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Joint transformation planning template

1) Introduction
2) Planning template
a. Annex A — Developing quality of care indicators

Introduction

1 Purpose

This document provides the template and key guidance notes for the completion of local
plans aimed at transforming services for people of all ages with a learning disability and/or
autism who display behaviour that challenges, including those with a mental health
condition, in line with Building the Right Support i a national plan to develop community
services and close inpatient facilities (NHS England, LGA, ADASS, 2015). These plans
should cover 2016/17, 2017/18 and 2018/19.

1 Aims of the plan

Plans should demonstrate how areas plan to fully implement the national service model by
March 2019 and close inpatient beds, starting with the national planning assumptions set out
in Building the Right Support. These planning assumptions are that no area should need
more inpatient capacity than is necessary at any one time to cater to*:

1 10-15 inpatients in CCG-commissioned beds (such as those in assessment and
treatment units) per million population

1 20-25 inpatients in NHS England-commissioned beds (such as those in low-,
medium- or high-secure units) per million population

These planning assumptions are exactly what the term implies i assumptions for local
commissioners to use as they enter into a detailed process of planning. Local planning
needs to be creative and ambitious based on a strong understanding of the needs and
aspirations of people with a learning disability and/or autism, their families and carers, and
on expert advice from clinicians, providers and others. In some local areas, use of beds will
be lower than these planning assumptions, but areas are still encouraged to see if they can
go still further in supporting people out of hospital settings above and beyond the these initial
planning assumptions.

1 National principles
Transforming care partnerships should tailor theirplanst o t he | ocal systembs
needs and as such individual plans may vary given provider landscape, demographics and

the system-wide health and social care context.

However local plans should be consistent with the following principles and actively seek to
evidence and reinforce these:

The rates per population will be based on GP registered population aged 18 and over as at
2014/15
2
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a. Plans should be consistent with Building the right support and the national
service model developed by NHS England, the LGA and ADASS, published on
Friday 30" October 2015.

b. This is about a shift in power. People with a learning disability and/or autism are
citizens with rights, who should expect to lead active lives in the community and live
in their own homes just as other citizens expect to. We need to build the right
community based services to support them to lead those lives, thereby enabling us
to close all but the essential inpatient provision.

To do this people with a learning disability and/or autism and their families/carers
should be supported to co-produce transformation plans, and plans should give
people more choice as well as control over their own health and care services. An
important part of this, is through the expansion of personal budgets, personal health
budgets and integrated budgets

c. Strong stakeholder engagement: providers of all types (inpatient and community-
based; public, private and voluntary sector) should be involved in the development
of the plan, and there should be one coherent plan across both providers and
commissioners. Stakeholders beyond health and social care should be engaged in
the process (e.g. public protection unit, probation, education, housing) including
people with direct experience of using inpatient services.

Summary of the planning template

Develop
your vision Implementation
for the planning
futura

Understanding
the status

quo

Mabilise
communities

Monitoring
progress

Delivery

Invalvement of people with lived experience and
their families and carers in every part of the plan
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Executive Summary

Norfolk and Great Yarmouth & Waveney CCG are one of 48 transforming care partnerships
formed in December 2015, who will work together in the commissioning arrangements for
people including children and young people with Learning Disabilities including Autism. It will
bring together the commissioners responsible for funding health and social care for people
with a learning disability and/or autism (CCGs, local authorities with their responsibilities for
care and housing, NHS England specialised commissioning), with local budgets aligned or
pooled as appropriate.

The Norfolk and Great Yarmouth and Waveney Joint Transformation Plan sets out to deliver
the ambitions of the Learning Disability Transforming Care programme, which aims to
significantly re-shape services for people with learning disabilities and/or autism with a mental
health problem, or behaviour that challenges, to ensure that more services are provided in the
community and closer to home, rather than in hospital settings.

This plan covers 2016/17, 2017/18 and 2018/19.

The plan describes how we will shape the transformation of learning disability services locally
in Norfolk (West Norfolk CCG; North Norfolk CCG; South Norfolk CCG & Norwich CCG) and
Great Yarmouth and Waveney CCG, including:-

1 Empowering people and their families by giving them the means to challenge their
admission or continued placement in inpatient care through an admission gateway
process and Care and Treatment Reviews, reducing the number of admissions and
speeding up discharges;

1 Getting the right care in the right place by working with local authorities and other
providers to ensure that high quality community-based alternatives to hospital are
available, meaning more people can get the support they need close to home;

9 Driving up the quality of care by tightening the regulation and inspection of providers,
including closing poor quality settings and preventing inappropriate new settings from
opening;

1 Strengthening accountability for improving outcomes by reforming contracts, including
giving commissioners the ability to fine providers who fail to meet care standards or an
individual 6s personal objectives;

1 Increasing workforce capability by working with patient and carer groups to address
gaps in skills, best practice and staff awareness of learning disabilities and mental
health problems, and;

1 Improving the amount of data and information collected and shared by public agencies
to ensure that a personds outcomes and desti
public services can be held to account for their progress.
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The plan also demonstrates how we will fully implement the national service model including
alignment to the Transforming Care principles and expectations starting with the national
planning assumptions set out in Building the Right Support. These planning assumptions are
that no area should need more inpatient capacity than is necessary at any one time to cater
to?:

1 10-15 inpatients in CCG-commissioned beds (such as those in assessment and
treatment units) per million population

1 20-25 inpatients in NHS England-commissioned beds (such as those in low-, medium-
or high-secure units) per million population

The planning assumptions describe what local commissioners need to use as we enter into a
detailed process of planning. Local planning needs are both challenging and creative but are
intentionally ambitious based on a strong local understanding of the needs and aspirations of
people with a learning disability and/or autism, their families and carers, and on expert advice
from clinicians, providers and others. We are working towards a model of care that uses fewer
inpatient beds both in NHS settings and those in the private care sector. We will go further still
to support people in out of hospital settings above and beyond these initial planning
assumptions.

