay for social care roles was low when compared to the retail sector. However, it
was exploring the use of block contracts, tax levies and flexible working to support
providers to recruit and retain staff. Similarly, independent long-term care providers
were experiencing staffing and recruitment challenges and felt that within the current
financial climate they could not compete with more favourable terms and conditions
in other parts of the health and social care market.
• At the time of the review there was no active market shaping. CQC ratings for
adult social care services were below comparator and national averages and
commissioning had been traditional, service-level focused to address pressure points
within the system. The review had heard there was intent to develop innovative new
models of care, but the priority focus had been to address poor quality within the
social care market.
• Liverpool’s iBCF submission statement for Q1 2017/18 stated it would use some of the
additional monies to expedite some of the transformation plans to increase capacity
and stabilise the care market. This included raising the rate of pay for domiciliary
care from £13.06 an hour to £13.62 (for non-complex care) and average weekly cost
of residential care from £488.72 to £516.17. A fee consultation had taken place with
providers and they understood the financial constraints faced by the local authority;
others felt the rate of pay impacted on their ability to provide a sustainable service
and recruit and retain high quality staff.
• The health and social care system was making good progress in relation to technology
and shared records, (universal use of NHS number and considerable investment in
shared records systems). Efforts had also been made to digitise domiciliary care but
ongoing issues with compatible mobile technology between organisations.
Recommendations
• System leaders need to work with providers to shape the market, recognising
independent service providers (ISPs) and VCSE sector organisations as system partners,
ensuring they are involved in strategic planning and market shaping, to determine
how desired outcomes can be effectively met.
• The local authority needs to ensure it continues to fulfil its statutory obligation that
there is appropriate capacity of good quality services within the social care market to
ensure people receive person-centred, safe, high-quality care.
• Organisational development work needs to be undertaken to support joint working
July 2018, Care Agenda
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towards the strategic vision (One Liverpool Strategy).
• System-level governance arrangements need to be strengthened to address
performance and quality issues and facilitate risk-sharing.
• System leaders need to address the inconsistencies in commissioning and service
provision.
• More people should be supported to access personal budgets and direct payments.
• Information flows between services, including independent care providers (to include
more early involvement with community services and providers) need to improve to
facilitate safe and timely discharges from acute hospitals.
http://www.cqc.org.uk/sites/default/files/20180511_local_system_review_liverpool.pdf

CQC Section 48 Review Cumbria
The CQC review into Cumbria health and
care system has now been published and
key points of interest to the independent
care sector are below:
• The local authority had not been
sufficiently proactive in shaping the
market. We found that independent
care home and domiciliary care
provision was fragile across the county.
This was because of the shortage of
care workers and registered nurses. The
lack of domiciliary care capacity was
contributing significantly to the delays
in getting people out of hospital and
freeing up capacity in reablement
services.
• Commissioners recognised the risk
of market failure, which could result
in providers leaving the market,
particularly those in domiciliary care.
A local authority professional told us
that some care providers who provided
placements in care homes or in people’s
homes were only able to remain in the
area due to additional financial support
from the local authority, through the
iBCF.
• The system acted in the short term
by using iBCF funding to provide an
increase in the rate paid to residential
and nursing care homes and a
12
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backdated increase to providers of
domiciliary care services. It also planned
to use funding to stabilise social care
staffing to maintain current staffing levels
in 2017/2018; fund additional packages
of care required in 2017/18 above
the approved budget; and provide
intermediate care beds to facilitate
discharges from hospital. In the medium
to long-term revised arrangements
for residential, nursing and domiciliary
are required to put the system on a
sustainable footing.
• Strategic relationships with providers
needed to be improved and there
were weaknesses in market provision.
Market constraints, especially workforce,
made it difficult for the local authority to
commission the care services needed.
This was true for residential and nursing
care homes as well as domiciliary care.
• Commissioning had not been effective
in aligning service provision to demand
for different services or addressing
nursing home capacity. There were
significantly fewer nursing care beds per
1,000 population than comparators.
• We also heard how in some areas
dentistry was difficult for residents in care
homes to access, especially for residents
living with dementia. Hospice provision

Care Quality Commission (CQC)
was underdeveloped in the east of the
county.
• A key consequence of the market’s
failure to provide adequate care
home and domiciliary care provision
was the adverse effect on community
reablement services. We heard how
reablement provision was extended in
some cases up to a year beyond the
initial reablement period, because no
other care support was available. The
local authority provided the majority of
reablement through Cumbria Care.
• Provider forums were not fully effective
or well attended. This was attributed
to providers not having the capacity
to release staff. Without effective
engagement between commissioners
and independent providers it will be
difficult to shape an effective future
market.
• Commissioning arrangements did
not ensure transparency and fairness
around financial support for continuing
healthcare. System leaders told us that
no one had a real understanding of the
criteria and there were delays in the
systems.
• CQC ratings across adult social care
organisations were also comparatively
good, with a higher percentage of
nursing homes, residential homes and
domiciliary care locations receiving a
CQC rating of ‘good’ compared to the
national average.

implemented and operationalised
differently across the two areas. The
Health and Wellbeing Strategy focussed
on high-level system changes required
to address the challenges set out in
the Five-Year Forward View and, by
moving towards a population health
system, aimed to improve long standing
issues such as hospital avoidance and
maintaining people at home. A review
of the Health and Wellbeing Strategy
was planned during 2018 and this
opportunity should be used to ensure
that it meets the needs of very diverse
and often rural communities.
• The Strategy is shared and being
implemented through two Integrated
Health and Care Systems (IHCS).
However the Health and Wellbeing
Board, in conjunction with the IHCS,
needs to develop more robust oversight
mechanisms to provide demonstrable
assurance that the Health and Wellbeing
Strategy is being implemented and the
expected outcomes are being delivered
by the respective IHCS.
• Some localities were discharging to
assess, using trusted assessors and
using multidisciplinary discharge
support. However, there was still much
to be done to reduce delays to an
acceptable level and promote timely
and positive transfers for older people.

• Attendances at A&E by older people
living in care homes in Cumbria had
been consistently below the national
average between 2014/15 and 2016/17
and had also been below comparator
averages.

• There were separate A&E delivery
boards, based in the north and south
of the county, who reviewed hospital
discharge problems. However, there
is an opportunity to increase learning
across the whole of Cumbria and
between the A&E delivery boards linked
to the developments for enhanced
flow that improve the experiences of
patients.

• There were two separate Sustainability
Transformation Partnerships (STPs)
covering Cumbria. There were common
overarching principles set out in the
respective STP plans which were being

• In step up and step down services,
choice was often an aspiration rather
than a reality. This was mainly due to
shortages of domiciliary care capacity
and the scarcity of step down beds in
July 2018, Care Agenda
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the community.
• System leaders acknowledged that
the assessment process for continuing
healthcare (CHC) was serving people
poorly and there was also a backlog of
79 outstanding checklists for review and
determination of eligibility for movement
to a decision support tool completion at
the time of our review in north Cumbria.
This meant that people eligible for CHC
funding did not receive their assessment
or care package in a timely way. There
was a risk that the assessment process
was not applied consistently or fairly.
• There was no system-wide workforce
strategy. Although work had started
through the Cumbria LEP to link to
economic and housing strategies to
overcome barriers to attracting relevant
health and social care staff to Cumbria,
more needed to be done. There was a
shortage of suitable accommodation
for care staff or projects for supported
housing. The lack of care staff persisted
and this led to older people being
delayed in hospital while they waited
for domiciliary care packages to
be arranged. As a result, the system
continued to be fragile.
• Winter plans were produced on an
IHCS basis by the two A&E Delivery
Boards that cover Cumbria. They block
contracted for winter pressures so older
people, when medically fit, could be
transferred from hospital into care
homes.
• A multiagency rapid response model,
based around ICCs, was developed
to ensure that wrap around care was
delivered to prevent unnecessary
admissions either to acute settings or
residential care.
• System partners were not engaging
with voluntary, community and social
enterprise (VCSE) sector services to
maximise system capacity. Although
relationships were improving, the VCSE

14
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sector was not consistently involved in
multidisciplinary discharge planning, or
in supporting older people to make care
choices.
• Although IHCS had their own systems
and processes to identify and monitor
risks, there was no shared risk register at
a county wide level. Cumbria County
Council and the Cumbrian health trusts
faced significant financial pressures; they
all had cost improvement programmes.
Although these risks were widely
acknowledged amongst system leaders,
there was no sense of shared risk.
• Although work had been undertaken
to improve commonality between
the different ICT systems, frontline staff
told us that lack of interoperability
frustrated their approach to delivering
person-centred care. They told us
that the inability to share information
electronically was a barrier to
discharging older people from hospital.
Community nurses had to enter
information on three different systems to
book in a person requiring the service.
• Health professionals spoke of a rich
vein of social care information which
they could not tap into and social care
colleagues expressed similar frustrations
about tracking older people once they
were admitted to hospital.
• Responses from domiciliary care
agencies indicating that they rarely or
never received a hospital discharge
summary. Responses were also mixed
about the timeliness of discharge
summaries, their accuracy and
comprehensiveness, which indicated
there was scope for improvement in
these areas.
• Further developments were planned as
part of the Cumbria Digital Roadmap
2016-21. The roadmap referred to the
health needs of the community – in
particular health inequalities and rural
isolation – and plans had been based on

Care Quality Commission (CQC)
an audit of existing digital infrastructure.
• Historically, workforce planning had
not encompassed the independent
sector in Cumbria which had difficulty
finding suitable staff. Between July and
September 2017 independent social
care providers reported 179 FTE care
staff vacancies that they were not able
to fill. The difficulty in in attracting staff

was a major issue for domiciliary care
agencies whose numbers decreased by
over 10% in Cumbria between April 2015
and April 2017, which was contrary to
the trend in most of the country.
• The system had not resolved inequity of
pay rates. Staff told us that there was
no consideration of relative pay rates
for the same job which meant that care
staff were more attracted to working in
NHS jobs, because they offered better
pay and conditions. However, although
this was recognised, insufficient progress
had been made to address this issue.
• A strategic partnership-wide approach
to commissioning across the whole of
the county of Cumbria was in its early
stages. While the county of Cumbria
had a joint commissioning board with
system wide responsibilities there was
no strategic commissioning approach
across the whole of Cumbria. There was
no county-wide urgent care strategy
and older people’s strategy on which to
base commissioning.
• The Home First scheme had been
established in south and north Cumbria
and the enhanced health in care homes
initiative which involved offering training
to care home staff and a community
matron buddy up with nursing and
residential homes to offer support was
again patchy across Cumbria.
• Cumbria had a history of poor
performance on delayed transfers of
care. It had the highest rate of delayed
transfer of care of any local authority in
England between July and September
2017 at an average daily rate of 36.5
delayed days per 100,000 population
aged 18+. Our trend analysis showed
that delayed transfers in the county
had been significantly higher than
average since November 2015 with an
increasing trend overall. Though analysis
for November and December 2017
showed a reduction in delays compared
to previous months, in January 2018
the figure rose again and was still
July 2018, Care Agenda
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significantly higher than the national
average at 30.7 delayed days per
100,000 population aged 18+ compared
to the national average of 12.
• Not all transfers of care from the hospital
to the community in Cumbria were
safe. In north Cumbria, we heard how
the acute hospitals discharged people
with new medications but without any
instructions as to how to take them. We
also heard accounts of older people
who were transferred out of hospital
with cannulas left in, feeding pegs badly
fitted, or discharged home with no
support or without their discharge letter.
• We also heard accounts of older people
who were transferred out of hospital
with cannulas left in, feeding pegs badly
fitted, or discharged home with no
support or without their discharge letter.

aware of how to access mental health
support over the weekend.
• There was a traditional approach to
shaping the health and social care
market. System leaders need to be
more innovative and work inclusively
with the local care market, recognising
the important role the independent
care sector plays in service provision.
The independent sector was fragile
in Cumbria and there were quality
concerns both in residential and
domiciliary care that required a
proactive approach. In addition,
the desired shift to prevention-based
services had not led to any analysis of
independent sector provision. A joint
strategic approach to managing the
care market was required to ensure
a responsive and sustainable service
provision.

