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This report is written as far as possible in plain English with the minimum of jargon.  All acronyms are spelt out in full when they first appear but for sake of clarity their meanings are repeated here.
	A&E
	Accident and Emergency Department (Hospitals)

	AIS
	Access to Information and Services (the Access team)

	BPR
	Business Process Reengineering

	CAO
	Contact Assessment Officer

	CAF
	Common Assessment Framework

	CPA
	Comprehensive Performance Assessment

	CSCI
	Commission for Social Care Inspection

	CYP&F
	Children, Young People & Families

	DP
	Direct Payment

	DH
	Department of Health

	EDT
	Emergency Duty Team

	ESCR
	Electronic Social Care Record

	FACS
	Fair Access to Care Services

	I&A
	Income & Assessment team

	IC
	Intermediate Care

	IM&T
	Information management and technology

	JSNA
	Joint Strategic Needs Assessment

	LAA
	Local Area Agreement

	LAC
	Local Authority Circular

	LD
	Learning Disabilities

	NCRS
	NHS Care Records Service

	NPfIT
	National Programme for Information Technology

	NSF
	National Service Framework

	MH
	Mental Health

	O.C.C.
	Oxfordshire County Council

	OT
	Occupational Therapy

	PCT
	Primary Care Trust

	PD
	Physical Disabilities

	PHR
	Person Held Record

	PI
	Performance Indicator

	PID
	Project Initiation Document

	S&CS/SCS
	Social & Community Services

	SAP
	Single Assessment Process

	SPARC
	Single Point of Access to Rehabilitation and Care

	STOP
	Services to older people
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SOCIAL & COMMUNITY SERVICES SCRUTINY COMMITTEE

10 SEPTEMBER 2008
The Single Point of Contact to Rehabilitation and Care (SPARC)
Report of the Lead Member Review Group
Section 1 ~ SUMMARY

1. Often older people receive a disjointed, confused response when they need help or advice – one that meets their needs only in part.  The needs and aspirations of older people will only be achieved if agencies work together as a whole system.  Nationally, there is a challenging agenda for change, with a commitment to having more integrated services which are built around the individual.  Partnership stands out as a core theme, consistently reinforced in numerous national documents. 
2. Integrated working is where everyone supporting a client/patient, works together effectively to put the person at the centre, meet their needs and improve their lives.  Integrating services for a rounded approach to each individual is seen by the government (and indeed by many users of services) as a means to support citizen choice, improve services and reduce risk.  Although the focus is ultimately on outcomes, process improvements and more effective working practices will help to ensure enhanced care levels through greater efficiency and value for money. .
3. In developing this report and the recommendations, the Lead Member Review Group was asked to establish any deficiencies in the way social care and health services work, to the detriment of patients/ clients and their carers.  The specific objectives of the review are set out in the scoping document in Appendix 1.

4. The Review Group recognised that a lot of work is being done by extremely hardworking staff in a number of agencies in Social & Community Services (S&CS/SCS) and Health.  However it is widely recognised that there is a great deal to do, as the report explains.

5. Measures of whole system performance are needed.  Currently only the performance of component parts is assessed.  Incentives to deliver collectively against shared outcomes remain weak.  The Review Group looks to the Local Area Agreement and its related structures to rectify this.

RECOMMENDATIONS

	The Cabinet is RECOMMENDED:

1. That the Access Team is provided with training concerning the range of advice (especially financial guidance) they may offer to clients.

2. To note that Social &Community Services contact assessment forms are held electronically and that it is desirable to attach to them images of GP referral letters;  there should be further investigation of the possibility of incorporating GP’s letters in the contact assessment forms.

3. To authorise the Director of Social & Community Services to advertise the Access Team’s contact details and to promote it as the Single Front Door in future editions of the Oxfordshire Care Directory, with consideration for a further study.
4. That the Authority should aspire to a Single Front Door Access to all public services.
5. To acknowledge the “mobile solution” using tablets and laptops to support the development of Electronic Social Care Records and to endorse these if the trial is successful when evaluated in September.
6. To ask the Director of Public Health (Oxfordshire) to lead work to implement Oxfordshire’s Information Sharing Protocol by December 2008 and in the light of (7), to remove all barriers that prevent the e-mailing of records between Health and Social Care.
7. With respect to issues around patient confidentiality, to explore further the possibility of implementing an encrypted e-mail system to allow protected, shared access to patient information. [note, a link encrypted e-mail system is not appropriate).
8. To request that a feasibility study is carried out to establish whether it is possible to transfer NHS patient identification numbers locally onto S&CS so that a unique patient reference can be used in common across agencies.
9. To ask for a report from the Oxfordshire Information Governance Steering Group annually identifying improvements in information sharing that occurred in the previous year. 
10. Alongside the Oxfordshire PCT and the acute hospital trusts, to issue a joint statement in response to this Review setting out a set of clear shared expectations as to what degree of integration and coordination can be expected by 2010.



Section 2 ~ BACKGROUND
Aims of the Review
6. A scoping document was formally adopted on 24 October 2007 (Appendix 1), although some initial preparatory work had taken place prior to this date.  The Review originated from a desire to understand how the twin concepts of ‘single front door’ and ‘common assessment’ were being realised locally.  It sought to uncover what was working well and what wasn’t and thereby identify any problems or barriers to greater effectiveness.  Three further aims were distilled out of this starting point, namely to:
· Examine the extent to which ‘Time to Change’ projects are having a beneficial effect in offering an improved customer focus.

· Consider if the ‘Time to Change’ projects are positively improving the Directorate’s approach to prevention, and how such an outcome can be demonstrated.

· Assess the extent of information sharing between the Directorate and its partners (principally health bodies), and its impact on the smooth flow of customers through the care pathway (regardless of which team provides them with advice or services).
7. The Social & Community Services Scrutiny Committee was tasked with commissioning the Review and appointed two Councillors to carry it out (Councillors Mrs Anda Fitzgerald-O’Connor and Timothy Hallchurch).  The Review has identified key issues by gathering a large amount of relevant written information and has examined a number of documents relating to services and strategies (listed in Appendix 2).  Members have held a number of semi-structured interviews with council officers and a number of organisations external to the County Council (listed in Appendix 3).  In addition they have talked to service users themselves and carers; this has been a powerful way for Councillors to uncover directly what people think about these issues.
8. It was felt that this was an important area for Scrutiny because it is a Government requirement to ensure service improvements for citizens, which will ultimately reflect on the Council via its Commission for Social Care Inspection (CSCI) inspections and Comprehensive Performance Assessment (CPA) scores, but also because of its potential to make a real difference to the quality of life for local people.  Declining satisfaction in the local residents’ survey with services for older people, combined with an ageing population, made this a timely and important area for investigation.
9. The Review topic was considered to be important as it related strongly to, for instance, the creation of better access to information and support via the Access Team and the delivery of a Single Assessment Process (SAP), both of which were required by the Local Area Agreement (LAA) 1:  Target 8 of the Healthier Communities & Older People block is to: “establish a countywide common referral and assessment process for preventive services with a 20% increase in number of referrals from various agencies.”
10. The implementation of SAP: “Implement overview Single Assessment Process in all adult social care teams by August” and “Implement electronic recording of Electronic Social Care Records (ESCR) by Dec 2007” were Balanced Scorecard targets for 2007/08.  Improving access to appropriate assessment and developing preventative services are two service improvement priorities within the Older People’s Business Plan.  Moreover, substantially enhancing preventative and rehabilitation services and increasing user choice and control over services are key aims of the commissioning strategy for older people.
11. It should be noted that the Review could not cover everything and in line with good project management methodology deliberately restricted its focus to keep the scope of the assessment manageable.  The Councillors comprising the Review Group chose only to examine issues relating to older people.  However, these findings can be used to suggest learning points for all the other client groups that are supported by social care. Subsequent to the completion of the review’s evidence and data collection, it has been brought to our attention that electronic social care records and document management have now been introduced to S&CS. However, this does not materially alter the findings from the evidence covered by the Review.
The Strategic Context
12. Innumerable pieces of legislation and government guidance lay down a framework which calls for better integration.  Principal amongst these are the White Paper ‘Our Health, Our Care, Our Say’, which is the main driver for change alongside the ‘National Service Framework for Older People’ and ‘All Our Tomorrows: Inverting the Triangle of Care’.  The Government’s vision for social care, as set out in the White Paper, highlights four goals:  prevention and early intervention; choice; access; and support for long term needs.  The proposed outcomes are improved health and emotional well being; improved quality of life; making a positive contribution; increased choice and control; freedom from discrimination; economic well being and maintaining a Single Assessment Process (SAP) developed specifically for older people and extending it to all adults with a long-term condition, in the form of a Common Assessment Framework.