The headline plan is based upon the following very broad phases of work:

Phase one: Pathways review and identification of the health and social care needs for all four
of the Learning Disabilities levels of severity as defined by the Department of Health, 2001.:

1 Likely to result in some learning difficulties at school. At this level, many adults will be
able to work, maintain good relationships and contribute to society.

9 Likely to result in marked developmental delays in childhood but most can learn to
develop some degree of independence in self-care and acquire adequate
communication and academic skills. Adults are likely to require varying degrees of
support in order to live and work in the community.

9 Likely to result in severe developmental delays and a continuous need for support
throughout the life course.

9 Likely to result in severe limitations in self-care, continence, communication and
mobility. Requires a high level of constant care and support.

This will include both children and adults so developing age inclusive pathways that manage
transition across both professional boundaries and age related services effectively and
smoothly to deliver the best possible outcome for our patients.

This work will include the development of our workforce, increased use of personal health
budgets and market management to design, plan and commission services that are fit for
purpose and that are able to provide the right care in the right place at the right time. It will be
underpinned by meaningful engagement and co-production with service users and their
carers.

The rates per population will be based on GP registered population aged 18 and over as at
2014/15
5
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Phase Two: Re-procurement of Specialist Learning Disability services that will support and
deliver a sustainable transformation in the local health and social care economy for children
and adults.

There is a shared ambition across the local Partnership to deliver the Transforming Care
outcomes and we are increasingly confident that as the partnership matures we will be able
to address and resolve the difficult issues and challenges ahead. Delivery and implementation
will continue to be led locally whilst retaining accountability to those sovereign organisations.
The Board is clear on the dual role to drive those areas where there is shared delivery and to
provide shared assurance and visibility of the changes that are required both within individual
organisations but also across the local health and social care partnerships.

This document provides assurance to NHS England of the progress to date and the plans for
the future. The document will also provide local assurance and facilitate organisational
ownership at an Executive level. It provides an opportunity to develop a system wide shared
understanding, to re-affirm the commitment thus far and to agree the next steps to enable us
to deliver Transforming Care.

The Planning Template is accompanied by a Finance and Activity Template. The following
principles have been agreed locally to support the development of the Finance and Activity
Plan:

1 Community provision: individual packages we have input a cost deflator due to better
case management and inpatient reductions year on year and then an inflator for new
patients, cost pressures, and general demographic change. Projected change is
additional 1.1% for patient numbers with a reduction of 0.2% for costs. For the other
Community costs we have input block where known.

1 We have increased patient numbers in row 44 to include the reduction of CCG
commissioned patients and input costs (£180k per patient) as they migrate into the
community.

1 For Capital expenditure we have estimated £150-200k per patient reduction, e.g. 4
patients at year one and two and five patients at year three and applied this to CCG
commissioned patients who will be transitioning from an inpatient setting to a
community based setting. Therefore to accommodate the discharge of 13 patients into
supported living accommodation we estimate that we require £ 2,600,000 capital.

9 For Local Government cost increases we have added in 3.45% to include inflation and
indexation for the last three years.

1 Specialised Commissioned and CCG Commissioned Patients figures we have used
todaybés average for cost reductions.

1 NHSE have confirmed that as of April 8" 2016 there were two high secure patients
both at Rampton.

1 We have not applied any inflation / deflation to future year costs for SCG or CCG
patientés I|lines 19 to 35.

1 From the data available to inform this template there are no patients with current
inpatient stay greater than five years.

1 Whilst we have CHC patients who have a LD and / or Autism with challenging
behaviours, they meet the criteria for NHS CHC due to their complex physical
healthcare needs and not because of the LD Autism or challenging behaviour,
therefore have been excluded from this return.
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Neither Suffolk nor Norfolk County Council social care system identify children or
adults (Suffolk only) by their primary need on their data bases i.e. those individuals
with a learning disability and/or autism and challenging behaviour. The only way
individuals can be identified is to extract data/activity at patient level to confirm their
primary need/diagnosis and the cost. Health Care Providers i.e. NSFT, NCH&C and
HPFT would then need to share information about people known to their
neurodevelopmental pathway and the two data sets would need to be cross referenced
using patient level data to confirm they fit in the TCP cohort.

In Suffolk (including Waveney) NSFT have stated that they do not feel it is appropriate
to share patient identifiable information with SCC for the purpose of completing the
Finance and activity Plan because it was not directly related to care. Until this data
sharing issue is resolved across the system therefore the Norfolk TCP is not able to
provide data for Adults and Children from Waveney.

The patient numbers for specialist commissioning are reduced by 1 over the three year
is period it is noted that TCP have no control over the pace in which people are placed
in or discharged from medium and low secure hospitals. The majority of these patients
may come through the courts and are not required to reference the Transforming Care
agenda by considering community provision as an alternative. As a consequence
although patients may be discharged, experience would suggest that a similar
numbers may be admitted, thus the numbers may remain static or increase.

The inpatient numbers commissioned by the CCG are projected to reduce from 26 to
12 over the three year period. These patients will be supported to live independently
in the community.

All the numbers are based upon the understanding that we are unable to predict actual
need as this is dependent on presentation at a point in time.

All Norfolk TCP data excludes children as we continue to work with NELCSU and NCC
to confirm the number of children and young people who are in inpatient beds.
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Planning template

1. Mobilise communities

Governance and stakeholder arrangements

Describe the health and care economy covered by the plan

Guidance notes; consider the following: current providers, statutory, independent and
voluntary sector contracts. Collaborative commissioning arrangements, key
commissioning blocks (block contracts, geographical boundaries, provider relationships)

Our Boundaries

NHS North Norfolk CCG, Norwich CCG, South Norfolk CCG, West Norfolk CCG and Great
Yarmouth and Waveney CCGO6 are working in partnership with Norfolk and Suffolk County
Councilst o 6Transform Cared |l ocally for peopl
display behaviour that challenges. Together they commission health and social care
services for a combined total population of ¢c1, 000,000.