• Local people did not appear to have
equal access to continuing healthcare
funding. NHSE data for the last quarter
of 2017 showed that the assessment
conversion rate for standard NHS CHC
was lower than the England average of
31% for both CCGs.

Areas for Improvement

• Between July and September 2017 (the
time period used in the Department
of Health analysis used to select areas
for this review) the largest proportion
of Cumbria’s delayed transfers of care
were attributed to social care provision,
equally to ‘awaiting residential or nursing
home placement’, and ‘awaiting care
package in home or community or
adaptations’. The next main cause of
delayed transfers of care was ‘awaiting
assessments’.

• System leaders should develop systemwide commissioning arrangements,
including market shaping.

• The system approach to seven-day
working was not cohesive. Acute
hospitals were trying to discharge
people seven days a week, but many
care homes would not accept transfers
of care over the weekend. This was
because they did not receive full details
of the person’s issues and were not
16
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• System leaders should develop a
coherent health and social care
workforce strategy for Cumbria to work
in synergy with financial, housing and
transport strategies.

• The system should review reablement
provision and services across Cumbria.
• The system should review continuing
healthcare assessment processes to
ensure assessments are timely and there
is equality across Cumbria.
• Cumberland Infirmary should ensure
that staff communicate relevant
and reliable information to partner
organisations when people are
discharged from hospital, for example
ensuring that discharge summaries are
comprehensive and using the red bag
system.

Care Quality Commission (CQC)

Local System Review Sheffield – March 2018
Key Findings:
• There was a lack of alignment of strategies and a clear overarching system vision.
• The Joint Strategic Needs Assessment was being refreshed . This work had resulted in a
vision among system leaders for the transformation and delivery of services. However,
this had not yet been clearly articulated as a strategy that was understood across all
partners in the system.
• There were opportunities for increasing the scale of positive innovations, such as
the virtual ward. However; the desire to scale up innovations was compromised by
weakness in the approach to evaluation and commissioning decisions were not
being supported by robust evaluation.
• Workforce recruitment and retention was recognised as an ongoing challenge.
Workforce leads were not collaborating to develop an overarching system workforce
strategy or approach.
• The VCSE sector did not feel integrated with statutory service delivery. VCSE sector
organisations felt that links between them and system partners were underdeveloped.
• Although there had been improvements in information sharing and joint working, most
providers felt that they were not meaningfully involved or included in market shaping
or service development.
• Care home bed modelling had been carried out to inform future commissioning;
system leaders decided to expand the domiciliary care market and fee rates were
increased by 8% in 2017/18. There was also planned investment in residential care
through the introduction of a fair fee rate in April 2018. However system leaders were
aware that there was much more work to do to ensure future sustainability and
sufficient supply to meet demand.
• At Sep 2017 there were fewer residential care home beds per pop aged 65+ (1848)
compared the average across comparator areas (2215) and the England average
(2223) and this number had decreased by 8% over the preceding two years.
• However, there had been a 3% increase in the number of nursing home beds over the
same period and there were more nursing beds per population aged 65+ compared
to comparator areas and the England average.
• The number of domiciliary care provider locations per population aged 65+ had
increased by 5% and was higher than the comparator and England averages . Despite
this there were specific challenges in commissioning non-bedded social care and care
services such as extra care housing.
• There were constraints with the discharge process such as a lack of choice and
people waiting for placements, for example, when there was no capacity in social
care, intermediate beds and the active recovery team.
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Care Quality Commission (CQC)
• The incompatibility of IT systems was a common problem and frontline staff faced
challenges when sharing information. People were not always communicated with
effectively when there were delays in their care and treatment and they didn’t always
experience a seamless and safe discharge to their usual place of residence.
• Multiple concerns were raised in respect of the continuing healthcare (CHC) process
and the timeliness and accuracy of social work assessments. This resulted in a lack
of support to carers, inappropriate placements, placement breakdowns, hospital
admissions and risks to people using services.
Recommendations
• More coordination of system changes and service delivery was needed.
• Whole system strategic planning and commissioning was developing with the Shaping
Sheffield plan and the ACP. Although this provided a vision for the design and delivery
of services, this need to be further embedded to ensure complete alignment and
success of integration. ~
• There were some positive examples of joint working and collaboration in the interests
of the population’s defined needs. However, overarching strategies had yet to be
defined and coproduction with local population needed further development.
• There was some evidence of system-wide multidisciplinary team working for effective
outcomes; the virtual ward and community services, but there was little evidence of
pathways across primary, community and secondary care
• Sheffield was particularly challenged by workforce issues across the system. There
were workforce plans at organisational level but no agreement to trial a combined
recruitment campaign and develop a single recruitment pathway.
• System leaders acknowledged that incompatible information sharing systems were
a barrier to seamless working across agencies but were committed to providing
integrated care records and shared access wherever possible.
https://www.cqc.org.uk/sites/default/files/20180522_local_system_review_sheffield.pdf
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Care Quality Commission (CQC)

CQC Section 48 Review Wiltshire – March 2018
Although there was a shared vision
across health and social care, this had
not translated into to joint strategic
developments and operational delivery.
There was little buy-in to the STP from
Wiltshire Council’s elected members.
There was a lack of pace in delivering
the vision and shifting leadership (interim
roles) and priorities meant that stability and
authority of service leadership could be
undermined.
Organisations within the system had
planned a focus on their immediate needs.
However, this bore a risk that the vision
would then have to fit around existing
systems rather than shaping the system
around a joint vision.
There was not a clear forum for the local
authority and CCG to work together
and there was not a forum for providers
including GPs, acute, mental health
providers, social care providers and the
voluntary sector to come together to shape
the future delivery of integrated care.
There was a risk that people could
experience delays when being discharged
from hospital. There was a shortage of care
provision. People who were at the end of
their lives were not prioritised in terms of

receiving a package of care.
System leaders are planning to bring the
reablement service in-house. This would be
a significant mobilisation of services in a
short period of time; we were not assured
that there were contingencies in place
should risks materialise, particularly owing to
workforce challenges in Wiltshire.
System leaders recognised that that market
shaping and quality assurance required
development. A market intelligence team
had been put in place and the quality
surveillance group focused on the quality of
the care home market.
Providers were not involved in the shaping
of services. Some providers attended
the Joint Commissioning Board meetings
and the Health and Wellbeing Board.
However, VCSE providers and independent
health and social care providers were not
engaged and their expertise was not used
to develop market proposals.
Social care providers told us that there was
a lack of understanding of the services they
were able to provide and felt that they
were not engaged in discussions about the
future of services.
Social care providers faced particular
challenges owing to the rural nature of the
county which impacted on travel. This in
turn could impact on timeliness of visits and
the quality of the experience for the person
using services.
CQC inspectors told us that relationships
with commissioners had improved and
that there had been an improvement in
quality monitoring of adult social care
services. In March 2017, 2% of community
support and domiciliary care services
and 3% of residential and nursing care
services were rated as inadequate. In
March 2018, there were no community
support and domiciliary care services
July 2018, Care Agenda
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rated as inadequate and 1% of residential
and nursing care services were rated as
inadequate.
However, quality in the market needed
to be improved further. Our data showed
that the percentage of nursing homes
rated as requires improvement was, at 42%,
significantly higher than the comparator
average of 33% and the England average
of 25%. The percentage of services rated
outstanding was also higher at 6% than
the England average and comparator
average of 2%. Residential care home
provision was also poorer with 21% of
services rated as requires improvement
compared to the England average of 15%
and the comparator average of 13%.
There were more domiciliary care
providers requiring improvement with 17%
of domiciliary care providers rated as
requires improvement compared to the
England average of 11% and a comparator
average of 11%
Recommendations
System leaders must work more effectively
together to plan and deliver an integrated
strategy which includes an updated Better
Care Plan.
System leaders must urgently agree the
continuing healthcare dispute protocol and
resolve outstanding disputes, and review
the continuing healthcare referral and
assessment process.
System leaders should create some space
outside formal Health and Wellbeing
Board meetings, to provide a forum for
open debate and challenge. This will help
partners further build trust, and an open
and transparent culture. System leaders
should develop an integrated workforce
plan for Wiltshire.
GPs, VCSE organisations and independent
social care providers should be
considered as partners in developing the
transformation and integration of services
so that there is assurance for leaders
20

July 2018, Care Agenda

and buy-in from providers at the point of
delivery.
There should be clearer access to support
and sign-posting for people who fund
their own care and systems need to work
together to ensure that people who might
become vulnerable as they lack support
structures are identified at an earlier stage.
There should be contingency planning in
place to manage the transition from block
purchasing to in-house reablement so
that leaders are assured that there will be
sufficient provision of packages of care.
Contracts with independent health
and social care providers should have
clear specifications and an outcomes
framework that is understood and agreed
by providers and commissioners. Realistic
key performance indicators, that will
demonstrate improved outcomes for
people who use services, should be
agreed.
https://www.cqc.org.uk/sites/default/
files/20180611_local_system_review_
wiltshire.pdf

by Kate Sanders, FoNS Practice Development Facilitator
Last week (12 June 2018) when several of the teams involved in the Teaching Care Homes
programme met, ideas were shared about the many ways in which staff can create ‘meaningful
moments’ for people they are caring for. This was stimulated by one team sharing a poster that
they had created to capture a variety of meaningful moments and some small rummage boxes
that they had created together with people living in their care home (Royal Star and Garter in
Solihull); and also, another team sharing (with permission) a memory box belonging to someone
living in Wren Hall, showing the wide variety of contents that can help to stimulate conversations
and memories. This included letters from her husband during the war that had been typed up so
that they were easier to read; CDs of favourite music; and photos of family going back several
generations.

Parliamentary Wrap Up

Sharing meaningful moments

‘Meaningful moments’ have been defined as ‘interpersonal encounters that are brief, yet
evocative to the person with dementia’ (Stokes, 2016). This definition resonates with what David
Sheard (2010) calls ‘Butterfly’ moments, when people’s lives are touched, when moments of short
activity are created, or moments of stillness are shared. Stokes (2016) suggest that these moments
will be at their most psychologically and emotionally meaningful if the care staff know the person,
but similarly Sheard (2010) also recognises that anyone can touch and make a difference to a
person’s day. Relationships start with a first moment of connection.
We know that the pressure of time is a reality for most staff working in health and social care,
but we also know that brief and meaningful encounters can have a positive impact on the wellbeing of people living in care homes; the Teaching Care Homes teams experience this on a daily
basis. You only have to look at the photos to see this too. And arguably staff benefit too. We can
all relate to the positive feeling that we get when we really connect with someone, even for the
shortest of times.
This kind of human connection is then not just relevant to the care home setting, it crosses all
contexts and care encounters. How can we share
a meaningful moment in A&E or in an out-patients
clinic, for example?
And so, the teams thought that they would like to
share some of their ideas for creating ‘meaningful
moments’. Please feel free to print off the poster –
or perhaps you would like to create your own. We
would love to share them if you do.
We also came across this useful resource – ‘Pocket
ideas’ - which won ‘Best Acute Care Initiative’ at
the Scottish Dementia Awards in 2014. It is a pocket
tool designed with the intention that any member
of staff in contact with older people could use the
prepared prompts to begin a conversation. We
hope you find it helpful.
References:
Sheard, D. (2010) ‘Love is like a butterfly: occupying people living
with a dementia in care homes. Retrieved from: http://www.
dementiacarematters.com/pdf/OTnews2010.pdf
Stokes, G. (2016) Do meaningful moments have positive
outcomes of care home residents living with sever dementia?
Retrieved from: http://www.napa-activities.com/wp-content/
uploads/2016/04/Stokes-Moments.pdf
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Nutilis Clear alignment with IDDSI
The Royal College of Speech and Language Therapists and the British Dietetic Association advocate
the adoption of the International Dysphagia Diet Standardisation Initiative (IDDSI) framework for
thickening drinks. In order to align with this change, the scoops in the tins of Nutilis Clear will be
changing from a purple 3g scoop to a green 1.25g scoop and the directions for use on the label of
Nutilis Clear will be different. These new tins will be easily identifiable due to a red information sticker
on the tin lid.
IDDSI was founded with the goal of developing new global standardised terminology and definitions
to describe texture modified foods and thickened liquids used for individuals with dysphagia – of all
ages, in all care settings, and for all cultures. For more information please visit www.iddsi.org
Previous Directions for use:
UK National Descriptors
Previous
Stages per
200ml