13. The Commissioning Framework for Health & Well-Being set out the Department of Health’s framework for building on the White Paper ‘Our Health, Our Care, Our Say’.  It has a particular focus on partnership.  Its main theme is that everyone who can contribute to promoting physical and mental health and well-being, including the business community, government regional offices and the third sector, has a responsibility to do so.  The aim of the document is to help commissioners focus on outcomes for adults by providing personalised services that promote health and well-being, proactively prevent ill health and work in partnership to reduce health inequalities.

14. This vision links to other significant strategic documents which have been published by central government, particularly within the last two years, to develop a coherent picture of the way in which people’s lives are supported to enable them to remain independent.  Prevention, early intervention and integration are key concepts throughout.  There is evidence that proactively identifying and responding to needs as they emerge and targeting people with low-level needs today, can prevent them from becoming people that need institutionalised, high intensity health and social care.  For example, Social & Community Services knows that too many older people are admitted to hospital, often as an emergency, when that could be avoided if the right community services were in place.  Crucially, joint large-scale information system reform across health and care services is needed to deliver the desired improvement in outcomes and the Committee may be minded to recommend this.  
15. Local authorities are being required to create a sustainable shift in resources and culture away from the focus on intensive and institutionalised care and towards earlier and better targeted interventions for older people by:  
· improved access to older people’s low-level care services, e.g. help with daily living;
· proactive case-finding to identify older people most at risk of hospitalisation and of losing their independence;
· integrated needs assessment and case management work to both prevent avoidable hospital admissions and to better support people following discharge through improved rehabilitation services;
· new joint health and social care teams to better integrate care pathways;
· improved access to universal services such as leisure, transport, education and employment opportunities.
The Department of Health is encouraging local authorities through a number of pilots to push forward on preventative technology (e.g. tele-care, extra care housing), individualisation (e.g. direct payments, individual budgets), and stakeholder engagement (e.g. self-assessment).
16. The Wanless Report highlights the economic argument for refocusing investment on preventative approaches to care.  The report produced by the Local Government Association and the Association of Directors of Social Services reminds local authorities that they are required to try and ‘Invert the Triangle of Care, not least because of demographic pressures on their resources.  This emphasises that traditionally resources for older people are focused on those with the most severe needs.  Statutory services were concentrated at the very tip of the population triangle and focus on acute care for the frailest older people.  Moves to redress this balance by improving preventative and supportive services that promote independence rather than dependency are partially what lay behind the creation of the Access Team.  
17. The NHS Plan 2000 sets out key challenges, the first of which is “partnership”.  The National Service Framework for Older People builds on this plan and developed ‘ensuring an integrated approach to the whole system of care’ as its second key theme.  It refers not only to the SAP but also to the need for integrated provision and commissioning of services, especially in terms of Intermediate Care.  It also emphasises the goal of a holistic approach to care for which the provision of an accessible and integrated source of information and advice is essential.  Integrating health and social care information is an important part of the NHS “Connecting for Health” strategy.  The “National Programme for IT” is an NHS initiative formed in October 2002 and Connecting for Health, a specific Department of Health agency, was formed in April 2005 to deliver (amongst other things) an electronic NHS Care Record Service to replace patients’ paper files. Originally 2008 was the deadline by which everyone who requires and wants a personal health and social care record, should have such a record, although this has now been relaxed to 2010 (“The Care Record Guarantee” – see elsewhere).  
18. The new duty for PCT’s and local authorities to co-operate, contained in the Local Government and Public Involvement in Health Bill, requires both organisations to work together on the production of a Joint Strategic Needs Assessment.  This should describe the future health, care and well-being needs of local people and the strategic direction of service delivery to meet those needs.  
19. In essence, all of the aforementioned documents and strategies place a strong emphasis on closer working between health and local government.  In recognition of these national aspirations, local authorities and other local partners accept they have a central role in delivering good quality integrated and accessible services that promote independence and dignity.  This is reflected throughout a wide range of service plans and policies, including:

     Oxfordshire’s Local Area Agreement (1), which features:
· stretch targets – “reduce the number of falls among older people living in care homes”; 
· “increase the number of people supported to live in their own homes”.
· non-stretch targets –“ reduce health inequalities in Oxfordshire”;
·  “reduce adult smoking and exposure to second hand smoking in Oxfordshire”; 
· “increase the participation of adult population in physical activities”; 
· ” improve the proportion of carers receiving a specific carers’ service”.
· A Commissioning Strategy for Older People;
· PCT’s Integrated Service Improvement Plan;
· PCT’s Local Delivery Plan;
· Supporting People Strategy;
· Safeguarding Adults Plan.
The requirement to maximise choice means that service development should involve service users and carers, and this too is reflected in the Oxfordshire Carers Strategy Implementation Plan.  The practical changes being made to the way services are provided and commissioned to better align care pathways with these strategic goals are outlined in the next section.
Section 3 ~ FINDINGS
The Current Situation

The local strategic context
20. The national policy demands highlighted in the preceding section have acted as a catalyst encouraging Oxfordshire to undertake a number of interdependent projects and service improvements for their benefits to local people.  It was thought helpful to provide a brief outline of these to help readers of this report understand the later sections.  Several of these changes have been progressed as part of the Directorate’s ‘Time To Change’ programme. 

Single Assessment Process (SAP) and Common Assessment Framework (CAF)
21. The National Service Framework for Older People 2001 introduced a requirement to implement a Single Assessment process on local authorities. The purpose of the SAP is to bring together into one care plan, both the health and social care needs of an older person so that they can be met in a coherent and co-ordinated way.  It also aims to eliminate where possible the  duplication of information gathering is avoided wherever possible, to avoid time consuming and repetitive collection of basic information.  The intention of SAP was not to produce a separate integrated record but rather to bring together existing systems for assessment purposes.