It should be noted that Waveney CCG boundary (not shown on the map) is served by Suffolk
County Council whilst all others are served by Norfolk County Council.

This TCP footprint comprises 116 member GP practices.

Norwich CCG 24
South Norfolk CCG 26
North Norfolk CCG 19
West Norfolk CCG 21
Great Yarmouth and Waveney CCG 11 in GY 15 in 26
Waveney

Total 116
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Our Population

As of June 2015 Norfolk's population, excluding Waveney, was estimated at 877,700 in mid-
20147 an increase of around 6,700 on the previous year.

Over the decade from 2004, Norfolk's population has increased by 7.6%, compared with an
increase of 9.3% in the East of England region and 8.2% in England.

Over the decade, in terms of broad age groups, numbers of children and young people in
the county (aged 0-17) rose marginally, humbers of working age adults (aged 18-64)
increased by around 19,100, and numbers of older people (aged 65 and over) increased by
around 39,200 (23.6%).

The estimates for mid-2014 confirm that Norfolk's population has a much older age profile
than England as a whole, with 23.4% of Norfolk's population aged 65 and over, compared
with 17.6% in England.

As of 2011 national estimates predict that there were 21,786 adults with learning disability
living in Norfolk (including Waveney) in 2010, 3315 of whom were counted as having severe
or moderate disabilities and 5136 with ASD. In contrast, local service data recorded a total
of 2627 people with learning disability. Local registers for children show 1522 males and
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597 females, with identified prevalence rising to peak within teenage years i.e. at the point

of transition f r oniceg &sithe cbndtion bexcomesoappardntiduring tbee
chil dés dednvxtempenmd®lOtthere were 624 children registered aged 15 and

above.

Our Providers

Our main local NHS providers are:

Acute Hospitals:
1 Norfolk and Norwich University Hospital NHS FT i block contract; lead
Commissioner North Norfolk CCG
1 James Paget University Hospital NHS FT i block contract; lead Commissioner
Great Yarmouth and Waveney CCG
1 Queen Elizabeth Hospital NHS FT i block contract; lead Commissioner West
Norfolk CCG

Community Providers:
1 NHS Norfolk Community Health and Care Trust i block contract; lead
Commissioner Norwich CCG
1 East Coast Community Healthcare (ECCH) Community Interest Company i block
contract: lead Commissioner Great Yarmouth and Waveney CCG
1 James Paget University Hospital-community paediatric services.

Mental Health and Learning Disability Services:
T Norfolk and Suffolk NHS FT (NSFT) i block contract.
9 Hertfordshire Partnership University NHS FT 1 block contract; lead Commissioner
South Norfolk CCG
1 NCH and C-starfish team( children)

All providers deliver a range of services for both adults and children including for those with
learning disabilities and autism.

Across the TCP footprint there are other commissioned services for adults, children and
young people including a range of independent and third sector providers.

Our Commissioning Arrangements.
Adults:

Services specifically for adults with Learning Disabilities are jointly commissioned by both
Norfol k and Great Yar moandbi Nodak NC@ja&\Seffolle Gounty (
Councils (SCC).

In Norfolk an Integrated Health and Social Care Commissioning Team hosted by Norfolk
County Council supports South Norfolk CCG as lead Commissioner in the commissioning
of local services. There is a joint commissioning arrangement (using a pooled budget)
through a Section 75 agreement in place.

Great Yarmouth and Waveney commission services in partnership with Norfolk County
Council but has independent arrangements for the services commissioned in Waveney

Services are provided by across a complex combination of NHS and independent providers.
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Children and Young People
Norfolk:

Children and young people registered with a GP in Norwich, North Norfolk, South Norfolk
and West Norfolk CCG:

Norfolk Community Health & Care (NCH&C) is commissioned to provide the Starfish service
to children and young people with a learning disability and their families. Starfish is a team
of specialist nurses, family support workers and senior/specialist clinical psychologists that
offers a specialised service to children with a learning disability, from school entry to age
18.

NCH&C is also commissioned to provide Starfish Plus. This is an intensive therapeutic
service delivered by a highly specialised team of staff to children and young people with
learning disability who are in crisis.

Great Yarmouth and Waveney:

Great Yarmouth and Waveney: Health Services for children and young people with
LD/CAMHS needs are commissioned by Great Yarmouth and Waveney CCG.

Great Yar mouth and Waveney CCG currently
treatment bed and one Rehabilitation bed for Children and Young People with a Learning
Disability in partnership with Suffol k CQ(
Lothingland. Great Yarmouth and Waveney also commission a Community Learning
Disabilities Team for Children and Young People; this is provided by NSFT. As a result of
the LD redesign on services in Waveney the assessment and treatment bed will be
decommissioned and the Community LD Team will provide an Intensive Support Function
and if an inpatient bed is required this will be spot purchased.

Great Yarmouth and Waveney CCG have recently undertaken a service re-design of
LD/CAMHS services moving away from a bed based system to community support with an
enhanced support offer for a small number of families. The service is aiming to work with
the 0-25 year age group.

Adults
Norfolk:

Norfol k CCGO&s curr enNHSyinpatientmAssesssientoamd Treatednty
beds: for patients who require short term interventions they are provided by Hertfordshire

Partnership University NHS FT; they are co- commissioned through a Norfolk wide NHS

block contract that currently includes Great Yarmouth and Waveney for patients from Great

Yarmouth area and Waveney areas.

Intensive Community resources for adults, with the exception of West Norfolk CCG who
already commission an Intensive Support Team to care for people in their own home, are
limited. A partial Intensive Learning Disability team for North Norfolk CCG, Norwich CCG,
South Norfolk CCG and Great Yarmouth and Waveney CCG is planned to be operational
from 1% July 2016
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Great Yarmouth and Waveney:

Great Yarmouth and Waveney CCG currently commission two adult inpatient Learning
Disability beds in partnershi p wiorffolkang8 Suffdlkg
Foundation Trust at Walker Close in Ipswich (assessment and treatment) and 7 Airey Close,
Lothingland (step down).