Old purple
scoop
No. of scoops

New Directions for use:
IDDSI Framework
New Levels
per 200ml

New green scoop
No. of scoops

Level 1

1 (1.25g)

Stage 1

1 (3g)

Level 2

2 (2.5g)

Stage 2

2 (6g)

Level 3

3 (3.75g)

Stage 3

3 (9g)

Level 4

7 (8.75g)

Timelines for change
Tins of Nutilis Clear with the new scoop, and the new 1.25g sachet, will be available from mid-May
2018 in the community. Nutricia have produced support materials for both community and hospital
HCPs for your use. Some hospitals may switch during April 2018.
Please note the Nutilis Clear in the tin continues to remain the same
What about Nutilis Powder and the Nutilis range of pre‐thickened supplements?
In line with recommendations of the IDDSI Expert Reference Group, Nutilis Powder and the Nutilis
range of pre‐thickened supplements will be aligned with the new IDDSI descriptors towards the end
of 2018/early 2019
If you need any further information or assistance please contact the
Nutricia Resource Centre or alternatively contact your local Nutricia
Representative.
UK – 01225 751098 or resourcecentre@nutricia.com
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Policy Developments

Skills for Care Update

Advanced care planning for people
with dementia
NHS England’s Dementia Team has just published
the guide My Future Wishes: Advance Care Planning
(ACP) for people with dementia in all care settings.
The Dementia Challenge 2020 maintains that ‘
By 2020 we would wish to see. All people with a
diagnosis of dementia being given the opportunity
for advance care planning. To support this NHS
England developed the guide, with input from
experts by experience, carers, health and social
care professionals. ACP is fundamental for everyone
living with dementia. It enhances choice, aids
delivery of person-centred end of life care, helps
to guide care when mental capacity is lost and
provides support for families and carers.

National data opt-out
programme
A public information campaign and a website on
this issue has been launched (nhs.uk/your-nhs-datamatters). The NHS England press release is available
here and the NHS Digital news article is here.
The NHS Digital national data opt-out website
includes the final patient materials, factsheets and
operational policy note. A newsletter to those who
have signed up to receive this, is available.
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NICE guideline
NICE guideline on Dementia: assessment, management and support for
people living with dementia and their carers
This final guideline has now been published on the NICE website. You can also find the
supporting evidence, as well as all the stakeholder comments that it received during
consultation and the responses to these comments. It has also produced an equality
impact assessment to support the guideline.
The recommendations from this guideline have been included in the NICE Pathway on
Dementia: assessment, management and support for people living with dementia and
their carers, which brings together everything NICE has said on Dementia: assessment,
management and support for people living with dementia and their carers in an
interactive flowchart. There is brief information about the guideline for people using
services, carers and the public at ‘Information for the public’.

UTI Information
Leaflet from Royal
College of GPs
A new UTI information leaflet for older adults
who have urinary symptoms or may be at risk
of future UTIs is available. The leaflet may also
be used during primary care consultations
to facilitate dialogue between a person and
their GP on specific topics like treatment or
safety netting. It is important that the leaflet is
used as a tool to interact with people, rather
than as a ‘parting gift’.
The UTI for older adults information leaflet
can be found in the “leaflets to share with
patients” section of the TARGET website:
www.rcgp.org.uk/targetantibiotics
The College is happy to receive feedback
about how you have used or implemented
this leaflet and any constructive comments
on how it can be improved.
Please contact the TARGET team via email at
TARGETantibiotics@phe.gov.uk.

Webinars Red Bag schemes
Drawing upon the experience from
Sutton and elsewhere, NHS England’s
New Care Models and Hospital to
Home Teams have developed a ‘how
to’ The Hospital Transfer Pathway- Red
Bag Quick Guide’ which provides
implementation support for other areas
to adopt the scheme with their care
providers.
To accompany the Quick Guide,
NHS England is organising a series of
webinar sessions throughout June
and July 2018, for care providers, NHS
Trusts, acute care providers, CCGs and
commissioners.
The webinars will include presentations
from leaders within systems with
developed Red Bag schemes to share
their experiences from both a strategic
partnership and operational delivery
perspective.
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ADASS Budget Survey Summary (2018)
The overall picture is of a sector struggling to meet need and maintain quality in a context
of rising costs, increasingly complex care needs, a fragile provider market and pressures
from the NHS.
Funding:
• 91% of councils plan to use the adult social precept at least in part to meet
demographic and/or inflationary pressures, with just under half spending extra money
raised on reducing savings required.
• For the 8th year in a row, the proportion of councils’ budgets to be spent on adult
social care has increased. It now accounts for 38p in every pound of spending.
• Aggregate spending was £14.5bn against a budget of £14.5bn , which means that
in contrast to the two previous years there hasn’t been an overspend. However, this
masks that just over half of councils’ adult social care budgets have overspent, but
have financed this overspend through reserves.
Pressures associated with adult social care budgets:
• 32% of directors were most concerned about the financial pressures relating to
working-age disabled adults, in contrast to 12% for older people.
• The proportion most concerned about spending on working-age disabled adults has
almost doubled since last year.
• When asked about the biggest concern in regards to financial pressures, number 1
across all ages was: “unit price for care packages to support people with increasing
complexity of care needs”
• The proportion of respondents who plan
to make savings through efficiencies
has fallen considerably since last year
(from 55% to 27%)
• Where a breakdown was specified,
42% of directors said that reductions will
affect older people directly and 31%
said working-age adults.
• Only 28% of Directors are fully confident
that planned savings will be fully met
in the year, which is consistent with last
year’s results. In 19/20, only 6% are fully
confident of meeting planned savings.
Confidence in ability to meet statutory
duties:
• 34% of Directors are fully confident that
budgets would be sufficient to meet
all statutory duties, while in succeeding
years confidence is lower.
Impact of financial savings:
• 65% of respondents disagreed that
there has been no or minimal impact of
savings so far – and by 19/20 83% think
there will have been an impact.
26
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The areas of most concern are:
• 74% agreed that providers have faced financial difficulty
• 74% agreed that the NHS has been under increased pressure
• 64% agreed that providers have already faced quality challenges
Cost pressures:
• Cost pressures relating to older and disabled people have increased from 2.8% of the
net social care budget in 2017/2018 to 3.3% in 2018/2019.
• Services for working-age adults account for 58% of the demographic pressures on
social care budgets (42% for older people)
NHS-related pressures:
• 62% of Directors cite demand for social care as a result of premature or inappropriate
discharge as a cause of concern.
Prevention:
• In line with the two previous years, increasingly prevention is seen by Directors as one
of the most important way of realising savings. However, spend on prevention is set to
reduce in 18/19 (by 1%).
Provider fees:
• The majority of councils stated that they increased the fees they pay to providers by
between 3% and 4.9% in 17/18
Provider markets:
• Following on from the picture last year, there is continued evidence of failure in the
care market in the last 6 months, affecting at least 66% of councils.
•
Almost a third have seen
homecare providers close down in
the last 6 months, while 58 councils
have seen residential or nursing home
providers close down in the same
timeframe.
•
44 councils have had contracts
handed back.
Overall prospects for health and social
care:
•
Only 9 out of the 148 Directors
who responded feel at all optimistic
about the future state of the local
health and care economy in their
areas.
•
27% of respondents said they
think the care and support available for
people in their area will get better, while
15% said they think it will get worse – in
18/19.
Click here for Further Info
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The Health and
Social Care
Committee
Integrated Care
Report
A report on Integrated Care from the Health
and Social Care Committee, issued on 11th
June 2018, has called for the improvement
of the delivery of joined-up, coordinated
and person-centred care services.
The Committee’s enquiry explored the
development of new integrated ways of
planning local health and care services,
such as Sustainability and Transformation
Partnerships (STPs) and Integrated Care
Systems (ICSs), and delivering care, such
as Integrated Care Partnerships (ICPs) and
Accountable Care Organisations (ACOs),
which are products of the NHS Five Year
Forward View.
The report included that finding that
although STPs provide a useful forum
through which local bodies can come
together in difficult circumstances to
manage finite resources, they are not on
their own the solution to the funding and
workforce pressures on the system.
Consequently, the Committee has called
for a national transformation strategy
developed by national bodies, including
the Department, NHS England, NHS
Improvement, Health Education England,
Public Health England and CQC. This
strategy should set out clearly how national
bodies will support sustainability and
transformation partnerships, at different
stages of development, to progress to
achieve integrated care system status.
Further, the Committee found that STPs,
ICSs and ICPs currently have to work
within the constraints of existing legislation
28
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and manage rising pressures with limited
resources. This context limits progress
towards integrating care for patients. Thus,
the Government should facilitate national
bodies to work with representatives from
across the health and care community,
who should lead in bringing forward
legislative proposals to overcome the
current fragmentation and legal barriers
arising out of the Health and Social Care
Act 2012.

Policy Developments

The Economic
Value of the Adult
Social Care sector
UK Final report
Skills for Care and Development (SfCD) is
the sector skills council for people working
in early years, children and young people's
services, and those working in social work
and social care for adults and children in
the UK.
The report published by SfCD presents the
estimated economic value of the adult
social care sector in each of the four
nations of the UK, whilst also looking at the
economic value of the adult social sector
across the whole of the UK.

to be 2.6 million jobs, 1.8 million FTEs and
£45.0 billion to £48.6 billion in GVA.
Some notable comparisons made across
the four nations:
• The adult social care sector is largest in
England
• The absolute size of the sector is
proportional to the population in each
nation
• The value of adult social care GVA
is broadly comparable across all the
nations of the UK.
• The estimated GVA per capita and GVA
per person aged over 65 is highest in
Scotland
The findings of this report have been
published in order to aid policy discussions
and decisions about the sector and also
demonstrate how the sector contributes to
the economy.