22. Originally it was intended that local authorities should be ready to implement this new arrangement by 2004.  Subsequently the NHS Connecting for Health Care Records Development Board identified that the lack of integration between NHS and social services systems was a major constraint and the requirement was relaxed.  In response to the Oxfordshire Primary Care Trust Integration Board’s decision in May 2006 to disengage from SAP implementation, S&CS management decided that developing its own consistent method of assessment would be worthwhile.  The Review Group agrees with this decision as it would provide an up-and-running framework for joined-up working with Health at a later date (for example once Connecting For Health, or a local interim solution, enabled electronic sharing of assessment information).  ‘Our Care, Our Health, Our Say’ established a new deadline for an integrated care plan for those with complex needs by 2008.

23. Recent government papers broaden the requirement of SAP from older people and extend it to all adults requiring long-term or complex care.  The aim of adopting a more accurately labelled, common framework is to remove the artificial boundary of ‘older age’.  Specific Common Assessment Framework guidance from the Department of Health has been awaited for more than a year and a half but at the time of writing has still not been published.  However, Oxfordshire like many other areas, took a far-sighted view and always sought to extend SAP to all client groups as it doesn’t make sense to use different processes for different clients.

24. The Common Assessment Framework will retain the core features and properties of SAP: 

· supporting seamless delivery of services across health and social care;

· avoiding duplication of information collection and procedures; 

· a proportionate assessment according to an individual's level of need; 

· a person centred assessment of needs feeding into a personalised care plan to support people; and
· delivering greater transparency around the needs assessment process and agreed support.

25. Single Assessment is often misunderstood. It should really be called a shared or joined-up or common assessment process.  This misnomer has reduced the ease with which its purpose has been understood and accepted by some clients and carers.  The confusion needs to be ironed out when it becomes the Common Assessment Framework (CAF).  Incidentally, it will also remove confusion with SAP, the Council’s new financial system.

Where coordination and communication between different parts of the NHS (and with social services) falls down, the consequence is inevitably poorer care for the patients affected. There is also the considerable cost in staff time across the services involved in chasing up information, or resolving problems caused by incomplete information.

26. On page 4 of the Contact Assessment Form used to support the Single assessment Process (which can be completed either electronically as a Word file, or printed off and completed in a paper format), service users are requested to give a verbal consent to share information.  A “Consent to Information Sharing” leaflet is available from Social & Community Services to offer further guidance. In parallel, the NHS has produced a new version of “The Care Record Guarantee” concerning the use of shared patient information, but the requirements to adhere to it are unlikely to come into force within the next two years.
27. The Single Assessment Process will enable all social and health care organisations across Oxfordshire to use the same assessment documentation and share information about service users when relevant. This will improve the standard of assessments and reduce duplication. It is the first stage of the Single Assessment Process and records a person’s basic personal information.  It will also be used as a universal referral form and to record the person’s own views as to why they are asking for help/advice, and the action taken as a result of that referral. The Contact Assessment Form will be the documentation required to access Social & Community Services and some Health services. At the time of writing, it is now being used by all Oxfordshire staff and by most of the external professionals that the County Council engages with for the following  purposes: 

Referrals to: 
Day centres – Social & Community Services and voluntary sector 

Care Management 

Tele-care 

Sensory Impairment 

Intermediate Care 

Occupational Therapy 

Falls service 

Relief to Carers Service 

Learning Disability 

Part of a Record for: 
District Nurses 

Person Held Record
28. The Committee gave a great deal of consideration to the strengths and areas of development necessary at all the stages at which an elderly person or carer might need to access health or social care.  The three intersects identified are: 

· Gaining access to information and services (The Access Team); 

· Once you’re in the system : The ongoing relationship between health and social care;
· Acute needs: Moving between hospital and home. 

The report goes on to address these three key areas in depth and to draw conclusions from the analysis.

Gaining Access to Information and Services

Access to Information and Services (Access Team) 

Background 

29. Initially known as Single Front Door, this project was later changed to Access to Information and Services and is now generally shortened to Access Team.  The purpose of the Access Team is to provide a single point of entry to care and support services, so that citizens can quickly and consistently access the most appropriate assistance.  When this Review took place, the Access Team provided the following services: 
· Information and Advice Officers aim to give timely and accurate advice to customers, when they need it most, to prevent their situation worsening.  In this way it aims explicitly to redress the imbalance in social care in the UK whereby only those close to crisis point are eligible for help.  The service also marks a philosophical shift towards seeing everyone as a client for information.  
· The team also complete Contact Assessment Forms.  The Contact Assessment Form is the first level in the Single Assessment Process.  It enables a client to be referred to the appropriate services.
· They act as a simplified access point for initial assessment, so that the public (and other agencies or teams with S&CS alike) know there is just one place to which to refer people who need to access ‘the care system’.  Contact Assessors collect the information necessary for cases to be referred on to the relevant locality or specialist team for action.
30. New clients find that prior contact routes have been closed down. Existing clients are still able to contact their own social workers and care managers directly and are advised to do so.   Some outside bodies try to do this too, which means to an extent there are still multiple front doors operating in parallel, or perhaps a more accurate analogy would be one front door and several side doors. The Review accepts, however, that it would be unrealistic and upsetting for those already involved in the social or health care system to be asked to change the way in which they access the service and start from scratch again.  What is important is that new users access the service through a single front door. 
Strengths of the Access Team in Oxfordshire 
31. The Access Team has made major strides in focusing on early prevention and greatly improved contact with social care.  It has freed up specialist resources to focus on service provision rather than administration.   

32. The Access Team is required to begin assessments within 48 hours of a client first contacting them, and complete the assessment within 28 days.  They consistently meet this target. 
33. The Access Team has been accredited with Charter Mark.  As part of the accreditation process they contacted each of their customers and asked them for feedback.  The majority of the feedback they received was positive, and this feedback then formed part of the Charter Mark evidence.  
Areas for development
34. One of the most prevalent complaints was that it is still difficult to get hold of good information and advice.  County Council staff point to the creation of the Access Team as the means to tackle this problem and its creation is certainly welcomed and supported by the Committee.  However this has not dealt with the problems, either because some people do not know to contact it or because when people do contact the team they sometimes get inconsistent and occasionally incorrect advice.  
Consistency and quality of information
35. A project is in hand within Social & Community Services to enhance the quality of information sources that the Access Team is able to use when giving out information.  Age Concern’s Heath and Social Care Panel and GPs all expressed concerns about the quality of information that customers receive from the Access Team and stated that in their experience, the advisers have a broad but not detailed knowledge. This has led to people being given inaccurate information, particularly about financial matters.  Age Concern caseworkers have also struggled to gain access to the right people through the Access Team, when they are trying to raise serious matters, such as abuse of the elderly. 
	It is RECOMMENDED that the Access Team is provided with training concerning the range of advice (especially financial guidance) they may offer to clients. 