However, as part of the LD Redesign in Waveney which is currently taking place both of
these beds will be decommissioned and the Community LD Team will be enhanced to be
able to provide an Intensive Support Function. Great Yarmouth and Waveney also
commission a Community Learning Disabilities Team (Health) provided by NSFT. The
Social Care Team is separate and provided by Suffolk Adult Community Services but both
teams work together in a collaborative way.

Social Care:

There are a very broad range of providers across the TCP footprint with a range of services
for both Children and Young People and Adults with a Learning Disability. Contractually,
there are a number of these that are delivered in-house by the Local Authorities and a very
fragmented provider market.

The market for services to support people with behaviours that challenge is diverse and
developing.

The private sector and in-house providers are commissioned through a mixture of spot and
block framework arrangements. Through or alongside the delivery of this plan, a significant
number of these are being or will re-commissioned, which will provide the opportunity to
strength the expectations for suppliers and hold them to account; including the right
contracting mechanisms to assure reasonable adjustments

Describe governance arrangements for this transformation programme

We are clear about the responsibility that our organisations have to help shape and deliver
a better model of health and social care for the people of Norfolk, Great Yarmouth and
Waveney who have learning disabilities and or autism who display behaviour that
challenges, their carers and families.

There is a significant commitment from the local health and social care economy together
with service users, carers and providers to simplify and improve the current system.

As leaders of Norfolk, Great Yarmouth and Waveney organisations we commit to working
together, in partnership with the people of Norfolk, Great Yarmouth and Waveney, to
develop the model, and ensure it meets the needs of people with learning disabilities and
or autism, their families and carers, delivers better outcomes and reduces inequalities.

The draft Governance structure below has been developed with the Transforming Care
Programme Board however further testing of the structure will continue as the programme
continues to develop and evolve:

12
Transforming Care Planning Template v1 0 signed off



Norfolk and Great Yarmouth & Waveney collaborative governance arrangements are
described in the diagram below. It shows an overview of the programme governance along
with a range of reference groups that form the broader programme management and
delivery capability. The diagram shows existing groups and proposed groups i.e. the
Transforming Care Programme Steering Group and Service User and Carer reference
groups which are in the process of being set up.

Key features of this include:

- A multi-agency Transforming Care Programme Board made up of senior leaders
across both health and social care to provide a single place for collaborative
decision-making including commissioners, clinicians and relevant professionals and
experts

- A Transforming Care Implementation Steering Group will be established to drive
and manage progress in developing and implementing this plan.

- A series of work streams and task and finish groups for example a Communications
and Engagement work stream to ensure there is full and meaningful engagement
of parents and carers to ensure service user/carer involvement and participation
throughout the development and implementation of our local plans.

Draft Governance Structure v0.05

Draft Governance Structure v0.05

Health and Wellbeing Board NHSE Regional Transforming

Meets quarterly Care Board
(Norfolk CCG®& and Great Yarmouth Transforming Care Programme / . N
" and Waveney CCG Governance / /Board = NorfoIE and Wavgney Chief “\ Provider Governance
Officers Group \‘
oversees development and | .
implementation of plan / 4

Learning Disability Partnership
Board i meets quarterly /

‘sService User and Carers reference

\ group
A

G

Input to TCP Board
and workstreams

ey, viastakeholder ) ‘ Professional or Clinical reference
Transforming Care Programme®, “**™" | group
Implementation Steering Group \\

Issue resolution, co-ordination of
individual workstreams

Autism Partnership Board

G

4

Children® Services Committee A Service Provider reference group

o
Key:
Workstream 1:Learning Disability Strategy
Workstream 2:Service model and care pathway - Children& and Adults
Workstream 3:Communications and Engagement
Workstream 4:Clinical Treatment Reviews and Transition

Adults Services Committee

Workstream 5:Market Shaping i Estates and People
Transforming Care Workstream 6:Finance and Activity

programme Workstream Workstream 7:Programme Delivery
Planning and delivery of
workstreams

C) Existing governance
C) New governance
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The Transforming Care Programme will be aligned to and inform the development of the
emerging Sustainability and Transfor mat.
are place-based, system-wide plans for health and social care, reflecting locally agreed
health and wellbeing strategies. NHSEngl and expects STPOs to
June 2016 and they will be subject to formal assessment in July.

The Norfolk and Waveney geographic o6foot
system-wide executive group has been established to oversee the development of the
Norfolk and Waveney STP. An initial submission, in the form of a set of slides, was required
by NHS England on 15 April 2016.

Transforming Care Programme Board

We are looking to strengthen the governance arrangements for this programme. We
will use the Chief Officers Group which is an existing Chief Executive Group to act as
the Transforming Care Programme Board, this group meets monthly. The role of this
group is to oversee the development and implementation of the Transforming Care
Plan and provide assurance and senior level leadership and sponsorship as well as
key risk and issue resolution when required

Transforming Care Programme Implementation Steering Group and proposed work
streams

A new Implementation Steering Group is proposed which would consist of all work
stream leads and other key members of the programme team for example NHSE
specialised commissioning, users of the service. Alison Leather, Director of Quality
Assurance for SNCCG would chair this group. Carers and Providers would be co-
opted onto the group. A Communication and Engagement Strategy will be developed
to ensure the programme makes use of existing reference groups such as the
Learning Disability Board where applicable along with establishing new groups where
required.

This would be a senior multi-agency leadership group who would have oversight of the
work streams to ensure effectiveness of systems/proposals; quality and assurance
check control and escalation for decision making.

It is envisaged that the membership of this Steering Group will evolve as the programme
develops.