The findings of the report are as follows:
• In 2016, there were approximately 1.8
million jobs in the adult social care
sector in the UK, and 1.2 million FTEs (Full
Time Equivalents). These individuals
generated directly between £24.0 billion
and £25.9 billion in GVA (Gross Value
Added), and the level of productivity
(GVA per job) was estimated to be
£19,500 - £21,100 per FTE.
• The indirect effect of the adult
social care sector is that it created
approximately 600,000 jobs (or nearly
425,000 FTEs) and £10.5 billion to £11.0
billion in GVA. The indirect effect is due
to the purchase of intermediate goods
and services by the adult social care
sector.
• The induced effect of the adult social
care sector (additional spending by
those directly and indirectly employed
through the adult social care sector) is
estimated to be the employment of over
250,000 (over 176,000 FTEs) and £10.9
billion to £11.7 billion of GVA.
• The total direct, indirect and induced
value of the sector in the UK is estimated
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NHS Pay Review Body 2018 Report
Thirty-First Report 2018
The report this year in the context of the most significant change to the Agenda for
Change (AfC) pay structure since its introduction in 2004. This major pay development
covers 1.2 million staff (FTE) across the UK and affects a pay bill of over £43 billion. The
UK Government intends a substantial investment in the AfC workforce who are working
hard to maintain services to patients while under pressure from changing and increasing
demand. Against this background, our report considers the evidence and makes
observations on the implementation and operation of the three-year AfC pay agreement.
Our overall conclusions on our standing remit and our observations on the AfC pay
agreement from 2018/19 to 2020/21
• We have been struck by the high levels of consensus among external commentators
and the parties on the opportunities and significant challenges facing the NHS.
• It is clear that workforce issues are of the most significant concern and of the highest
priority for healthcare providers.
• The evidence suggests that pay restraint has contributed to efficiency savings within
the NHS, but is not contributing to the recruitment, retention and motivation of NHS
staff.
• There is a workforce gap identified in the draft Health and Social Care Workforce
Strategy for England which is creating an unsustainably
high level of vacancies, work pressures and potential risks to
patient care. There are some plans in place, which contain
significant risks, to bridge that gap by 2021 but the gap will
persist to 2027 if there is no action on workforce numbers,
productivity or service redesign.
• The recruitment risks to the plans are chiefly domestic routes
into nursing, potential impacts of Brexit, reduced advocacy
among AfC staff and medium term reward.
• The retention risks to the plans are high workload, insufficient
flexible working, leadership capacity and medium term
reward.
• There has been considerable effort and goodwill by the NHS
Staff Council in reaching a three-year agreement on AfC pay
in England.
• The agreement provides a balanced package of pay
reforms that aim to address the concerns of both AfC staff
and employers, and to contribute to the sustainability of the
workforce. It includes enhanced starting pay, protection for
the lowest paid, restructuring of pay bands and improved pay
30
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progression supported by renewed performance management.
• In agreeing the design of the new pay structure the parties have taken a planned,
medium term approach to manage the transitional effects and to address the
affordability of pay increases.
• Overall, we conclude that the elements of the agreement, when taken together,
begin to respond to our conclusions from the evidence on recruitment, retention
and motivation. We look forward to monitoring the impact of the pay agreement on
bridging the workforce gap, and stress the importance of delivering wider workforce
developments as part of pay reform.
• The complexity of the agreement requires effective communications with AfC staff,
given that the effect on pay increases for individual AfC staff, and within each band,
will vary considerably.
• Effective performance management systems, which improve organisational
performance and working lives for staff are difficult to implement and operate.
• To ensure that the proposed system does support the delivery of better patient care,
NHS organisations should not underestimate the substantial volume of work required to
implement and run the new system.
• The gender pay gap for AfC staff and any effects the new pay structure may have
on that gap will require monitoring. We look forward to the parties’ equality impact
assessment to support the agreement.
• We note that the Scottish Government announced 2018/19 pay awards for AfC
staff on 9 June 2018. The AfC
agreement allowed the parties
in Scotland, Wales and Northern
Ireland to discuss whether and
how the content of the agreement
could be implemented.
Negotiations were underway but
were not completed in time for
this report and we would welcome
updates on the outcomes.
Read full report here
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The CMA’s decision
The Competition and Markets Authority
(CMA) began an investigation in June
2017 under consumer protection law,
following concerns that a number of
care home providers’ contractual terms
and practices might be unlawful. The
investigation focused upon particular care
homes who require fees to be paid for
extended periods after a resident has died
(in addition to concerns relating to care
homes charging large upfront fees).
In March 2018 this investigation was
published. The CMA outline what care
homes need to do to meet their consumer
law obligations in relation to the following
matters that may arise following the death
of a long-term resident.
Two of the main points to the CMA decided
were that they are unlikely to object to
contract terms which permit a care home
to charge fees:
• for no more than a period of up to
three days, from the day following the
resident’s death, provided that provision
is made for fees to stop being charged if
a new resident occupies the room within
this period; or

• until possessions are cleared from the
resident’s room by their representatives,
provided that a period of no more than
ten days is included in the contract term
for fees to cease from that point.
Several points in the CMA’s final decision
reflect Care England’s input during a
consultation held between the two parties
including the CMA’s decision to not
incorporate the agreements held between
the Local Authority and care home, as
there is no financial detriment to the
individual.
Following the publication of the CMA’s
advice care homes are expected to review
and if necessary change their contract
terms and practices or risk enforcement
action.
https://assets.publishing.service.gov.uk/
government/uploads/system/uploads/
attachment_data/file/712758/death_fees_
consultation_response_final.pdf
https://assets.publishing.service.gov.uk/
media /5b0fe9f7ed915d2cddac8268/
death_fees_advice.pdf

NHS Improvement- Guide to reducing
long hospital stays
The NHS has announced
plans to reduce long stays in
hospitals thereby freeing up
thousands of hospital beds
ahead of winter.
The plans aim to reduce
the number of patients who
spend over three weeks
in an acute hospital every
year (which is currently
around 350,000) by 25% so
that more beds are created
for the sickest patients whilst
also reducing the burden on
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services.

a supporting role.

The guide, issued on
13th June 2018, explains
what can be done to
implement the approaches
proven to reduce the
length of stay. The guide
is directed towards acute
and community trusts,
but refers to how system
partners, social services,
the voluntary/third sector,
independent care providers
and unpaid carers can play

Such approaches include;
• 6As for managing
emergency admissions
is a tool which allows for
the review of the options
that could have been
chosen at the point the
emergency department,
primary care etc.
requested an admission.
This tool may assist in
patients being admitted
on optimal pathways.

Workforce
The 6As approach
works best when there
is multidisciplinary
representation, including
from external partners in
social care, the voluntary
and independent
sectors, and primary and
community services. The
6As approach should
inform wider plans to
improve care across the
system.
• Multiagency discharge
event (MADE) is a

process that brings
together senior staff from
across a local health
and social care system
to review individual
patient journeys. The
aim is to introduce peer
challenge between
community and hospital
teams, increase the
number of discharges
and generate plans
to address process
constraints in the system
• Health and social care

multiagency peer review
is an effective sectorled improvement tool
whereby a local system
invites a team of external
peers from other health
and social care systems
to conduct a review
using agreed key lines of
enquiry.
https://improvement.nhs.
uk/documents/2898/Guide_
to_reducing_long_hospital_
stays_FINAL_v2.pdf

Preventing Radicalisation (Mental Health)
Level 3 e-learning module now live
Health Education England e-Learning for Healthcare has worked with the Department
of Health and Social Care, NHS England and the Home Office to host a new Preventing
Radicalisation (Mental Health) Level 3 e-learning module for use by all health and care
staff.
The e-learning module offers an introduction to the Prevent duty for mental health
practitioners and explains how it aims to safeguard vulnerable people from being
radicalised to supporting terrorism or becoming terrorists themselves. Completion of the
module will provide an important foundation on which to develop further knowledge
around the risks of radicalisation and the role that health and care colleagues can play
in supporting those at risk. The training addresses all forms of terrorism and non-violent
extremism.
Organisations should use the Prevent training and competencies framework to guide
them in the completion of a Training Needs Analysis to identify how many staff members
are defined as requiring Level 3 safeguarding/Prevent training. Please then consider
which additional staff members require Level 3 training, either through the face to face
WRAP training, or online via the mental health or generic e-learning packages. Both
e-learning packages meet the Level 3 training competencies for Prevent.
The programmes outlined above can be accessed as follows:
Level 3 Training:
• Face to Face Workshop to Raise Awareness of Prevent: led by organisational Prevent
trainers
• e-Learning (e-Learning for Healthcare) Preventing Radicalisation Level 3:
https://portal.e-lfh.org.uk/Component/Details/511790
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• e-Learning Preventing Radicalisation (Mental Health) Level 3: https://portal.e-lfh.org.
uk/Component/Details/523782. This is also available at https://www.elearning.prevent.
homeoffice.gov.uk/mentalhealth
Mental health practitioners should use the Preventing Radicalisation (Mental Health)
module that has been specifically developed for this professional group. The generic
Preventing Radicalisation module can be used by all members of the health and care
workforce.
The programme is available on a NHS compatible platform which means completion of
the programme can now be tracked if working in a health and care setting.
To access the e-LfH programme:
1. Preventing Radicalisation Level 3 session and eAssessment is now live on the e-LfH
Hub within the Statutory and Mandatory Programme: https://portal.e-lfh.org.uk/
Component/Details/511790.
2. The new Preventing Radicalisation (Mental Health) Level 3 is also live:
https://portal.e-lfh.org.uk/Component/Details/523782.
You will need to login/register to access these modules. For more information about
the programme visit https://www.e-lfh.org.uk/programmes/statutory-and-mandatorytraining/.
The e-learning programme is also available on ESR.
Trusts may download a copy of the latest files to embed the e-learning into their
local learning management system, using this link: https://hyperdrive.egnyte.com/fl/
X0fDnm5IEw.

The Big Picture
Sharon Blackburn, National Care Forum
In 2015-16 I had the privilege of being awarded a Florence Nightingale Foundation
Leadership Scholarship which was sponsored by Garfield Weston Foundation, supported
by my employer the National Care Forum. As part of the scholarship I completed a
project on the subject of integration with the sole aim of contributing to the step change
that needs to take place for people using services…that’s you and me…not just ‘them’.
This animation has been created to support staff wherever they work to consider ‘how to
be the change they want to see’. The animation has been informed by people who use
services; their families and so many people who afforded me time across the devolved
administrations in the UK to share that which was good and more often that which
needed to change. https://vimeo.com/274947682
The context:
Integration has been a theme; an aspiration that has travelled with me during my career
to date. During that time, in England much progress has been made in delivering person
centred outcomes for people using services but we are not there yet. This looks and feels
34

July 2018, Care Agenda

Workforce & Members’ Voice
so different depending where the person is in the system. The language that is used is also
confusing. The words may be the same but different meanings are attributed.
People who use services do not understand the differences and nuances until it
personally impacts upon them or their loved ones. They expect people to share relevant
and pertinent information about them; they do not expect each professional to carry out
duplicate assessments.
All staff working across health; social care and housing systems need to work together to
achieve the best outcomes for people, irrespective of the constraints that can sometimes
conspire to work against what they would like to achieve, such as existing policy; cultures
of organisations; legislation…the list could go on.
Achieving it will depend on each person in the various systems playing their part. It will
require a shift in how nurses; care and all staff across Health; Care and Housing Systems.
think and behave, this means you and me!.
Ask yourself “do you know what you don’t know…what will you do to rectify this”…”how
can you and will you be the change you wish to see?”

Residents embrace interactive
technology at Norwich care home
As part of NorseCare’s commitment to providing innovative and modern technology to
support residents living in its care homes, a new motion-activated projection system has
been installed at Mayflower Court at the Bowthorpe Care Village in Norwich.
Residents at Mayflower Court, where NorseCare provides care and support to up to 80
people living with dementia, have been enjoying the new omiVista Mobii Interactive
Projection System which displays images, music, games, quizzes and much more. The
system works by projecting dynamic images on to
a clear, clean surface and is designed to stimulate,
engage and encourage active participation by
those who use it.
Kate Grange, NorseCare’s Dementia Lead explained:
“there are so many ways the team at Mayflower
Court can use the system with residents. It’s great
that it is portable and height adjustable, so we
can use it in lots of different areas of the home. It’s
already proved to be an exciting enhancement to
the already busy activities programme that we have
at the home.”
Karma Wensley, Manager at Mayflower Court also
praised the system: “the care staff have picked
up how to use the system really quickly, and it’s so
interactive. We’ve had residents painting, playing
bubble games and watching fish on a coral reef –
it’s really lovely to see.”
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Passport into Leadership Programme
This is a CapitalNurse programme, which is supported by Health Education England and
the Leadership Academy in North London Partners STP, was for 40 Care home nurses who
were either managers or deputies in the ICS.
The links to the evaluation, the poster presentation and the video of Caroline telling her
story about a placement in a home are all here:
1. PIL evaluation
2. Video - 'a 5 minute watch of a student nurse’s fantastic experience of a clinical
placement in a care home'
3. PIL Poster - see attached to the newsletter
It is the first such programme ever, to bring nurses together across the independent and
the charitable sectors across an STP - the 5 borough Directors of Adult Social Services
have been very supportive.

The programme intended to:
1. Increase the profile of care home and other
nurses in social care settings in North Central
London
2. Gain increased respect for, and understanding
of, the crucial role played by nurses in care
homes/third sector/hospices and social care
settings
3. Increase opportunities for greater collaboration
and partnership as nurse leaders within health
and social care, with our Trusts and universities
1. Increase the leadership capacity, capability and
confidence of nurse leaders in the care home
sector
Facilitation for:
High participation
workshops, videos,
rostrum theatre,
stakeholder &
participant
interaction

What participants said they
learnt to do differently:
• Problem analysing
Content focus on:
Increasing influence • Planning change
• Networking
on performance
partners and staff, • Making improvements
collaboratively
Quality
• Giving teams a stronger
Improvement and
sense of direction
Networking
Average Attendance • Motivation to change their
own practice
92.6%
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Change, development and support for organisations, teams and
individuals

Passport Into
Leadership
Five-day leadership programme.
Feb-April 2018, for 38 nurses and
managers from Care Homes across
North Central London in which
senior NHS Nurses, University
staff, Local Authority and CCG
managers also participated on 2 of
the 5 days.
Participant: There is a misconception
about Care Homes and if you work
there you are no good at
anything…it‘s just a safe place to
settle in, no one will touch you. That’s
not right – we are caring people and
actually care for those in need. With
an ageing population you need people
to promote the need to care. Someone
had to take us out of our box of
loneliness and despair

How useful was today?