36. The Team and Unit Managers of the Access Team explained that they had in the past operated a system where there was a social worker and occupational therapist present to advise the team on a rotating basis.  This had led to the Access Team receiving inconsistent advice, which they in turn passed on to clients.  To remedy this they now have two permanent practitioner posts; one a social worker, the other an occupational therapist. The practitioners ensure that the information given and gathered is consistent and of a high standard.   Any decision to refer a client to another service is reviewed by the practitioner. 
37. The Access Team is tasked with discussing Direct Payments with clients, but as they don’t have a budget for services they can’t offer them Direct Payments.  This means that the clients they help are at a disadvantage compared to those seen by locality teams because they can offer a Direct Payment as an alternative.  This was a consequence of trying to do too much too fast.  Having said all that, this is the ideal place to try and promote and market Direct Payments to people. 
38. The Access Team is currently split between Information Officers and Assessment Officers, who conduct the assessments.  As we observed when we visited the Access Centre, this division means that a client may have to repeat information when they speak to the Assessment Officer, having already explained their situation to the Information Officer.   The Access Team acknowledge that this is not ideal.  They also accept that the structure means that clients who contact the service must be called back by an assessment officer.  Clients may be out, or as we experienced on our visit, asleep when the assessment officer called back.  This means that the client’s experience of the Access Team is fragmented.   The Access Team acknowledged merging the two roles would also provide a development opportunity for their staff and stated that their end vision was to have one role, so that when people join the team they can expand their function and reach a different grade within the same role. At Directorate level, despite the stumbling blocks referred to above, the current model is considered to be right even though there is a shortage of staff and regular turnover.
39. Consequently, the Access Team suffers from retention difficulties.  The Access operators must be well trained and empathetic.  People with such skills are very marketable and likely to be promoted; those who are successful in the Access Team move quickly on to other areas.  The Access Team also struggles to cover sickness and annual leave as they do not have a pool of skilled employees to call upon.  Solutions and remedies to these problems require further exploration.    
Awareness of the Access Team 

40. GPs were described by an “expert witness” as the front door of choice, for many elderly people.  It is accepted by all involved that many elderly people want to discuss their difficulties or concerns with their GP rather than use a telephone or the Internet to access services.  This means that while the Council may offer the access team as their single front door, many elderly people choose to first contact their GP.  There is nothing inherently problematic about this if GPs then use the appointment to complete the assessment form and refer it to the Access Team, thus helping the elderly person through the single front door.  In reality this is not happening, and this is a source of concern to the Review Group and the Committee. Most of the GPs spoken to both formally and informally prefer to send a letter rather than fill in a form.  Some were quite adamant that they would not consider filling in forms.
41. Oxfordshire works with a GP group on this.  The authority needs to change the look of the form to show which parts the GPs need to fill out and distinguish them from the parts they don’t.  The Review Group considers that at least two pages of the form could be transposed and filled out electronically from the existing data on the GP’s system or completed by practice receptionists.  The GP’s would then just need add a summary of their diagnosis. Social & Community Services is trying to be more flexible and to say to GPs that it will transpose some information from them over the ‘phone.  If there was a short page asking for a description of the problem, it could be cut and pasted from the GP’s diagnosis.  The County Council is working systematically with GPs starting with the City; PCT colleagues are supporting the Council’s intentions.  The Review Group also considers that if the forms are held electronically it should be possible to attach images of GP’s referral letters to the forms and that the possibility of doing so should be investigated further.  
	The Cabinet is RECOMMENDED to note that Social & Community Services contact assessment forms are held electronically and that it is desirable to attach to them images of GP referral letters;  there should be further investigation of the possibility of incorporating GP’s letters in the contact assessment forms.


42. The Committee felt that there is still very little awareness of the existence of this ‘single front door’ structure for getting information and advice about support and care services.  GPs, Age Concern and the Age Concern Panel all felt that there was a lack of awareness of the Access Team, and GPs in particular were unclear who to call to discuss a patient’s requirements. This suggests that much more energy needs to be put into communication and to raising awareness, perhaps using social marketing techniques.  
43. Whilst this is being done, the Council should seek to achieve a re-branding of services away from ‘welfare’ and ‘care’ to ‘health and well being’.  For example, the ‘Care Services Directory’ could be renamed the ‘Health and Well Being Directory’ and extended to include information about primary care and advice on benefits, areas which older people often find it difficult to find out about. The Review endorses such moves.
44. All of the witnesses we spoke to were supportive of the principle of there being one single access point.  This access point needed, however, to be fully resourced and linked to both social and health care. 
	The Cabinet is RECOMMENDED to authorise the Director of Social & Community Services to advertise the Access Team’s contact details and promote it as the Single Front Door in future editions of the Oxfordshire Care Directory.


45. By way of comparison with Oxfordshire’s “Single Front Door” structure and to learn lessons that may be applied here, the Lead Members looked at Southwark Council’s Partnership for Older People Project (POPP).  It, similarly, aims to improve the quality of service provided to older people by linking care, health and social agencies together more effectively.  The focus of the two year trial is to help older people live independently for longer and reduce time spent in hospital by testing new and more holistic ways of offering service during and after hospital care.  The project also places priority on providing older people with the full information needed to make their own decisions about their future care.  An evaluation for 2006/07 found a 12 per cent reduction in the number of older people placed into care homes after hospital treatment.  It also found the length of stay in the Care of the Elderly Ward at Guy’s and St Thomas’ NHS reduced from 23.5 days in 2005/06 to 16.5 days in 2006/07. 
46. These encouraging outcomes elsewhere led the Review Group to endorse the creation of the single front door in Oxfordshire but it has concerns about the need to improve consistency of advice; for instance in respect of the contact assessments where there are occupational health needs.  In the past, the third sector has expressed strong preferences for a single information/ access route into S&CS.  It is efficient; but as recommended above, S&CS needs to market the Access Team and its contact number much more proactively, especially to Health (GPs) and the public.  Ultimately, we would like to see it integrated with a health front door or Single Point of Contact (SPOC – originally a City PCT idea before their reorganisation) which has so far not been progressed.  This would establish an integrated front door/ access route and should be picked up by the Local Area Agreement (or the Health and Well Being Partnership) as a strategic objective.  We understand that it has now been addressed in the LAA2 indicators.  The authority ought to aspire to and recommend, in the long term, a Single Front Door Access to all public services. There are examples where this has worked well, such as Hertfordshire. Integration with Council systems, such as Cherwell District Council’s one stop shop at Bodicote House (to be followed by Bicester, Kidlington and Banbury) to access a range of services, so that calls can be seamlessly connected to the Single Front Door.
	The Cabinet is RECOMMENDED that the Authority should aspire to a Single Front Door Access to all public services, with consideration for a further study.


Ongoing care: the relationship between health and social care
47. The Committee recognises that significant steps have been taken to improve the point at which elderly people access social and health care services.  
48. The National Programme for IT (referred to in the background section of this report) is currently focussed on connecting 30,000 GPs to 300 hospitals, providing authorised health professionals with secure and audited access to these records via the NHS Spine, thereby vastly increasing the effectiveness of clinical communication.  Full local records will still be held on a computer where treatment is provided with the NHS Spine holding a summary record of important details.  All health systems will need to ensure standard connectivity to the Spine but this requirement does not currently extend to social care systems in local authorities.  In due course it is planned that patients will also have access to their records online through a service called HealthSpace.  This has great potential for making care more patient-centred.  
49. Electronic patient record systems have the potential to bring huge benefits to patients and are being implemented in health systems across the developed world.  However, the cost and scope of the programme, together with its ongoing problems of management, have placed it at the centre of ongoing controversy, and the Commons Public Accounts Committee has expressed serious concerns.  The introduction of new basic hospital Patient Administration Systems has been seriously delayed.  Witnesses to the House of Commons Health Committee suggested that parts of the original vision have been abandoned because of the worrying lack of progress in implementing new systems at a local level.  Increasing local ownership is now a key priority for the project.