Members of the Steering Group tbc but to include:

Alison Leather 7 Vice Chair and Deputy SRO - Director of Quality and Assurance
South Norfolk CCGs (SNCCG)

David Gilburt i SNCCG - Interim Chief Finance Officer and Finance and activity
work stream lead

Kim Arber i Head of Mental Health and LD Great Yarmouth & Waveney CCG
Clive Rennie i Assistant Director Integrated Commissioning (Mental Health and
Learning Disabilities) - Learning Disability Strategy Work stream Lead

Sal Thirlway 1 Assistant Director Early Help and Prevention-NCCand Chi |
and Adults Service Model and Care Pathway i Joint Lead

Ti m OO6 MuAsdistamt Birector Integrated Care (Southern) NCH&C and NCC
and Childrends and Adults SielointlLeace Mo d
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Derek Holesworth i Integrated Commissioning Programme Manager (Mental
Health and Learning Disability) and Client Treatment Reviews and Transition Work
stream Lead

Oliver Cruickshank - Communications and Engagement Manager SNCCG i
Communications and Engagement Work stream Lead

Steve Holland i Head of Quality Assurance and Market Development and

Market Shaping i Estates and People Work stream Lead

Susanne Baldwin i Finance Business Partner (Adults Social Services

Karl Steensoni Fi nance Business Partner (Chil
Tracey Wooldridge i Quality Improvement and Assurance Manager and
representatives from Norwich CCG

Rebecca Driver - Director of Commissioning and Engagement Health East NHS
Great Yarmouth and Waveney Clinical Commissioning Group

Representatives from North Norfolk CCG thc

Representatives from South Norfolk CCG tbc

Representatives from West Norfolk CCG thc

Karen Lockett i Head of Transforming Learning Disabilities Task Force (Midlands
and Easy) NHS England

Nerea Uriarte - Clinical Transforming Care Case Manager Regional Specialised
Commissioning NHS England Midlands and East

Charmaine Cleaver - Transforming Care Case Manager Regional Specialised
Commissioning NHS England Midlands and East

Owen Fry - Hertfordshire Partnership Foundation Mental Health/specialist LD Trust
John Bacon T Operations Director Key Hill Park i Norfolk Independent Care
Representative

Sabrina Bartrum 1 Service User Representative, Opening Doors

Janet Brandish T Service User Representative, Opening Doors

Gail Harvey i NCC Corporate Programme Office - Programme Manager

Sue Bridges/Mark Earthrowl i Norfolk and Suffolk Foundation Trust

The membership and terms of reference are currently being reviewed and Executive level
Finance sponsorship has been agreed by the CCG Chief Officers. Other representation is
also being sought from:

Norfolk Constabulary i both the probation and court liaison service
Independent Housing providers

Mental Health providers

Commission colleagues in MOJ & Criminal Justice Area Teams
Autism Service User Representative

Parent Carer

Inclusion East (e.g. Jo Hough)

Norfolk and Suffolk Foundation Trust

Norfolk Community Health and Care

Community Learning Disability Service (CLDs)

The Implementation Steering group will be responsible for designing and delivering the new
service model and the implementation plan for delivering it. Following submission of this
plan, further work will be undertaken to develop the detailed service model design and the
core enabling work streams to deliver it.

The detail of these governance arrangements is to be determined in full but will include
coverage of the following key issues:
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Learning Disability Strategy

Finance, joint commissioning and pooled funding arrangements
Market shaping

Workforce development and training

Systems and data

Provider development

Clinical and care professional assurance.

Market engagement & shaping

Proposed Work stream Structure is shown below:

Proposed workstream Structure v0.05

Transforming Care Programme
Board - Norfolk and Waveney
Chief Officers Group
oversees development and

Service User and Carers reference

group

implementation of plan

Input to TCP Board
and workstreams

via stakeholder /
engagement<

Professional or Clinical reference

group

Transforming Care Programme
Implementation Steering Group |

Issue resolution, co-ordination of |
individual workstreams

/

\ Service Provider reference group

\

| Children’s and Adults Service Model and Care

/"~ Learning Disability

d |5"6199y Communications & Pathway
Lead Clive Rennie i AD Engagement g -
s Load Oliver Joint Lead Sal Thirlway - AD Early Help and

Prevention NCC & Tim Odullane i AD Integrated

(Mental Health and
Care (Southern) NCH&C & NCC

Learning Disabilities)

Cruickshank - SNCCG

Market Shaping -
estates and people Finance and Activity -

Lead i David Gilburt Chief

Lead - Steve Holland -
Head of Quality Assurance
and Market Development

Finance Officer SNCCG

Clinical Treatment
Reviews & Transition

Lead Derek Holesworth i
Integrated Commissioning
Programme Manager NCC

Programme Delivery

Lead Gail Harvey Senior
PMNCC
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Timeline for completion of Governance sign off of Transforming Care Plan

We have made and recorded an assumption within our risk and issue management that the
partnership Governance bodies will sign off the Transforming Care Plan by the end of June

Transforming Care Programme Board i Chief Officer Group | 13" May 2016
South Norfolk CCG 24" May 2016
North Norfolk CCG 24" May 2016
Norwich CCG 24" May 2016
West Norfolk CCG 26" May 2016
Great Yarmouth and Waveney CCG 26" May 2016
Joint Commissioning Executive 2" June 2016
Norfolk County Council Adult Social Care Committee 16" June 2016
Joint Commissioning Committee 215 June 2016
Norfolk County CouncilChi | dr ends Ser vi c|28"June 2016
Norfolk Health & Wellbeing Board 20" July 2016

Describe stakeholder engagement arrangements

Guidance notes; who has been involved to date and how? Who will be involved in future
and how?

It is important to explain how people with lived experience of services, including their
families/carers, are being engaged.

As part of the emerging Transformation Plan it is recognised that co-production through full
service user and carer engagement is one of the critical success factors in developing and
delivering a new model of care for people with learning Disabilities.

As such one of the work steams identified in the Programme Governance structure
described above is Communications and Engagement. Co-production will be a key part of
this and will deliver both the right voice and influence for service users and their
families/carers. It will also deliver the right processes and channels for professionals and
providers within the broadest system to provide their own views as well as receiving
feedback and guidance about what is being changed, what it means for them and how
changed processes and system behaviours will be supported and reported.