(typical daily feedback scores)
Typical feedbac
• Sessions are engaging, energising,
full of realistic ideas
• Discussions well managed when
topic becomes hot
• Very easy to listen to, and
understand.
• They are fantastic. They are clear in
their explanations
• Amazing course – I recommend it for
all managers to attend
• I think you guys are organised and
really make learning interesting and
interactive, and you make us think 2
Yammer
0 yammer
0 0r

0

0

0

0
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2

1 2 3 4 5 6 7
8 9 10
Evaluation data indicates the programme has:
• Liberated experience and energy to improve
the quality of care
• Demonstrated to participants how much
expertise they possessed together and how to
share it with each other
• Spread good practice
• Offered practical tools that participants value
• Driven improvements in Care Homes
• Supported London system improvements

Skills for Care News

Skills for Care News
New learning and development guide
Skills for Care has launched a learning and development guide for managers.
It provides a starting point in how to develop an effective and efficient learning and
development plan for your organisation.
This interactive guide highlights the importance and benefits of learning and
development opportunities and how to identify the needs of your services. It introduces
you to different learning opportunities and how to find out what is best suited to your
business needs and those of your workforce.
View the new learning and development guide.

Consultation open on new guidance around conversational assessment
Skills for Care is working with Think Local, Act Personal (TLAP) to develop guidance around
conversational assessment.
The guide draws on learning from over 150 projects to explain the principles of
conversational assessment to help social care and health workers use this approach in
their organisation.
The draft guide is now out for consultation and we’d welcome your feedback - in
particular if there’s anything missing and how you might use it in your organisation. If
you’re already using conversational assessment, we’d love to know what you’re doing.
Download the draft guide here and send your comments directly to
Jim.Thomas@skillsforcare.org.uk by 01 September 2018.

The Care Certificate: helping you to assess with confidence seminar
Wednesday 05 September 2018 – Telford
If you’re responsible for assessing the Care Certificate, this Skills for Care seminar is for you.
It’s designed to answer all the questions you may have about assessment and provide
you with the confidence, skills and tools you need to meet the Care Certificate standards.
This practical half day seminar is packed full of information, guidance and activities; as
well as knowledge and tools that you can take back to your workplace and use straight
away. It looks at methods of assessment and explores what makes ‘good’ evidence as
well as how to make an assessment plan. Find out more and book your place Telford.

Values based interviewing: helping you recruit the right person with the
right values the first time
Tuesday 31 July 2018, London
Skills for Care’s practical seminar will explain the principles of values based recruitment
and teach you the techniques to uncover a candidate’s personal values. Recruiting
candidates whose personal values match those of your organisation helps you recruit the
right person the first time, saving you valuable time and resources.
Find out more and book your place.
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The 100-year life: the role of housing,
planning and design
Future of care
One in three children born in the
UK today can expect to live to
100 – presenting challenges and
opportunities to innovate.
Co-producing housing, planning and
design solutions with older people can
support us to live independently in our
own homes for longer – and generate
new markets.
This report – written in conjunction
with Design Council and the
Centre for Ageing Better – sets out
recommendations for central and
local government, builders, planners,
designers and lenders.

Updated Care England Local Lobbying
Pack 2018/19
The pack is designed to support Care England members, if they so wish, to lobby their
local authority about the fee level for 2018/19. NB in some cases, fees have already been
set, whilst in other local authority areas, the fee level is still in development. The pack itself
covers both eventualities as it seeks to engage the local authority leaders in supporting
paying the true cost of care for services that the local authority is commissioning.
The pack includes:
• a template lobbying letter (Care England Local Lobbying Pack 2018-19 appendix A)
and
• an associated spreadsheet (Care England Local Lobbying Pack 2018-19 appendix B),
providing details of market conditions for older people services.
Can be accessed via the Care England Member webpage (http://www.careengland.
org.uk/user/login?current=node/1 ), under the section “Lobbying pack, letters, and other
briefings”
Note: members who are not registered yet to access the Members section on our website,
request it by sending email to info@careengland.org.uk
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Citizens’ rights and EU Settlement
Scheme – update
The UK Government has published more details about the new scheme for
EU citizens and their families, to allow them to continue living and working
here as now after the UK leaves the EU.
This is an important step in delivering the reciprocal agreement with the
EU, which also guarantees the rights of UK nationals living in the EU.
The agreement recognises the valuable contribution that EU citizens make
to the UK, and that UK nationals make to the EU. We want EU citizens and
their families who have made the UK their home to stay, and the process
we are setting up will mean they can do so quickly and easily.
A simple and straightforward scheme will be phased in later this year, and
will gradually open more widely until its full launch by the end of March
2019, to enable EU citizens arriving before the end of 2020 to apply for their
status. Today’s publication includes the draft Rules for the scheme, as well
as confirming that:
•

Applications will be via a short online process.

• Most EU citizens will only need to prove their identity and demonstrate
their residence in the UK. They will be required to declare whether they
have any criminal convictions
• and will be checked that they are not a serious or persistent criminal.
• It will cost £65 and £32.50 for children under 16.
• It will be free for those with valid documented permanent residence or valid indefinite
leave to remain or enter.
A range of user-friendly guidance and support, including a customer contact centre, will
be in place when the scheme launches to help citizens through the process, and we are
taking particular care that adequate support is in place for more vulnerable citizens.
The Immigration Rules for the scheme will be formally laid before Parliament later this
summer and we will, meanwhile, continue to engage with stakeholders, including
employers, local authority representatives and community groups, about the detailed
design of the scheme.
You can read more about the scheme at GOV.UK. Also, look out for communications
tools which employers, service providers and networks can use to help keep EU citizens
informed. We will be in touch with further information about this soon.
EU citizens and their family members do not need to do anything now. There will be no
change to their current rights until the end of the implementation period on 31 December
2020, and the deadline for applications to the scheme for those resident here by the end
of 2020 will be 30 June 2021.
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How to meet NICE Quality Standards and CQC’s Key Lines of Enquiries for

Oral Care using Mobile Care Monitoring

G

ood oral care isn’t just about having
a nice smile. Looking after residents’
oral hygiene can prevent many other
diseases and improve a person’s wellbeing.
Poor oral health has been linked to heart
disease, diabetes, rheumatoid arthritis,
dementia and aspiration pneumonia
according to the NHS. Oral Health
Foundation highlighted research in 2018
that found that poor oral health has been
linked to frailty and weight loss in older men,
published in the Journal of the American
Geriatrics Society. They explain that poor
oral health can make it harder for people
to swallow, eat and get adequate nutrition,
speak, and, of course, smile.
Oral Health in a Residential setting is
becoming a hot topic with CQC as people
are keeping their teeth for longer. Thankfully,
technology is supporting Care Homes with
demonstrating to CQC that a Care Home
is being Effective and Responsive.
Best practice Oral Health tools
with industry professionals
have been developed by
Person Centred Software
for its electronic

evidence of care and care planning system,
Mobile Care Monitoring. This includes Oral
Health Assessments, care plans tailored
to people’s needs, and highly detailed
real-time recording of oral care that feeds
automatically into the reports and charts. All
of these provide evidence of the oral care
support provided and how it is meeting the
NICE Quality Standards and CQC’s Key
Lines of Enquiries.
Staff must show evidence of how they
support residents to maintain good
oral health. This includes Oral Health
Assessments, recording mouth care in care
plans, and supporting daily mouth care.
Mobile Care Monitoring’s mouth care
assessments are developed with industry
professionals, which helps to create
informed care plans with consistent quality.
The care plan informs planned actions,
which can be monitored. And these planned
actions enable staff to evidence the support
provided in real-time to manage residents’
oral health and how this support is meeting
NICE Quality Standards and CQC’s Key
Lines of Enquiries. These form a holistic
resident record that provides insight into a
person’s health and wellbeing.
Call us for a demonstration of Mobile
Care Monitoring in your care setting
01483 604108
hello@personcentredsoftware.com

www.personcentredsoftware.com
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YOUR NEW
WEAPON AGAINST

INFECTION
Electrolux Professional
Web: www.electrolux.co.uk/professional
Email: epr.info@electrolux.co.uk
Tel: 08444 631 261

Follow us on Facebook Follow us on Twitter
Electrolux
@ElectroluxProUK
Professional UK
Follow us on LinkedIn
Follow us on YouTube Electrolux
Electrolux Pro UK
Professional UK

Trouble free temperature
validation to protect
against infection
Electrolux Professional are committed
to helping you create a safe and
efficient laundry within your business.
With Temp °Check you can have
peace of mind that your laundry cycle
management will be at its most efficient,
both economically and procedurally.

> Checks the temperature of the
wash cycle to validate thermal
disinfection process.
> Universal control unit, will fit
onto any Electrolux Professional
washing machine.
> Validation Reports stored for
1,000 wash cycles.
> Productivity Reports show the
efficiency of your laundry equipment,
to create a more economical laundry
and improve profitability.
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Government Statements
Long Term Plan for the NHS

On 18 June Rt Hon Jeremy Hunt MP, Secretary of State for Health, outlined the Government’s long term view
for the NHS with the Green Paper on Adult Social Care delayed until the autumn.
NHS will receive an increase of £20.5 billion a year in real terms by 2023-24—an average of 3.4% per year
growth over the next five years. The funding will be front-loaded with increases of 3.6% in the first two years,
which means £4 billion extra next year in real terms, with an additional £1.25 billion cash to cope with
specific pension pressures. Others talk about their commitment to the NHS, but this settlement makes it clear
that it is this Government that delivers, and the details will shortly be placed in the Library of the House.
For our most vulnerable citizens with both health and care needs, we also recognise that NHS and social
care provision are two sides of the same coin. It is not possible to have a plan for one sector without having
a plan for the other. Indeed, we have been clear with the NHS that a key plank of its plan must be the full
integration of the two services. As part of the NHS plan, we will review the current functioning and structure
of the Better Care Fund to make sure that it supports that. While the long-term funding profile of the social
care system will not be settled until the spending review, we will publish the social care Green Paper ahead
of that. However, because we want to integrate plans for social care with the new NHS plan, it does not
make sense to publish it before the NHS plan has even been drafted, so we now intend to publish the social
care Green Paper in the autumn around the same time as the NHS plan.
Alongside the 10-year plan, we will also publish a long-term workforce plan recognising that there can be
no transformation without the right number of staff, in the right settings and with the right skills. This applies
to both new and existing staff. As part of this, we will consider a multi-year funding plan for clinical training
to support this aim. Similarly, we know that capital funding is critical for building the NHS services of the
future and, again, we will consider proposals from the NHS for a multi-year capital plan to support the
transformation plans outlined in the long-term plan.
During a short debate after the statement Jonathan Ashworth MP (Lab), Shadow Health Secretary, accused
the Government of abdication of responsibility for leaving social care out of the settlement. Norman Lamb
MP (Lib Dem) called for ‘genuine cross party discussions to reach a proper, long term settlement including
consideration of a dedicated NHS and care tax’. Whilst Liz Kendall MP (Lab) Leicester West asked why the
Government was ‘ducking’ the social care issue.
Dr Lisa Cameron MP (SNP) East Kilride, Strathaven & Lesmahagow called for proper consideration of the
Learning Disability workforce. Marsha De Cordova MP (Lab) Battersea asked whether the Green Paper
would include social care funding for working aged disabled adults to which the Secretary of State said it
would be considered.
https://hansard.parliament.uk/commons/2018-06-18/debates/6FAA6047-F74C-40ED-9C01-CE7313E8B740/
NHSLong-TermPlan
https://www.gov.uk/government/news/prime-minister-sets-out-5-year-nhs-funding-plan?utm_
source=87cec479-1afb-4300-8a2c-1e0410a0f49c&utm_medium=email&utm_campaign=govuknotifications&utm_content=immediate
As ever, the House of Lords, took the Government to task about the funding settlement and fought the
corner for social care.
https://hansard.parliament.uk/lords/2018-06-19/debates/E1E81446-F2D4-4168-8601-56372B896AD9/LongTermPlanForTheNHS