50. The delay in the implementation of an electronic health care system has meant that there is not an integrated computer system holding both social and health care information, nor is there any means of sharing information about a client electronically.  Elsewhere, we have referred to the delays in implementing the Care Record Guarantee. 
Strengths of the system
51. Generally, people within S&CS feel that the SAP project has been implemented effectively and is now drawing to a close. The South Central Strategic Health Authority described the progress that Oxfordshire had made in implementing SAP as “excellent.” They noted however that progress around e-SAP has been slow.  
52. In the absence of an integrated computer system, the County Council has developed “person held records” that include a common set of documents.  Once the overview assessment has been done it sits in a bright yellow folder, owned by the patient. Service users will be encouraged to read it, to ask practitioners involved in their care to read it and to challenge any areas they feel do not adequately express their situation.  The aim of the person held record is to promote inter-disciplinary and multi-agency working and to improve communication by enabling professionals to share common information, preventing duplication of assessments and to save the users repeating the same information to many different professionals.  The Person Held Record was officially launched in June 2008 and has been well received by clients and practitioners to date. 
Electronic Social Care Record 

53. Electronic records aim to provide care professionals, older people and with consent, their carers, with the opportunity to share comprehensive multi-disciplinary, context-sensitive information about their patients at the point of care/ need.  This is done by creating an electronic version of what was formerly a client’s paper file.  This means that S&CS staff working in different offices around the county can still view the relevant case notes despite not being in the same physical location as the file.  ESCR is complementary to other projects because it is a means to improve the flow of information and requires assessment information from SAP and CAF to be captured electronically.

54. The project has had a long and chequered history.  Although originally required by Government for October 2006, Oxfordshire and many other authorities did not meet this deadline.  Issues with costs and timescales led to initial work and contracts being suspended until a new solution using the corporate IBM Electronic Document Records Management System could be implemented.  It is expected this will deliver a higher quality and consistency of case recording, resulting from better, more efficient modern methods of data collection.
55. Social & Community Services has now reached the stage (July 2008) where there is no longer any duplication of paper and electronic records.  All case management is being done electronically by way of electronic social care records.  A “mobile” solution to encourage full implementation of ESCR is currently being trialled, with an evaluation in September and will enable practitioners to enter notes made in the presence of the client, directly into a computer. The current trials involve the use of electronic tablets and laptops.  The former is likely to be the way forward once the evaluation has taken place.
	The Cabinet is RECOMMENDED to acknowledge the “mobile solution” using tablets and laptops to support the development of Electronic Social Care Records and to endorse these if the trial is successful when evaluated in September.



Areas for development


Trust

56. One of the difficulties in the Single Assessment Process is trust – even with a common set of assessment papers and a point of contact, various professionals still end up doing parts of the assessment again. The idea of a common assessment framework is vulnerable because there has been a tendency for professionals to work according to their particular professional boundaries and standards.
Confidentiality 

57. The Review Group found that not all of the agencies shared information because there was often a lack of understanding about what it is legally permissible to share.  Sharing information about individuals appropriately is crucial to more integrated commissioning and pathways of care.  Confidentiality is a key consideration, however it should not be used as an excuse for not participating in initiatives to share information better.  Some interpretations of the Data Protection Act 1998 have led to it being wrongly seen as a barrier to information sharing, whereas in reality it provides a vehicle for ensuring that sharing meets appropriate standards. 
58. Some GPs were opposed to sharing any information on individual confidentiality. On the other hand and to quote a witness from the PCT, “patient confidentiality is a red-herring.  When it is put forward as an excuse for not sharing information effectively it can and should be challenged.  We all have our own codes of confidentiality.  There are enough legal protections in force.  People want joined-up care, not agencies being unable to share information and keeping everything separate.”  However, one GP stated that he would never share patient’s clinical information with anyone outside the medical profession.
59. The Data Protection Act requires that organisations need to have a reason for using anyone’s personal information and that this must meet specific criteria.  Public bodies do not usually require consent to access and use personal information.  The requirement to obtain a client’s consent to access or use personal information does not apply when the local authority is using the information in the provision of a statutory service.  However, as soon as a public body wishes to use the information for purposes other than what is absolutely required by statute or to use it with other organisations, consent is required.  “Consent” is actually very difficult to obtain as more often than not it is usually a third party that is asking for information on behalf of a patient/client, so SCS finds it difficult to get a signature from the client.  The approach being considered at the moment is to seek “implied consent”; ie., SCS may advise that as a means to the effective delivery of services, certain information may be required.  What will happen is that a Fair Processing notice will go out to clients stating that SCS “advises that it may need to share information with …the following organisations”, for instance.  In doing so information can be shared openly and the client is not disadvantaged.  
60. Information can therefore be shared with implied or explicit consent of the individual concerned.  There can also be statutory requirements to share, for example, to protect clients from abuse.  An Information Sharing Protocol has been produced by local NHS Caldicott Guardians (senior NHS staff responsible for protecting the confidentiality of patient and service-user information and enabling appropriate information-sharing).  The protocol is intended to help create the necessary good will to share data.  It also serves to clarify local requirements to share information where this has a clear basis of patient consent and will lead to better outcomes.  The Review Group found that the whilst the protocol is a comprehensive model, several practitioners were unaware that it had been agreed by their senior management teams and had yet to change their procedures to ensure compliance with it.  However, more recent evidence suggests that it is being used more widely now and in the absence of an integrated IT solution (discussed below) it is a good building block to put the authority in a better position for the future; e.g. sharing aggregated data is productive in helping commissioners and providers to proactively identify populations who may benefit from targeted interventions.  For instance, data from GPs ‘Health Checks for over 75 year olds.  (As this review was being completed, it came to our attention that an electronic Common Assessment Form feasibility project is being run, sponsored by the Local Health Community Change Management Board).
61. The Review Group is concerned that there should be guidelines on confidentiality and data protection that are inclusive of the County Council, NHS and other agencies working in this area and that, if there are none, the Government should be advised to introduce such guidance.
	The Cabinet is RECOMMENDED to ask the County Director of Public Health to lead work to implement Oxfordshire’s Information Sharing Protocol by December 2008 and in the light of the following recommendation, to remove all barriers that prevent the e-mailing of records between Health and Social Care.



Disconnected Information Systems

62. An integrated IT solution to single front door access was, for a number of reasons outlined in the report, always going to take some time.  The new national NHS IT system was a hugely ambitious project from the start that has been subject to delays. Nevertheless, there is a shared vision among several contributors to this Review, of having a single front door to a whole range of public services beyond SCS and Health.   
63. SCS’s view about the introduction of a Single Front Door is that : We feel … that we are ready to close the project.  We have delivered the objectives that we set, apart from an electronic system because health colleagues are waiting for their IT system.  In the absence of that, we have …. implemented Electronic Social Care Records (ESCR), which at least means that now staff in different offices can see what is happening in other offices.  We feel we have made significant progress.”  The Review Group has a letter from the Strategic Health Authority which gives a view of where things are.  In their view (Aug 2007) “over the last two years Oxfordshire have made excellent progress with SAP implementation. “  As a result of the progress made and the robust project structure put in place to support it, Oxfordshire was selected as one of 20 national Pilot Sites for using the SAP to support the delivery of information prescriptions.  In the South East, Oxfordshire is much further ahead than other authorities.  Social & Community Services has been successful in terms of putting in place the 12 steps of SAP, in terms of getting an assessment framework in place, getting common assessment papers in place, etc, Social & Community Services has done what it set out to do – it has delivered the project but awaits the Connecting For Health project to enable it to look at the implementation of an electronic SAP system.
64. It has been a long standing policy objective to create a better flow of information between health and care services.  