The following provides a snapshot overview of the progress to date:
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T Al of the CCG6s and County Council s
and approved the project through their respective Clinical Executives and through
the Joint Commissioning Collaborative.

1 Local Health and Well Being Boards and Council of Members have been briefed and
have similarly approved the project.

1 Committee and Cabinet member briefings have been completed with the lead
members in both authorities.

T Norf ol k CCG©Os i ncluding Great Yar mout
through the Joint Commissioning Collaborative, to renew the current LD specialist
health contract with HPFT including a redesigned community based service that will
go live in July 2016.

T Current commissioned LD specialist health providers are being made aware of the

programme of work through commissioning intentions and development of annual

plans.

The local LD Partnership boards have been briefed and engaged in the project.

Service user and carer representation has been secured.

A dedicated PMO has been appointed through Norfolk County Council with direct

links to the Norfolk Whole System Transformation Plan.

W

Proposed agenda
April 21st v0.03.docx

E

1 A multi- agency launch event is planned for April 215 2016.

This demonstrates the commitment that the partnership has made to working in partnership
and recognise that the challenges that will go beyond this initial set of engagement.

A detailed Engagement and Communication Plan will be developed as part of the
overarching plan by a dedicated work stream. This will include for example:

- Workshops

- One to one engagement with patient experts and their carers.
- Online surveys

- Service user and carer membership on relevant work streams.
- Engagement with local groups

- Engagement with local Learning Disability Partnership Board
- Working with third and voluntary sector groups.

We will put patients and their carers at the heart of the development of the new service
model and ensure that all engagement is meaningful and appropriate.

Wider engagement will be undertaken with key stakeholders including existing providers
and their staff who are experts in their field. This will ensure that there is ownership locally,
that feedback is used to design services and that all innovative service delivery models are
considered.

The detailed communications plan is currently being documented and will be finalised and
shared with NHS England when it has been approved by the partnership board.
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Describe how the plan has been co-produced with children, young people and
adults with a learning disability and/or autism and families/carers

The Transformation Plan will embrace and develop co-production through the
Communication and Engagement plan to include children, young people and adults with a
learning disability and/or autism and families/carers.

The following tools will be used:

Co-production- how are you doing? http://inclusionnorth.org/uploads/attachment/71/co-
production-reflection-tool-v9.pdf

And lessons learnt in the Learning Disabilities Good Practice Project 2013.

https://www.gov.uk/government/uploads/system/uploads/attachment data/file/261896/Lea
rning Diasbilities Good Practice Project Novemeber 2013 .pdf

This role will be delegated to the dedicated Communication and Engagement work stream.

A full stakeholder engagement exercise specifically for children and young people will be
undertaken prior to the commissioning of any new care pathways. It will include:

1 Parental engagement and co-production activities including regular engagement
meetings Parent Carer Forums across both the Local Authority and Health.

i Family conferences to focus on the interventions that make a difference. This
conference will take place during school time to allow parents and carers to fully
participate and engage in discussion without having to focus on the needs of their
child.

1 Focus groups for parents to be organised in partnership with the Local Authority and
local Parent Carer Forums.

1 Local Authority and Parent Carer Forums will undertake a collaborative approach to
encourage participation by parents, practitioners and children and young people
through a joint information briefing.

1 A survey will be conducted. The results of the survey will be used to monitor how we
can make improvements locally and be to help improve the way things are done for
others across the TCP footprint.

This will ensure that there is ownership locally, that feedback is used to design services and
that all innovative service delivery models are considered. | t i s al so t he
develop a local easy read website available to the public which details the work of the
Transforming Care Partnership and to provide a two way method of communication for
service users, carers, family members, providers and other stakeholders. Links will also be
made available on all partner organisations websites. Further detail will be developed as we
implement our plan.

Strong stakeholder engagement will be undertaken throughout and will continue to underpin
the development and delivery of the Transformation Plan including people with direct
experience of using services however resources will be required to continue this work.
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http://www.thinklocalactpersonal.org.uk/co-production-in-commissioning-tool/stories-and-resources/resource/?cid=10662
http://thinklocalactpersonal.org.uk/co-production-in-commissioning-tool/stories-and-resources/resource/?cid=10663
http://inclusionnorth.org/uploads/attachment/71/co-production-reflection-tool-v9.pdf
http://inclusionnorth.org/uploads/attachment/71/co-production-reflection-tool-v9.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/261896/Learning_Diasbilities_Good_Practice_Project__Novemeber_2013_.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/261896/Learning_Diasbilities_Good_Practice_Project__Novemeber_2013_.pdf

The detailed communications plan is currently being documented and will be finalised and
shared with NHS England when it has been approved by the partnership board.

Pl ease go to the ‘LD Patient Projections’

Finance Template (document 5 in the delivery pack) and select the CCG areas
covered by your Transforming Care Partnership

Activity Data

As part of the CCG planning the TCPs will submit 3 year trajectories of inpatient numbers
for patients with LD or autistic spectrum disorder. The information will be collected in the
template provided in the TCP Delivery Pack template about inpatient numbers will use the
same definitions and timeframes and will match what is submitted through the planning
round.

Who will be included in the inpatient trajectories?

The definition for inclusion is that used by the Assuring Transformation data collection
(http://Iwww.hscic.gov.uk/assuringtransformation). Any person in an in-patient bed for
mental and/or behavioural healthcare needs who has learning disabilities or autistic
spectrum disorder (including Asperger6s
under the Mental Health Act.