Immigration Changes

On 14 June the Home Office announced that nurses from the Tier 2 (General) limit would exempt from the
cap. Care England has confirmed that this refers to ALL nurses working in the NHS and social care.
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-statement/
Commons/2018-06-15/HCWS768
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Carers’ Action Plan

On 5 June the Government published the long awaited and long over due Carers’ Action Plan.
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-statement/
Commons/2018-06-05/HCWS732

Parliamentary Questions
Sleep Ins: on 23 May Dr Sarah Wollaston MP (Con) Totnes asked for an update on the progress of

evaluating the potential impact to the sector of sleep in back pay liabilities and which care sector
representatives had been consulted. Care Minister, Caroline Dinenage MP, said that the work was subject
to further analysis and refinement and that due to the sensitive nature of the work no data that could be
used to identify providers or LAs had been shared with any Government Department. She said that officials
met regularly with various sector representatives including Care England.
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-05-17/145323/

Sleep Ins: also on 23 May Tom Brake MP (Lib Dem) Carshalton & Wallington asked for an update on an

estimate at any regional level of the total back pay liability for providers. The Minister, Caroline Dinenage
MP, signposted him to a previous answer 128962.
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-05-21/146053/

Pharmacy Integration: on 23 May Julie Cooper MP (Lab) Burnley asked which projects had been
supported by the Pharmacy Integration Fund. Steve Brine MP, Health Minister, said the PhIF had been used
in care homes and many other settings. The pilot urgent medicines supply service had alone in the first year
saved 38,900 GP appointments.
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-05-16/144944/

Substandard Care: on 23 May Jeremy Corbyn MP, Leader of the Opposition, asked what action the

Government was taking to deal with the substandard care that providers gave in the private care sector
which was upsetting for so many people.
https://hansard.parliament.uk/commons/2018-05-23/debates/FC0194CA-193D-4DED-8180-C1F05D070688/
Engagements

CQC Early Warnings: on 21 May Diana Johnson MP (Lab) Kingston upon Hull North asked how many

early warning CQC had issued to LAs on the potential market failure of difficult to replace social care
providers and how many LAs had received such warnings since the market oversight provisions of the Care
Act 2014 had come into force. Care Minister, Caroline Dinenage MP, provided the following response
from CQC: “The CQC’s application of the Market Oversight legislation is that it will provide a notification to
impacted local authorities when it is satisfied that service cessation as a result of business failure is likely. This
is commonly referred to as a ‘stage 6’ notification. This criterion has only been satisfied on one occasion,
in Q1 of the financial year 2018/19, when the CQC provided the relevant notification to a single impacted
local authority in relation to a single care home”.
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-05-21/146163/

Fees: on 24 May Diana Johnson MP (Lab) Kingston upon Hull North asked a further question regarding the
differences in the level of fees paid by each LA to social care providers and the proportion of residents in
each LA who funded their own care. The Minister, Caroline Dinenage MP, said that no assessment had
been made of the level of fees paid by LAs to social care providers and thus no data was available on the
number or proportion of self funded clients in each LA.
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https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-05-21/146165/

Handing Back Contracts: on 24 May Diana Johnson MP (Lab) Kingston upon Hull North asked a third
question regarding the amount of times that care home providers had handed back contracts to provide
social care to LAs. Caroline Dinenage MP, Care Minister, said that data about local contracting was not
collected.
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-05-21/146166/

LD Nurses: on 25 May Neil Coyle MP (Lab) Bermonsey & Old Southwark asked how many learning disability
nurses were employed by the NHS. Health Minister, Stephen Barclay MP, gave the following information:

Learning disabilities/ difficulties nurses in NHS trusts and CCGs in England as at 30 September each specified
year and latest data available, (FTE).

Learning Disabilities / Difficulties Nurses
September 2010
5,137
September 2011
4,667
September 2012
4,311
September 2013
4,035
September 2014
3,776
September 2015
3,577
September 2016
3,442
September 2017
3,305
January 2018		
3,350

Source: NHS Digital Monthly Hospital and Community
Health Services workforce statistics
On 9 May we announced £10 million funding for
incentives for postgraduate students who go on to
work in mental health and learning disability fields,
as well as those postgraduates who go on to work in
community nursing roles. We are working closely with
stakeholders on the roll out of the scheme.
Click here

Dementia: On 1 June Caroline Dinenage MP, Care Minister, corrected her response to Dan Jarvis MP’s
(Lab) Barnsley Central question regarding the amount of money spent on dementia research. The Minister
said:
The Department funds research on health and social care through the National Institute for Health Research
(NIHR). NIHR does not usually ring-fence funds for specific disease areas such as dementia. NIHR welcomes
funding applications for research into any aspect of human health including dementia. Applications
are subject to peer review and judged in open competition, awards being made on the basis of the
importance of the topic to patients and health and care services, value for money and scientific quality. In
all disease areas, the amount of NIHR funding depends on the volume and quality of scientific activity. NIHR
funding for dementia research grew to £44.6 million in 2016/17, up from £37 million in 2015/16. This is a major
contribution to meeting the commitment under the Government’s 2020 Dementia Challenge, to maintain
funding at £60 million a year. The other main public funders of dementia research are the Medical Research
Council, which in 2016/17 spent £30.6 £36 million, and the Economic and Social Research Council, which
spent £2.5 million, to bring total Government spending on dementia research to £83.1 million.
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-05-16/144915/

Learning Disabilities: on 3 June Barbara Keeley MP (Lab) Worsley & Eccles South asked a number

of leading questions regarding LD. She enquired how many people with a learning disability or autism
had been discharged into community settings from hospital. How many beds in in patient settings would
be closed by March 2019 as a result of the Building the Right Support Strategy. Lastly Ms Keeley asked
how much money had been transferred from health budgets to each LD to fund the development of
community support for people with learning disabilities, autism and behaviour that challenges under the
Transforming Care Programme.
In response Caroline Dinenage MP, Care Minister, gave the following response:
Ray James, National Learning Disability Director at NHS England outlined that by March 2019 National
Health Service commissioners in England plan to decommission just over 900 beds in mental health hospitals
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previously used by patients with a learning disability, autism or both.
The Assuring Transformation (AT) dataset provides data on the numbers of people with learning disability
and/or autism admitted and discharged from mental health hospitals.
Data is not collected centrally on the number of people with learning disability and/or autism admitted and
discharged from all hospitals.
The following tables show admissions from the community and discharges to the community for the last
three financial years. Figures reported are for the number of admissions and discharges and not the number
of people as this is the format in which the data are collected. Presenting the data in this way also enables
discharges and admissions over the three years to be directly compared. Over this three year period some
people may have been admitted and discharged more than once. All data are taken from the AT data
set as at 31 March 2018. NHS England does not hold information centrally regarding how much money
has been transferred from health budgets to each local authority to fund the development of community
support.
All data are taken from the AT data set as at 31 March 2018.
NHS England does not hold information centrally regarding how much money has been transferred from
health budgets to each local authority to fund the development of community support.
Discharges to the community as at 31 March 2018*

2015/16
2016/17
2017/18

Learning
Disability Only

Autistic
Spectrum
Condition Only

855 (56%)
865 (54%)
700 (44%)

265 (18%)
385 (24%)
550 (35%)

Both (Learning
Disability
and Autistic
Spectrum
Condition
390 (26%)
360 (22%)
335 (21%)

Total

Both (Learning
Disability
and Autistic
Spectrum
Condition
315 (25%)
310 (22%)
295 (24%)

Total

1,510 (100%)
1,610 (100%)
1,580 (100%)

Source: AT data set
Admissions from the community as at 31 March 2018*

2015/16
2016/17
2017/18

Learning
Disability Only

Autistic
Spectrum
Condition Only

690 (54%)
700 (50%)
485 (39%)

265 (21%)
380 (27%)
470 (38%)

1,275 (100%)
1,395 (100%)
1,250 (100%)

Source: AT data set
Notes: The AT data set does not directly identify whether an admission is from the community or is a transfer
from another hospital setting. Similarly, the data does not directly identify whether the end of an episode of
care is a discharge to the community or a transfer to another hospital setting.
These figures represent the best estimate of admissions from the community and discharges to the
community, based on previous records for the patient and whether a previous admission date is recorded.
For this reason, these figures cannot be compared directly to admission and discharge figures published by
NHS Digital in their monthly publication which include transfers from other hospital settings.
Delays in the recording of admissions on AT may affect the figures– the admissions count for 2017/18 is likely
to be understated due to late reporting of admissions that took place in the last two or three months of the
financial year.
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Numbers have been rounded to the nearest five to minimise disclosure risks associated with small numbers. It
should be noted that rows will therefore not always add up to the total. Percentages have been calculated
based on the unrounded numbers.
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-05-22/146805/

Palliative Care: on 5 June Sarah Champion MP (Lab) Rotherham asked what means the DHSC collected
information on the preferences for care for people at the end of life since the discontinuation of the
National Survey of Bereaved People (VOICES). Caroline Dinenage MP, Care Minister, said “Since 2012
the National Survey of Bereaved People (VOICES) survey has provided valuable insight into the quality of
care delivered to people in the last three months of their lives, highlighting variations in the quality of care
delivered in different areas of the country and to different groups of patients. Following publication of the
last set of survey results in June 2016, NHS England held a consultation on the future of the VOICES survey to
seek views on the approach and relevance of the survey to ensure that it remained fit for purpose. Whilst
the response showed that the VOICES survey remained a valuable tool, key amongst its findings were that
the majority of respondents indicated that the VOICES survey would be more helpful if the sample size were
made large enough to report at a local commissioner level.
Following this, work was undertaken to revise the survey and consider approaches to a larger sample size
and then put in place arrangements to re-commission the VOICES survey. NHS England has been involved
in discussions with the Office for National Statistics, which collects the death registration data used to
identify survey recipients, about arrangements for access to the data for the new survey. Changes to the
safeguarding arrangements on data-sharing, designed to ensure any concerns about care raised via the
survey can be appropriately investigated, have resulted in delays to commencing the new VOICES survey.
Work is ongoing to resolve this matter, and a timetable for the publication of the next survey cannot be
provided at this time.
Finally, there are other means through which personalisation and choice at the end of life are assessed and
monitored; for example, through the Care Quality Commission’s inspection regime, which now rates end of
life care as a core service, and via the National Audit for Care at the End of Life, commissioned on behalf of
NHS England by the Healthcare Quality Improvement Partnership”.
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-05-23/147456/

Sleep Ins: on 6 June Neil Coyle MP (Lab) Bermondsey & Old Southwark asked what support the DHSC had
provided to local authorities and other providers to help them retrospectively fund sleep in shifts at the NMW
rate. In response Caroline Dinenage MP, Care Minister, gave the stock response about working with the
sector.
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-06-01/148821/

Funding Gap: on 6 June Diana Johnson MP (Lab) Kingston upon Hull North asked what estimate the
DHSC had made of whether there was a gap between what LAs paid care providers for social care and
what providers required to meet people’s needs. Caroline Dinenage MP, Care Minister, confirmed that
no such estimate had been made and that the Care Act 2014 placed a duty on LAs to promote diverse,
sustainable, high quality market of care and support providers for people in their local area.
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-05-24/147845/