Information sharing is a vital component of the modernising of services, particularly at the interface of health and social care.
 

A shared health and social care information system is an essential requirement for effective care coordination.

By agencies linking together more effectively we can make sure we are taking into account an older person’s full care needs – mental and social needs as well as physical. 

65. The achievement of an integrated health and social care information system is a far from straightforward objective since the systems in use in different agencies have not been designed to talk to each other.  The scope, therefore, for information sharing has been limited.  The problem of duplication in undertaking assessments is exacerbated by this fragmentation of information systems, which inevitably, but unnecessarily, duplicate the information collected about individuals.  At present, NHSnet is not connected to SAP and hence the NHS cannot share in with SCS systems.
66. The DH Circular LAC (2002)1 states that “PCTs are asked to actively seek the involvement of local GPs in implementation [of SAP]”, but as regards compliance GPs question the value that so doing will add to the patient.  When one looks at the wider IT aspects to the sharing of information, a lack of regulation means there are almost as many systems as there are GP practices, although the situation is improving.  The national plans for shared electronic records even within the NHS (i.e. between the different components of the health care system such as the acute hospitals, community heath care, GPs, PCT, specialist nursing, etc) are unlikely to deliver within the next 10 years.  The prevailing view is that the one person who holds the record should be the patient.  It is likely that sharing of electronic records within any given hospital will soon be working, but it is unlikely to work for sharing information outside.
67. A view expressed by one GP is that it is possible to achieve joint working with paper-based systems; any IT system should just be the “icing on the cake”.   There is reluctance to letting other people have access to a patient’s private health records and to a joint system of record keeping being implemented quoting patient confidentiality as being paramount. 
68. If one wanted to transcribe the small amount of information that is relevant to share onto a separate system that’s another matter but not via a shared system or database.  Social care providers can request specific information from a GP, and the same process could be used in reverse where a GP seeks to request specific information from social care but it should be done on this basis rather than creating a system of shared information.  Patient confidentiality is very important to most GPs.  The GP’s referral is an explanation of a problem and a statement of what it is hoped can be achieved to deal with that problem.  This is regarded as a task that is most suited to a simple letter not the completion of a 7 or 10 page form.   GPs say that they do want information about social care and its assessment tools directly through their desk-top computer.
	The Cabinet is RECOMMENDED that with respect to issues around patient confidentiality, to explore further the possibility of implementing an encrypted e-mail system to allow protected, shared access to patient information. [note, a link encrypted e-mail system is not appropriate].


69. We believe that much of the benefit within services for older people will only be realised when electronic links are established between all agencies providing care.  Indeed this is deemed to be essential.
  Until e-SAP has been attempted, the situation will persist whereby S&CS staff in hospitals need to have 2 computers on their desk – one for S&CS client information and one for NHS patient information. There are four pilots set up across the UK but more information is needed regarding what the NHS IT plan in Oxfordshire is – is an interim solution planned or will they simply wait for the National Programme for Information Technology (NPfIT) to be delivered?

70. Given the demands and needs identified for sharing client/patient information here, it has long been recognised that making NHS Numbers available to local social services’ authorities is key to effective electronic communication between health and social care.
  Wigan Council has already achieved this, having successfully uploaded NHS numbers to its SWIFT social care information system.  Work is progressing on this in Oxfordshire. “This is a huge step towards realising the vision of seamless patient care.

71. SWIFT would populate all clients with their validated NHS numbers.  Electronic importing removes the risk of human error and the time associated with manual inputting.  The Local Medical Committee does not “see why we need to have different numbers amongst different organisations for the same person – we should all just use the NHS number as the unique person identifier.  That would be a considerable improvement. ……. (there is) no reason, at least from a GP perspective that acts as a barrier to that”. Ensuring all adults have a unique ID greatly assists multi-agency working as it means it is easy for all professionals to identify the same person and the Review Group endorses this principle. 
	The Cabinet is RECOMMENDED to request that a feasibility study is carried out to establish whether it is possible to transfer NHS patient identification numbers locally onto S&CS so that a unique patient reference can be used in common across agencies.


72. A further step towards users and patients only having to tell their story once, and not having to repeat information about themselves to several professionals occurred in March 2008.  Four pilots, including one county council (Cheshire) will help highlight what needs to be done to achieve consistency between Local Authority care record systems and then how to link these systems into the NHS national care record system.  The success of these projects and the shared learning they will provide will be a key milestone in integrating health and social care records.  They will work with their social care systems supplier and local health partners to ensure that the work complies with the NHS Care Record Guarantee regarding confidentiality of patient information.
Lead professional
73. To enable a “single front door” process to work effectively, the Review Group identified that a Lead Professional is critical.  In Children’s Services the lead professional is a key element of integrated support.  They take the lead to coordinate provision and act as a single point of contact for a child and their family when a range of services are involved and an integrated response is required.  The same is needed for adult services, appointing a lead professional is central to the effective frontline delivery of services for adults with a range of additional needs.  When the role is delivered in the context of multi-agency assessment and planning, underpinned by the Common Assessment Framework or relevant specialist assessments, it ensures that professional involvement is rationalised, coordinated and achieves the intended outcomes.  This is as important a requirement for effective care coordination as a shared health and social care information system and a joint commissioning strategy.  (See ‘A New Ambition for Old Age’, p.26 & 30).  

Acute need

Hospital discharge
74. NHS Trusts and S&CS still need to improve the experiences of patients with complex needs when discharged from hospital.  According to a recent NHS Alliance publication (The Nuts and Bolts of Practice Management), relationships between health and social care often feel diametrically opposed.  Nowhere is this more apparent than in discharge from hospital, where a social care team that basically works at the pace of a routine office, albeit that there is a Saturday morning service, has to dovetail with a medical service that is geared around 24-hour access to acute beds.
75. Weekends are a real problem for hospital admission and discharge.  If one goes in on a Friday or is ready to come out on a Friday the chances are that one will not be discharged until the Monday.  Yet, weekends are often good times for patients to be discharged because relatives who work are more likely to be available then.  Discharge highlights a fundamental incompatibility between the clinical side and the social care side; like “square pegs in round holes”.  As implied above, one is concerned with speed of throughput and has more of a 24-hour emergency system.  The other is concerned with quality of care and works to a more 9-5 Mon-Fri system and liaises with other providers who also operate in this way. 90-95% of patients do not need a care package; those that do, need to be identified at the outset and arrangements begun earlier.  The Review Group was aware of cases where there had been very long delays in providing care packages when patients had entered Oxfordshire hospitals from out of county and these were cause for considerable concern.
76. The following case study from a member of the Patient Public Involvement Forum illustrates the problem surrounding hospital discharge: “X referred to her own recent experience when she had an accident and had been admitted to a hospital in London. She had been persuaded to take early discharge, on a Friday, even though she was elderly, lived alone and was ‘in excruciating pain’. The hospital had given an ‘open’ letter to her GP stating ‘this lady needs care on arrival at home’, together with copies of her x rays and a supply of painkillers. She was not given any further information. She was unable to deliver the letter to her doctor as it was a Friday. After around 5/6 days she rang her GP and arranged for a further supply of painkillers to be delivered and asked for a district nurse to call. She was asked whether she could feed, wash and dress herself – and because she could do all these things she was told that she did not require intermediate care. There was no follow up visit. She concluded that many could ‘slip through the net’ if further safeguarding measures were not put in place in the future when the numbers of frail older people will rise, adding that the lack of information  was the crucial issue to be addressed.”
What is Single Point of Access to Rehabilitation and Care (SPARC)?