Quarterly Trajectories over 3 Years (No. of Learning Disability Inpatients at the end of each
quarter)

The trajectories will capture the total number of people with a learning disability and/or
autism in inpatient care at the end of each quarter, in a specialist hospital bed (either MH or
LD). The inpatient trajectories will be on a Transforming Care Partnership (TCP) basis.
Trajectories are not based on who pays for care, but on the CCG/TCP of origin, i.e. where
their home, or normal place of residence prior to hospital admission, is located, so patients
whose care is commissioned by NHS England Specialised Commissioning Teams are
reported against their TCP of origin. Figures presented in the TCP Joint Transformation
plan through this annex will be consistent with the figures supplied through Unify as part of
the CCG planning round.
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2.Understanding the status quo

Baseline assessment of needs and services

Provide detail of the population / demographics

Guidance notes; This is a plan for a very heterogeneous group of people. What are the
different cohorts? Consider the 5 needs groupings described in the national service
model. Ensure that all your information on the different cohorts reflects children and young
people who have these needs, including those who are in residential schools out of area.

Norfolk including Great Yarmouth (excluding Waveney)

As of June 2015 Norfolk's population, excluding Waveney, was estimated at 877,700 in mid-
201471 an increase of around 6,700 on the previous year.

Over the decade from 2004, Norfolk's population has increased by 7.6%, compared with an
increase of 9.3% in the East of England region and 8.2% in England.

Over the decade, in terms of broad age groups, humbers of children and young people in
the county (aged 0-17) rose marginally, numbers of working age adults (aged 18-64)
increased by around 19,100, and numbers of older people (aged 65 and over) increased by
around 39,200 (23.6%).

The estimates for mid-2014 confirm that Norfolk's population has a much older age profile
than England as a whole, with 23.4% of Norfolk's population aged 65 and over, compared
with 17.6% in England.

As of 2011 national estimates predict that there were 21,786 adults with learning disability
living in Norfolk (including Waveney) in 2010, 3315 of whom were counted as having severe
or moderate disabilities and 5136 with ASD. In contrast, local service data recorded a total
of 2627 people with learning disability. Local registers for children show 1522 males and
597 females, with identified prevalence rising to peak within teenage years i.e. at the point
of transition from childrenés to adult se
c hi | doéopmedt.erv@tember 2010 there were 624 children registered aged 15 and
above.
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Adults

Norfolk: LD — Baseline Estimates
People aged 18-64 predicted to have a learning disability, by age

2014 2015 2020 2025 2030

People aged 18-24 predicted to have a learning disability 1,955 1,946 1,815 1,771 1,968

People aged 25-34 predicted to have a learning disability 2,520 2,552 2,642 2,595 2,465

People aged 35-44 predicted to have a learning disability 2,482 2,454 2,466 2,678 2,776

People aged 45-54 predicted to have a learning disability 2,815 2,838 2,738 2,511 2,533

People aged 55-64 predicted to have a learning disability 2,486 2,494 2,745 2,953 2,854

'(Ij'_otallj_;lq;)pulation aged 18-64 predicted to have a learning 12,257 12,284 12,405 12,508 12,595
isability

Norfolk: LD - Moderate or severe
People aged 18-64 predicted to have a moderate or severe learning disability, and hence
likely to be in receipt of services, by age

2014 2015 2020 2025 203

0
People aged 18-24 predicted to have a moderate or severe learning disability 451 450 422 417 467
People aged 25-34 predicted to have a moderate or severe learning disability 541 548 568 558 530
People aged 35-44 predicted to have a moderate or severe learning disability 624 617 620 674 700
People aged 45-54 predicted to have a moderate or severe learning disability 632 636 613 565 577
People aged 55-64 predicted to have a moderate or severe learning disability 537 539 596 636 611
Total population aged 18-64 predicted to have a moderate or severe learning 2,785 2,790 2,818 2,850 2,884

disability
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Norfolk: LD — Severe

People aged 18-64 predicted to have a severe learning disability, and hence likely to be in

receipt of services, by age, projected to 2030

People aged 18-24 predicted to have a severe learning disability
People aged 25-34 predicted to have a severe learning disability
People aged 35-44 predicted to have a severe learning disability
People aged 45-54 predicted to have a severe learning disability

People aged 55-64 predicted to have a severe learning disability

Total population aged 18-64 predicted to have a severe learning
disability

Norfolk: LD - Living with a parent

2014

149

152

168

140

127

736

2015

148

154

167

141

127

737

2020

139

159

167

135

140

740

2025

138

156

182

124

151

750

2030

154

148

189

128

145

765

People aged 18-64 predicted to have a moderate or severe learning disability and be living

with a parent, by age, projected to 2030

People aged 18-24 predicted to be living with a parent
People aged 25-34 predicted to be living with a parent
People aged 35-44 predicted to be living with a parent
People aged 45-54 predicted to be living with a parent

People aged 55-64 predicted to be living with a parent

Total population aged 18-64 predicted to be living with a parent

2014

299

279

241

145

48

1,011

2015

298

283

239

145

48

1,013

2020

279

292

242

138

54

1,005

2025

277

287

263

127

56

1,010

2030

310

272

272

133

53

1,040
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Norfolk: Challenging behavior

People aged 18-64 with a learning disability, predicted to display challenging behaviour, by

age, projected to 2030

People aged 18-24 with a learning disability, predicted to display
challenging behaviour

People aged 25-34 with a learning disability, predicted to display
challenging behaviour

People aged 35-44 with a learning disability, predicted to display
challenging behaviour

People aged 45-54 with a learning disability, predicted to display
challenging behaviour

People aged 55-64 with a learning disability, predicted to display
challenging behaviour

Total population aged 18-64 with a learning disability, predicted

to display challenging behaviour

Norfolk: Autistic spectrum disorders

2014

32

46

45

54

49

227

2015

32

46

45

55

50

228

2020

30

48

45

52

54

230

2025

30

47

49

48

59

232

People aged 18-64 predicted to have autistic spectrum disorders, by age and gender,

projected to 2030

People aged 18-24 predicted to have autistic spectrum disorders
People aged 25-34 predicted to have autistic spectrum disorders
People aged 35-44 predicted to have autistic spectrum disorders
People aged 45-54 predicted to have autistic spectrum disorders