Finance: on 7 June Diana Johnson MP (Lab) Kingston upon Hull North asked about funding delivered
via the innovation and BCF and also the Relative Needs Formula. Rishi Sunak MP, Parliamentary UnderSecretary of State HCLG, skated the answer by saying “The £2 billion for adult social care announced at
Spring Budget 2017 has been allocated almost entirely using the improved Better Care Fund formula, which
takes account of ability to raise money through the council tax precept for social care. That means it is very
well targeted at areas of greater need and market fragility. However, as we recognise that all councils face
social care pressures, 10 per cent of the funding is allocated using the Relative Needs Formula (RNF). All the
additional £2 billion supplemented the improved Better Care Fund and is to be used for those purposes.
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As part of the Local Government Finance Settlement in 2017-18, Government also provided £241 million of
funding through the Adult Social Care Support Grant, allocated entirely using the RNF. And in February 2018,
the Local Government Finance Settlement announced Adult Social Care Support Grant for 2018-19 of £150
million”.
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-05-24/147839/

De-registrations: on 7 June Diana Johnson MP (Lab) Kingston upon Hull North asked yet another handful
of pertinent questions regarding the number of social care provider de-registrations. The Minister, Caroline
Dinenage MP, gave the following data from CQC showing providers that had deregistered between 1 April
2010 and 31 March 2018.
Number of adult social care providers that deregistered between 1 April 2010 and 31 March 2018, by
financial years and the reasons for deregistration over the same period.
Number of Provider Deregistrations by Financial Year

Region
East
Midlands
East of
England
London
North
East
North
West
South
East
South
West
West
Midlands
Yorks
& the
Humber
Total

2010/11
1

2011/12
57

2012/13
72

2013/14
74

2014/15
71

2015/16
65

2016/17
93

2017/18
106

4

101

92

83

81

77

119

101

1

94
85

134
29

132
33

127
37

130
45

151
36

150
29

4

81

99

105

94

122

116

109

3

129

152

143

135

149

189

164

2

74

132

104

96

108

121

99

2

67

98

85

102

100

94

92

55

66

66

69

63

87

75

743

874

825

812

859

1006

925

17

Notes: Registration for adult social care providers under the Health and Social Care Act 2008 started in
October
2010 and it would
be expected
that 09:35
therePage
would
R075 CARE_ENGLAND_175
x 55_Layout
1 08/09/2017
1 be few deregistrations for 2010/2011 fiscal year.
Adult social care providers are providers with type/sector as social care organisation (prior to the
introduction of inspection directorates) or inspection directorate as adult social care.
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De-registrations which occurred because the care home closed or because of a legal entity change or
change of the provider.

East Riding of Yorkshire Local Authority
Financial Year
of Deactivation
2011/12*
2012/13
2013/14
2014/15
2015/16
2016/17
2017/18
Total

Total number of Number of legal
care homes that entity changes
deactivated
or provider
changes
15
5
10
4
8
4
7
4
15
8
7
2
11
3
73
30

Other changes
with successor
locations

Remaining
deactivations
(closures)

0
0
0
0
0
0
0
0

10
6
4
3
7
5
8
43

Other changes
with successor
locations

Remaining
deactivations
(closures)

0
0
0
0
0
0
0
0

3
4
1
1
5
4
7
25

Kingston upon Hull, City of Local Authority
Financial Year
of Deactivation
2011/12*
2012/13
2013/14
2014/15
2015/16
2016/17
2017/18
Total

Total number of Number of legal
care homes that entity changes
deactivated
or provider
changes
5
2
5
1
2
1
1
0
7
2
8
4
9
2
37
12

England (Including East Riding of Yorkshire and Kingston upon Hull, City of Local
Authorities)
Financial Year
Total number of Number of legal Other changes Remaining
of Deactivation care homes that entity changes with successor
deactivations
deactivated
or provider
locations
(closures)
changes
31
10
1
20
2010/11
2011/12*
2156
1,185
55
916
2012/13
1358
582
57
719
2013/14
1,060
435
23
602
2014/15
1,291
484
17
790
2015/16
1,213
430
28
755
2016/17
1,493
607
39
847
2017/18
1,192
456
23
713
Total
9,794
4,189
243
5,362
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Note: *Registration for adult social care providers under the Health and Social Care Act 2018 started in
October 2010 and it would be expected that there would be few deregistration’s for 2010/2011 fiscal year.
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-05-24/147847/

Sleep Ins: on 7 June Neil Coyle MP (Lab) Bermondsey & Old Southwark asked what estimate the Minister
had made of the number of the Social Care Compliance Scheme participants that will cease to be viable
by the completion date of that scheme. Care Minister, Caroline Dinenage MP, gave a stock answer stating
that the Government was exploring options to minimise the impact of sleep ins liabilities on the social care
sector.
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-06-01/148822/

Number of Care Homes: on 12 June Lord Naseby (Con) asked how many residential care homes and
beds there were since 1997. Health Minister, Lord O’Shaughnessy, gave the following table:
England				
Beds in Residential Homes		
Beds in Nursing Homes			
Beds in Non-Medical Care Homes
Total care home beds			

31 March 2007			
265,539			
182,920			
298				
448,757			

3 April 2017
238,684
221,110
N/A
459,794

England				
Beds in Residential Homes		
Beds in Nursing Homes			
Beds in Non-Medical Care Homes
Total care home beds			

31 March 2007			
265,539			
182,920			
298				
448,757			

3 April 2017
238,684
221,110
N/A
459,794

Sources: Commission for Social Care Inspection (2007), Care Quality Commission Care Directory With Filters.
Note: Care homes that offer beds with nursing and beds without nursing are classified as nursing homes.
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Lords/2018-06-05/HL8369/

Continuing Care: on 13 June Julie Cooper MP (Lab) Burnley asked whether the Secretary of State
had plans to reduce the growth in spending on NHS CHC without increasing the number of continuing
healthcare patients who are placed in residential care facilities. In response Caroline Dinenage MP, Care
Minister, said that the National Framework makes it clear that an individual’s preferences must be taken into
account when agreeing the contents and setting of a care package.
https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-06-05/150164/

Learning Disabilities: on 15 June Ian Austin MP (Lab) Dudley North asked a handful of questions on the
Disabilities Mortality Review Annual Report 2017. In response Care Minister, Caroline Dinenage MP, said
the DHSC was working with partners to see how the report’s recommendations could be implemented to
support improvements to services and would report back shortly.

https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-06-12/152690/

Sleep Ins: on 15 June Sir Nicholas Soames MP (Con) Mid Sussex asked what representations the DHSC had
received from charities on the potential effect of backdated sleep in shift payments. Caroline Dinenage
MP, Care Minister, listed LDB and the Voluntary Organisations Disability Group as two bodies that the
Department had met with on a number of occasions.

https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-06-12/152626/
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Unmet Social Care Needs: on 18 June during HCLG Question Time both Liz Twist MP (Lab) Blaydon and
Liz McInnes MP (Lab) Heywood & Middleton asked the same question; namely what recent assessment the
Secretary of State had made of the ability of Local Authorities to deliver their statutory duties for adult social
care.
Rishi Sunak MP, Parliamentary Under-Secretary of State at DHCLG said they had no immediate concerns
about the liability of Local Authorities to fulfil their statutory duties. Liz McInnes MP was shocked by this
response and stated that this year’s precept of 1% only raised 0.8% of the total adult social care budget
in the Borough of Rochdale. She went on to say that nursing home beds were being converted into
residential beds because providers were having severe difficulties in recruiting and retaining nurses. Again
she questioned the Minister as to how her Local Authority should provide the nursing home beds that
constituents needed. Rishi Sunak MP was not to be flustered and he pointed out that (a) the Government
had increased social care funding across the country (b) Rochdale had performed well in reducing
delayed transfers of care and that ‘it deserved praise rather than being talked down’.
Liz Twist MP then took the floor highlighting the recent announcement about additional funding for the NHS
but called into question the fact that there was no mention of social care in the package. The Minister, Rishi
Sunak MP, said plans would be brought forward in due course.
Finally, Andrew Gwynne MP (Lab) Denton & Reddish asked when the Minister was going to ‘do his job’
and secure the resources that our councils need to give the elderly the dignity that they so desperately
deserved. The Minister again stood his ground by quoting the £2 billion in last year’s Budget for Local
Authorities which represented a real terms increase every year from last year to next year in social care
spending and he said it was being translated into action on the ground with a 40% reduction in social care
delayed transfers of care in May.
https://hansard.parliament.uk/commons/2018-06-18/debates/4ABF5859-ADE9-464A-961E-D46CF806380E/
AdultSocialCare

Nottingham: on 19 June Ben Bradley MP (Con) Mansfield asked for information on the number of nursing
home beds in Nottinghamshire. Care Minister, Caroline Dinenage MP, said that CQC data showed that
there were 4,043 care beds with nursing in December 2017 and 4,160 in June 2018.

https://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/
Commons/2018-06-12/152868/

Tier 2 Visa Cap: During Health and Social Care Questions on 19 June Layla Moran MP (Lib Dem) Oxford

West & Abingdon asked about the effect of the Tier 2 Visa cap on recruitment in the NHS and social care
sector and said that only dealing with the NHS was half the problem. The Secretary of State confirmed that
the Home Secretary had removed doctors and nurses from the Tier 2 Visa Cap.
https://hansard.parliament.uk/commons/2018-06-19/debates/51A68BCE-4BA7-4EA4-AEB9-08C7A9168678/
Tier2VisaCap

Learning Disabilities: on 19 June Kate Hollern MP (Lab) Blackburn asked for an assessment on the quality
and availability of health and social care services for people with learning disabilities. Julia Lopez MP (Con)
Hornchurch & Upminster added to the line of questioning by asking whether unregulated domiciliary care
providers would be regulated by CQC to reassure families about quality and safeguarding. Laura Smith MP
(Lab) Crewe & Nantwich highlighted sleep ins. Lastly Luke Pollard MP (Lab) Plymouth, Sutton & Devonport
asked whether the Minister might consider extending the pay increases to support those who work with
learning disabilities in the social enterprise sector to which Caroline Dinenage MP, Care Minister, said she
would look into it.
https://hansard.parliament.uk/commons/2018-06-19/debates/1FFBADA4-ABB3-44DE-A518-946BE6602ABF/
PeopleWithLearningDisabilities
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Debates
NHS Continuing HealthCare: on 13 June Chris Evans MP (Lab) Islwyn introduced a debate in
Westminster Hall on NHS Continuing Healthcare. The motion was to consider the Government’s policy on
continuing healthcare for people with terminal illnesses. Mr Evans spoke in his capacity as a member of
the Public Accounts Select Committee (PAC) and Secretary of the All Party Parliamentary Group on Motor
Neurone Disease.
Mr Evans was disappointed to note that the Government had not taken on board many of the
recommendations from the PAC including how CCGs were not being held account for delays in assessment
and eligibility decisions. He suggested that the Government was more concerned with hitting the 28 day
decision target rather than with assessing whether judgements were accurate and in line with the national
framework.
The PAC asked the Government to update it on how awareness of CHC had been raised among relevant
groups, but no plan seems forthcoming and patient organisations are still waiting to be approached with
regards to levels of CHC awareness.
Mr Evans queried whether the Government would adhere to the deadline to carry out work providing
insight into CCG variations by Autumn 2018 and also the eligibility assessment tools. Crucially he flagged
up concerns surrounding the Government’s proposals to stop CHC eligibility decisions from being made in
acute or specialised hospitals as these could seriously disadvantage those patients in need of long term
care in such settings. In summing up Mr Evans said:
“Overall, the Government’s response to the NAO report and the Committee inquiry is disappointing and
lacklustre. As with many aspects of the Government’s health policy, it seems that they view the revisions to
the framework as a money-saving project, rather than considering the detrimental impacts the changes
may have on the patients and their families who are in desperate need of CHC funding. It feels as though
the Government have learned nothing from the report and have taken none of the recommendations on
board. I am sad to say that that seems typical of the Government in so many areas”.
Caroline Dinenage MP, Care Minister, responded to the debate. She opened by saying that one of her first
experiences as an MP was helping a constituent who had MND to get her CHC package. She confirmed
that awareness raising was essential and that work was underway by NHS England and DHSC and would be
announced later this summer.
The Minister reminded the House that the NHS continuing healthcare national framework was updated on
1 March and would be implemented on 1 October 2018. She confirmed that DHSC was working closely
with NHS England to review the NHS CHC checklist toolkit and would be due by the autumn. NHS England
is developing a pilot to test the feasibility and cost of running a sustainable case level audit of eligibility
decisions across CCGs. Furthermore NHS England is working to improve the length of assessment process,
with the last quarterly data showing that in the last quarter of 2017-18, 66% of assessments were completed
within 28 days, with the number of CCGS delivering the expecting standard of 80% within 28 days up from 52
to 87 so far this year.
The Minister confirmed that any planned efficiencies were not predicated on changes to eligibility or on
limiting the care packages available. Clinical commissioning groups have an absolute responsibility to
ensure high-quality standards of care, and any reduction in the growth in spending must not affect that.
https://hansard.parliament.uk/commons/2018-06-13/debates/528FA28D-5BF6-46AF-A4F2-EDDADAB82170/
TerminalIllnessesContinuingHealthcare