77. SPARC is a development of the longstanding Care Management team that S&CS have had based in the JR Hospital, to which the NHS added their own nursing team a few years ago.  Its job is to improve the discharge from hospital of the small proportion of patients who need community-based support to return home safely.  This internal (i.e. not customer facing) multi-disciplinary team comprises social workers, care managers, general and psychiatric nurses, administrators and physiotherapists.  Similar but much smaller SPARCs exist in the Horton and Churchill Hospitals.  The Intermediate Care Service, which provides intensive but time-limited rehabilitation packages, also has its own Access to Rehabilitation and Care system.  

78. A new project, called Discharge Redesign, also aims to further improve arrangements and minimise the number of acute hospital beds which are ‘blocked’ because people who are clinically able to leave do not yet have care arrangements in place.  This may lead to Access to Rehabilitation & Care being remodelled or to changes in the way patients are referred to them by the hospital ward staff.  
Failure of NHS to implement SPOC

79. Initial plans from Oxford City PCT to create a Single Point of Contact (SPOC) for health were abandoned when the PCT restructuring took place.  In the longer term it is hoped that steps can be taken to merge the Access Team with a Single Point of Contact for Health.  

What is the Community Integrated Care Service?

80. Separate S&CS and NHS teams have been brought together under the Community Integrated Care Service, which comprises former locality assessment teams, Home Support and Intermediate Care teams.  This is now managed jointly by S&CS and the PCT.  This means there is now a joined up response in the community-based sector (just as there is a joined-up response in the acute sector via SPARC).  It aims to prevent hospital admission, or facilitate speedy post-hospital discharge, by providing treatment and interventions in community settings.  Essentially it is about providing a service to people in the community who need some heath based service, such as a routine medical procedure that requires a nurse or other health professional. The Service comprises three elements; (i) Intermediate Care, (ii) the three S&CS Adult Assessment teams, and (iii) a new First Response team.  The First ResponseTeam is something that Oxfordshire is in the process of setting up as part of the restructuring of Home Support.  Several members of staff are moving across to provide more intensive support to people leaving hospital.  
81. CSCI’s latest report received by the Council in October 2007 highlighted the following strengths:

Excellent levels of intermediate care provision is made available to both prevent hospital admission /and ensure timely discharge.  [However, in the same report CSCI also note that] delayed transfer of care remains an area for further improvement with health partners.

82. In practice, there are still some problems: A contributor to the Review stated that “one of the biggest difficulties is that medical professionals have a tendency to think in terms of beds.  That’s part of their mindset and they automatically think about beds and refer people to community hospitals.  It is very hard to challenge this tendency to over rely on community hospitals. We need to get doctors to think more widely about all the other sources of help.”

Areas for development
83. It is not within the remit of this Review to commission a new system or to specify a work-flow system that would help to address concerns about provision for those in acute need.  We need to concentrate on the effectiveness of what we have now, and at best outline possible ideas for future work (probably requiring a professional consultant).  A new IT system linking SCS and Health is likely to be a separate study for the future.
Section 4 ~ CONCLUSIONS
84. The aim of the review was to ensure progress was being made so that patients and families have only one point of contact in order to receive services when they are in need of support in their homes and when leaving hospital.  It is also essential that patient records are shared with social services and medical staff that need to know details of the patient’s condition so that the appropriate actions can be taken.  To this end, it was found that considerable improvements have taken place.  The delays and demise in Government IT projects have delayed the improvements in the system but it is not recommended that Oxfordshire develops separate systems now as they are likely to be incompatible with future national systems.  There is a strong desire by most stakeholders in the NHS and Social Services to provide an excellent service and to cooperate with moves to improved services.

85. A holistic approach garners widespread support in theory but comes up against a number of barriers in practice.  Fears about patient confidentiality and data security quickly surface, as does a degree of resistance to change.  There must be recognition that integrated working is a massive cultural shift that needs support from every level of the workforce, from Councillors/ trustees and senior management through to practitioners.  Connectivity issues between the range of different information systems currently in use certainly impose a hurdle but these can be surmounted if there is a genuine willingness to collaborate.  For the sake of people who receive services, it is hoped commissioners and providers will be able to step out of their respective ‘comfort zones’ and work together to seize their opportunities for collective service improvement.

86. Good foundations have been set in place in preceding years, despite confusion caused by widespread restructuring across several sectors.  However, the standards set out in the National Service Frameworks are not fully met.  There is further work to do to ensure local people are nearer to receiving a seamless service, and that their information is not ‘lost’ when multiple agencies are involved in helping them.  Many of the problems, such as delayed transfers of care and barriers to earlier intervention have been a perennial feature of recent times and several attempts have been made to resolve them with only partial success.  It is hoped that the new atmosphere of partnership descending on local commissioners will create a climate in which further required reforms can thrive.
87. The issuing of some sort of joint statement in response to this Review would be welcomed by the Committee, setting out a setting out clear shared expectations as to what degree of integration and coordination can be expected by 2010.  This should be signed by leaders of the County Council, the PCT and the acute hospital trusts, and specify precise outcome measures in relation to Common Assessment Framework, Personal Health Records, Care Records Service and use of NHS number as a unique identifier.  This is needed to ensure everyone is clear about their own contribution towards achieving the strategic vision.  It will also bring about a more unified sense of accountability to monitor the effectiveness of whole system working, as opposed to piecemeal reporting on individual projects.  To quote the Commission for Healthcare Audit and Inspection:  
The role of strong leadership in selling and promoting the necessary changes in culture and operational delivery, is more important than ever.

	The Cabinet is RECOMMENDED, alongside the Oxfordshire PCT and the acute hospital trusts, to issue a joint statement in response to this Review setting out a set of clear shared expectations as to what degree of integration and coordination can be expected by 2010.