Mental Health Units: on 15 June there was a lengthy debate about mental health units and use of force.
https://hansard.parliament.uk/commons/2018-06-15/debates/E8860BA3-48D5-4C8F-9AE2-A577FE2A23DA/
MentalHealthUnits(UseOfForce)Bill
Acquired Brain Injury: on 18 June there was a debate about acquired brain injury. Members of
Parliament debated the challenges facing children and adults with acquired brain injuries. The good
practice across the country was celebrated but also difficulties identified.
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https://hansard.parliament.uk/commons/2018-06-18/debates/6619D69D-616C-4EEC-A2A5-5F3A5C082FA1/
AcquiredBrainInjury

House of Lords Abolition: also on 18 June care homes were mentioned during a debate on the

abolition of the House of Lords. David Linden MP (SNP) Glasgow East said: “There is something rather ironic.
I was saying to the staff in my constituency office that I will conclude this week with a visit to a care home
in my constituency on Friday. I thought it was remarkable that I would be able to talk this afternoon about
another care home—the House of Lords. Anyone who watched the programme “Meet the Lords” will have
heard people talking about it as the most exclusive day care unit in central London”.
https://hansard.parliament.uk/Commons/2018-06-18/debates/37FAA193-1A7C-4FD9-9F12-3275460784D4/
HouseOfLordsAbolition#contribution-50B3EE21-FAFB-4125-87C1-1C592C5482FE

Hospices and the Impact of NHS Pay Rises: on 18 June Lord Goddard of Stockport (Lib Dem)
introduced a short debate about the impact of the proposed increases in NHS pay and whether voluntary
hospices will also be able to access any additional funding being set aside to fund the proposed NHS
increases. Lord O’Shaughnessy, Health Minister, said that the Government was considering the impact
of the agreement on non NHS organisations such as hospices and would consider carefully the NHS Pay
Review Body’s report before making any final decisions. He added that “as we go forward, for non NHS
providers, be they in social care or hospices, it is important that we do not cannibalise one workforce for the
other”.
Baroness Thornton (Lab) broadened the debate and spoke about the pay of those who work in all the
charities and social enterprises that contracted with the NHS. She asked what the Minister’s reaction to the
RCN, which has called on the Secretary of State to establish a non NHS national staff council to facilitate
a more integrated way of looking at the pay of all nurses and healthcare staff in health and social care
settings. Lord O’Shaughnessy said that he was not aware of the proposal, but would look into it.
https://hansard.parliament.uk/lords/2018-06-18/debates/C44A4E2B-CFF3-41C7-852D-DD2A7C827ABC/
HospicesImpactOfNHSPayIncreases

Parity: on 5 July Baroness Wheeler will introduce a short debate on ‘ensuring Government strategy for NHS
and social care services recognise the importance of parity of esteem’.

Green Paper: on 11 July Lord Warner (CB) will introduce a short debate on the publication of the
Government’s Green Paper on the future funding of adult social care.

Select Committees
Preventative Care Outside Hospitals: on 8 June the Public Accounts Committee published is report
on Reducing Emergency Admissions. The Committee noted that

“Emergency admissions to hospitals continue to rise, despite the NHS’s efforts to reduce them. It is
lamentable that nearly 1.5 million people could have avoided emergency admissions in 2016–17 if hospitals,
GPs, community services and social care had worked together more effectively. It is frustrating that NHS
England and partners are making some progress in reducing the impact of emergency admissions for
patients and hospitals when they do happen, but no impact on reducing the numbers of admissions
that could have been avoided. NHS England needs to deliver on its five-year plan to move care into the
community and out of hospitals. This move is overdue”.
The PAC expressed concern about the combination of rising demand for social services and limited
local authority finances. It also made the link with the need to engage the voluntary sector but made no
reference to the independent sector.

Key recommendations were as follows:
•

52

NHS England should identify gaps in capacity in primary and community health care and set out how
it intends to fill those gaps. It should also consider the impact of pressures on social care provision on
emergency admissions and use this understanding to inform discussions with the Ministry of Housing,
Communities and Local Government and HM Treasury about the Green Paper on future funding of
social care.
July 2018, Care Agenda

Parliamentary Wrap-up
•

NHS England’s and NHS Improvement’s regional teams should assess the capacity that hospitals need
in terms of beds, staff and funding to deal with emergency admissions throughout the year. We have
previously highlighted the need for Trusts to have greater certainty earlier in the year of additional
funding to cope with winter pressures.

•

The Department should encourage better sharing of best practice on how the voluntary sector supports
health and social care efforts to reduce emergency admissions and understand the reliance the
system has on the sector. It should report back to the Committee on this. The voluntary sector could
be a powerful force in helping to keep people out of hospital, particularly to support health and social
care teams looking after people in their homes and communities. Volunteers could help ease pressures
on busy health and social care professionals. We challenged NHS England on the apparent lack of
emphasis on engaging the voluntary sector in reducing emergency admissions. NHS England told us
that the Department had supported the voluntary sector over several years, particularly as part of
the “discharge to assess model” in making sure that people who go back into the community have
support. It also told us that, when an ambulance is called to attend an elderly patient who lives alone
or in warden-controlled accommodation, paramedics can contact the “single point of access”, who
can mobilise the voluntary sector rapidly to come and be with the patient when the patient does not
need conveying to hospital. NHS England also said that, in several parts of the country, voluntary sector
groups could make referrals into the “single point of access”. However, there remains plenty of scope for
the Department and NHS England to engage with the voluntary sector much more systematically and
consistently on this issue, over and above what it is doing with the ambulance services. There seems to
be no national ambition to engage with the voluntary sector proactively and to best effect at the local
level. NHS England gave us a commitment to look far more proactively at the role the voluntary sector
can play. It also commented that some, albeit a modest amount, of last winter’s money had gone to
support the Red Cross with its hospital discharge and support scheme, and mentioned that the Greater
Manchester area had entered into a memorandum of understanding and partnership agreement with
nearly 15,000 voluntary organisations.

•

NHS England and NHS Improvement should set out their plans for how and by when they will determine
which interventions are most effective at reducing emergency admissions and how they will use any
findings to ensure a more targeted use of resources and funding.

•

NHS England and NHS Improvement should improve data they collect and that hospitals record so that
by the end of 2018 care can be tracked and publicly reported, together with a clear statement of what
is a harmful level of readmissions for people’s care.

https://www.parliament.uk/business/committees/committees-a-z/commons-select/public-accountscommittee/news-parliament-2017/reducing-emergency-admissions-report-published-17-19/

Integrated Care: on 11 June the Health Select Committee published its report on Integrated Care:

organisations, partnerships and systems. It includes analysis of the STPs system and is pretty damming of the
way that these were rolled out. It also concludes that thus far, integrated care does not save money as it
tends to uncover other needs and loops in the system.
https://publications.parliament.uk/pa/cm201719/cmselect/cmhealth/650/65002.htm

Reshuffle
On 12 June Dr Philip Lee MP resigned from his post as Justice Minister by declaring that he was quitting to
vote against the Government on Brexit and to call for a fresh referendum.
On the Labour front bench the following resigned before a Brexit vote: Shadow Cabinet Office Minister
Laura Smith MP, Parliamentary Private Secretaries Ged Killen MP, Ellie Reeves MP, Tonia Antoniazzi MP and
Anna McMorrin MP.

Key Dates
Parliamentary Recess: 24 July – 4 September 2018
Party Conferences:
Lib Dem, Brighton: 15-18 September
			
Labour, Liverpoool: 23-26 September
			
Conservative, Birmingham: 30 September – 3 October
Logging On: Care England Conference 14 November 2018
July 2018, Care Agenda
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Finding it hard to fill key roles?
We focus on finding the exact fit for you – no matter how
difficult your post is to fill.
• We find senior and specialist talent for health
and social care
• Our totally bespoke service is designed around you
• We have a 99% success rate in 35 years of
healthcare recruitment
You can depend on us to understand your situation, provide
sound, independent advice and find you highly skilled
candidates who will really add value to your organisation.
Call our Advice Line specially for Care England
members 01380 698146

tel: 01380 698146 office/mobile 07867 781699
hilary@rainerecruitment.com
www.rainerecruitment.com
53 High St, Market Lavington, Wiltshire SN10 4AG

HERO

Pronunciation: /ˈhɪərəʊ/ n. (pl. es)
[of uncertain origin; perhaps from Old French heroe]

1
2
3

Quote HERO
to book a demo

a person who exhibits great
bravery in everyday life
a person who unselfishly
helps others in distress
a person who does good
and fights for justice

Figuratively speaking
a person we admire
In Sekoia we consider it our mission to support the
persons who take care of those in need. We see
ourselves as Q to 007 or Robin to Batman in care.
And all heroes need a bulletproof tool kit. Sekoia is
a digital tool for care homes that frees up time to be
spent on what you do best: providing care.

Sekoia
2 EASTBOURNE TERRACE
LONDON W2 6LG
United Kingdom
Office DL: +44 07713 462853
contact@sekoia-care.co.uk
www.sekoia-care.co.uk
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Carefree HR,
Health & Safety &
CQC Inspections
Let us help you to:

– Build (and keep hold of) a

fantastic team of employees

– Take the stress out of
Health & Safety

– Make CQC compliance simple
– Free up time to concentrate
more on what you went
into business for.

0345 844 1111
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We
got ’ve
cove you
red!

citation.co.uk/care
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Introducing the new Care England Buyers Index!
An online directory for care home products and services
Care England is pleased to announce the launch of the Buyers Index, a new service
on the Care England website to help you identify and contact a wide range of care home
products and services.
Obtaining best value for money has never been more important and the Buyers Index will
grow over time to provide a reference source for many of the sector’s leading suppliers.
These companies can offer competitive quotes and cost saving solutions, as well as helping
you to deliver ever higher standards of care, run more efficiently and provide better
working conditions for your staff.
Special offers and sponsored profiles
Click here for details of the product and service categories contained in the Care England
Buyers Index. From time to time we will also run sponsored profiles of our supplier
members and special features to keep you abreast of exciting news and promotional offers.

Support the companies which support Care England
In recognition of the financial support they are giving Care England, companies who sign
up for the Buyers Index will also be designated Supplier Members and can feature a
special Care England Supplier Member logo on their promotional material. We would urge
you to support these companies and consider asking them to provide a quote for your
requirements.
There is no charge for access to the Care England Buyers Index so please start referring
to it regularly as new suppliers will be joining all the time.
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Home from home
dining

At apetito we are proud to supply meals that
are tasty, nutritious, and crafted with care by
our chefs using high-quality ingredients.
Our meals don’t just meet dietary needs, they promote
well-being by turning an everyday meal occasion into
a stand out dining experience. And our market leading
customer service means you’ll be supported by us every
step of the way.

Book your free tasting
experience today at

apetito.co.uk/tasting
Care
Homes
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2nd Floor | 40 Artillery Lane | London E1 7LS
☎ 08450 577 677 | Email: info@careengland.org.uk
Web: www.careengland.org.uk
Facebook: Care England
Twitter: @CareEngland
@ProfMartinGreen
@CareEngPolicy

Care England: Striving for fair funding
and intelligent regulation of care services
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