Each organisation needs to consider how it can embrace the reform agenda and make a real difference.  Leaders across the sectors need to strongly promote and market integration and to better use the emerging Partnership structures, such as the LAA and Health and Wellbeing Partnership Board, to drive this forward.  
Lead Member Review Group on Ensuring an Integrated Approach to the Whole System of Care
Councillors Mrs Anda Fitzgerald-O’Connor
 and Timothy Hallchurch MBE 
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· Health Reform in England: Update and commissioning framework, Department of Health, 13 Jul 2006

· No excuses. Embrace partnership now. Step towards change!, Third Sector Commissioning Task Force/ Department of Health, 11 Jul 2006

· All our Tomorrows: Inverting the Triangle of Care, Local Government Association/ Association of Directors of Social Services, Oct 2003
· Integrated Services for older people: Building a whole system approach across England, Audit Commission, Oct 2002
· A Recipe for Care – Not a Single Ingredient: Clinical case for change, Department of Health, Jan 2007
· A Sure Start to Later Life: Ending inequalities for older people, Social Exclusion Unit, 26 Jan 2006
· Opportunity Age: Meeting the challenges of ageing in 21st century, Department of Work and Pensions, Mar 2005

· National Service Framework for Older People, Department of Health, 24 May 2001
· National Service Framework for Long Term Conditions, Department of Health, 10 Mar 2005
· The NHS Plan: A plan for investment, a plan for reform, Department of Health, 01 Jul 2000

· A New Ambition for Old Age: Next steps in implementing the NSF for older people – a resource document, Department of Health, 19 Apr 2006
· Living Well in Later Life: A review of NSF progress, CSCI/ Healthcare Commission/ Audit Commission, Mar 2006
· Better Health in Old Age: Report from Professor Ian Philp, Department of Health, 02 Nov 2004

· Department of Health Annual Report: Chapter 5 – improving social care services, Department of Health, 18 May 2007

· Making Partnerships Work: Examples of good practice, Department of Health, Mar 2007

· National Standards, Local Action: Health and Social Care Standards and Planning Framework 2005-06 – 2006-7 (July 2004)

· Everybody’s Business. Integrated mental health services for older adults, Care Services Improvement Partnership, 07 Nov 2005
· Local Authority Circular LAC(2002)1 SAP Guidance for Local Implementation, Department of Health, 28 Jan 2002
· SAP Guidance for Local Implementation (12 step + Annexes), Department of Health, Jan 2004
· SAP Supplementary Checklist for Implementation, Department of Health, Jan 2004

· SAP Frequently Asked Questions, Department of Health, Jan 2004

· SAP Information Sharing (Protocol), Department of Health, Jan 2004
· Common Assessment Framework Guidance (awaited), 
· Department of Health, Information Strategy for Older People in England, Department of Health, Mar 2002

· Information for Health: An information strategy for the modern NHS 1998-2005, Department of Health, 01 Sep 1998
· Long-term conditions information strategy: Supporting the NSF for long-term conditions, Department of Health, 10 Mar 2005
· National Evaluation of Partnerships for Older People Projects (POPP): Interim report of progress, University of Hertfordshire, Oct 2007
· The Electronic Patient Record: Sixth report of session 2006-07, House of Commons Health Committee, 25 July 2007
· Record Of Performance Assessment For Adult Social Care 2005-06, CSCI, 20 Oct 2006

· Record Of Performance Assessment For Adult Social Care 2006-07, CSCI, Oct 2007 (awaited from CSCI)
· The Nuts and Bolts of Practice Management, NHS Alliance, 21 Jun 2005
· The Care Record Guarantee, NHS, August 2007
Relevant O.C.C. policies and strategies:
· Oxfordshire Care Services Directory 2008, O.C.C./ Care Choices, Dec 2007
· Oxfordshire’s Local Area Agreement, O.C.C., Apr 2006
· Integrated Service Improvement Plan, Oxfordshire PCT
· Local Delivery Plan, Oxfordshire PCT
· Safeguarding Adults Plan

· Single Assessment Process (SAP) Project Initiation Document (PID), O.C.C., 31 Jul 2007
· Electronic Social Care Record (ESCR) PID, O.C.C., 29 Jun 2007
· Single Front Door/ Access Team PID, O.C.C., 26 May 2006
· Discharge Redesign PID, O.C.C., 17 Aug 2007

· SAP Mission Statement and Aims, O.C.C.
· Directorate Service & Performance Plan 2006/ 07, O.C.C.
· Older People Business Plan 2007/ 10, O.C.C., Apr 2007
· Commissioning Strategy for Older People 2007/ 10, O.C.C., Jun 2007
· Impact of Demographic Changes on Services for Older People in Oxfordshire, Public Health Resource Unit, Jun 2007

· Information Sharing Protocol for Adult Health and Social Care in Oxfordshire, O.C.C., 11 Jun 2007

· Better Care, Higher Standard: Oxfordshire’s charter for long-term care 2005/ 07, O.C.C., Sep 2006
Newspaper articles:

· ‘IT providers left in the debris of NHS’s “Big Bang”’, Daily Telegraph, 28 Sep 2006

·  ‘Patients won’t benefit from £12b IT project’, Daily Telegraph, 17 Apr 2007
· ‘”Bed-Block” bill hits £3m a year’, Oxford Mail, 29 Sep 2007
List of Witnesses

Oral evidence was obtained from the following ‘witnesses’:
· Louise Thomas – Team Manager - Contact Assessors, Access Team, O.C.C.

· Rachel Atiyah – Unit Manager - City Occupational Therapy Team, O.C.C.

· Tine Rees – Service Manager - Community Integrated Care Service, O.C.C.

· Jon Ray – SAP Project Manager, O.C.C.

· Gavin Barber – AIS Project Manager, O.C.C.

· Richard Hall – ESCR Project Manager, O.C.C.

· Carol Frost – Service Manager - Services To Older People (STOP) Team, O.C.C.

· Jayne Matthews – Service Manager for Community Services, Oxfordshire PCT

· Penny Astrop – Director of Provider Services, Oxfordshire PCT
· Richard Allen – SAP Lead, South Central Strategic Health Authority
· Dr. Neil Bryson – GP, Islip Surgery
· Alice Runnicles – Director of Policy, Information, Advice & Advocacy, Age Concern

· Liz Maughn – Policy Officer for SAP, O.C.C.

· Varsha Raja – Operations Manager - Service Planning and Redesign, O.C.C.

· Simon Kearey – S&CS Business Manager, O.C.C.
· Caroline Parker – S&CS Business Systems Manager, O.C.C.

· Matt Bramall – S&CS and Oxfordshire PCT – Health & Wellbeing Partnership Officer

· Rick Parsons – S&CS Information Governance Officer
· Paul Purnell – S&CS – Head of Social Care for Adults

Review Group members also attended the following meetings to discuss the topic:

· Age Concern’s Health and Social Care Panel, includes several service users/ carers
· Oxfordshire Local Medical Committee, attended by 15 or so GPs
Review Group members also sat in one day and observed two of the Access Team on taking telephone calls from the public and conducting Contact Assessments.

Written evidence was obtained from the following people:- 

· Rose Cofie – Department of Health

· Paul Roblin – Chief Executive Berks, Bucks and Oxfordshire Local Medical Committee
· Dr Lisa Silver – Oxfordshire GP
· Dr Emma Haskew – Oxfordshire GP
· Dr Andy Chivers – Oxfordshire GP
· Sue Geary – Head of Social Care Policy, Wiltshire County Council
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� ‘Our health, our care, our say’ White Paper, DH, 2006, pp. 114-5


� Information for Health: An information strategy for the modern NHS 1998-2005, 1998, p.29


� Information Strategy for Older People in England, 2002, p.28


� A New Ambition for Old Age, 2006, p.38


� Southwark Council’s Executive member for health and adult care, quoted in CareandHealth News, 22 October 2007


� Recommendation 14 of the Audit Commissions report on Oxfordshire called for ‘Implementation of a shared electronic information sharing system at the earliest opportunity’, Sep 2006


� Information Strategy for Older People in England, 2002,, p.7


� Bernard Walker, Director of Adult Services for Wigan Council, Nov 2007


� CSCI report “Record of Performance Assessment for Adult Social Care 2006/07, Oct 2007.


� Living Well in Later Life: A review of NSF progress, 2006, p.40
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