People aged 55-64 predicted to have autistic spectrum disorders

Total population aged 18-64 predicted to have autistic spectrum

disorders

2014

2015

735

1,022

1,005

1,197

1,064

5,023

2020

731

1,036

997

1,206

1,068

5,038

2025

686

1,081

1,002

1,155

1,182

5,107

2030

676

1,069

1,087

1,058

1,276

5,166

2030

33

45

50

48

57

233

750

1,019

1,134

1,065

1,232

5,200
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Waveney: LD - Baseline estimates
People aged 18-64 predicted to have a learning disability, by age

2014 2015
People aged 18-24 predicted to have a learning disability 225
People aged 25-34 predicted to have a learning disability 294
People aged 35-44 predicted to have a learning disability 309
People aged 45-54 predicted to have a learning disability 371
People aged 55-64 predicted to have a learning disability 335
Total population aged 18-64 predicted to have a learning disability 1,534

Waveney: LD - Moderate or severe

2020

225

296

302

371

336

1,530

2025

200

309

286

350

366

1,510

203

188

301

309

305

391

1,494

207

279

325

297

370

1,477

People aged 18-64 predicted to have a moderate or severe learning disability, and hence

likely to be in receipt of services, by age

2014 2015
People aged 18-24 predicted to have a moderate or severe learning disability 52
People aged 25-34 predicted to have a moderate or severe learning disability 63
People aged 35-44 predicted to have a moderate or severe learning disability 78
People aged 45-54 predicted to have a moderate or severe learning disability 83
People aged 55-64 predicted to have a moderate or severe learning disability 72
Total population aged 18-64 predicted to have a moderate or severe 348

learning disability

2020

52

64

76

83

73

347

2025

a7

66

72

78

79

342

203

44

65

78

68

84

339

49

60

82

67

79

337
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Waveney: LD - Severe
People aged 18-64 predicted to have a severe learning disability, and hence likely to be in
receipt of services, by age, projected to 2030

2014 2015 2020 2025 203

0
People aged 18-24 predicted to have a severe learning disability 17 17 15 15 16
People aged 25-34 predicted to have a severe learning disability 18 18 19 18 17
People aged 35-44 predicted to have a severe learning disability 21 21 19 21 22
People aged 45-54 predicted to have a severe learning disability 18 18 17 15 15
People aged 55-64 predicted to have a severe learning disability 17 17 19 20 19
Total population aged 18-64 predicted to have a severe learning disability 91 91 89 89 89

LD - Living with a parent
People aged 18-64 predicted to have a moderate or severe learning disability and be living
with a parent, by age, projected to 2030

2014 2015 2020 2025 203

0
People aged 18-24 predicted to be living with a parent 34 35 31 30 33
People aged 25-34 predicted to be living with a parent 33 33 34 33 31
People aged 35-44 predicted to be living with a parent 30 29 28 30 32
People aged 45-54 predicted to be living with a parent 19 19 18 15 15
People aged 55-64 predicted to be living with a parent 6 6 7 7 7
Total population aged 18-64 predicted to be living with a parent 122 122 118 116 118
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Waveney: Challenging behaviour

People aged 18-64 with a learning disability, predicted to display challenging behaviour, by

age, projected to 2030

2014 2015 2020 2025 203
0
People aged 18-24 with a learning disability, predicted to display challenging 4 4 3 3 3
behaviour
People aged 25-34 with a learning disability, predicted to display challenging 5 5 6 5 5
behaviour
People aged 35-44 with a learning disability, predicted to display challenging 6 6 5 6 6
behaviour
People aged 45-54 with a learning disability, predicted to display challenging 7 7 7 6 6
behaviour
People aged 55-64 with a learning disability, predicted to display challenging 7 7 7 8 7
behaviour
Total population aged 18-64 with a learning disability, predicted to display 29 28 28 28 27
challenging behaviour
Waveney: Autistic spectrum disorders
People aged 18-64 predicted to have autistic spectrum disorders, by age and gender,
projected to 2030
2014 2015 2020 2025 203
0
People aged 18-24 predicted to have autistic spectrum disorders 87 85 76 72 80
People aged 25-34 predicted to have autistic spectrum disorders 116 118 126 123 113
People aged 35-44 predicted to have autistic spectrum disorders 124 122 114 124 132
People aged 45-54 predicted to have autistic spectrum disorders 155 155 145 127 122
People aged 55-64 predicted to have autistic spectrum disorders 143 143 155 167 159
Total population aged 18-64 predicted to have autistic spectrum disorders 626 624 615 613 606
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Learning disabilities

Estimates of the prevalence of learning disability vary as there is a variation in definitions
used. Department of Health figures suggest that about 1.5 million people have a learning
disability. This would equate to around 21,000 people in Norfolk. In 2010, the prevalence of
learning disability in the general population was expected to rise by an estimated one per
cent per annum for the next 10 years and grow overall by over ten per cent by 2020. Data
al so suggests that the number of babies
increased by 70% in the last 10 years and that this trend is likely to continue. It is also
expected that there will be a growth in the complexity of disabilities.

However, applying to the local numbers of people on the GP learning disabilities registers
in 2010/11, published estimates of between 25% and 40% of people aged 18+ with learning
disability also having a mental illness, there were between a thousand and 1,600 people
affected. Thus it is a challenge to establish an overall figure that represents need.

The cohort of patients with Learning Disabilities can be associated within distinct levels of
need.

Some learning difficulties in individuals will be recognised at school and addressed so that
as adults many will be able to work, maintain good relationships and be able to contribute
to society.

Some learning difficulties will be as a consequence of marked developmental delays in
childhood but as adults some degree of independence in self-care will have been learnt to
acquire adequate communication and academic skills. As adults some varying degrees of
support will be required in order to live and work in the community.

Severe developmental delays in childhood will likely results in the requirement of continuous
support throughout the life course.

The learning difficulties in some people are so significant that they are likely to have severe
limitations in self-care, continence, communication and mobility. As a consequence they will
require a high level of constant care and support.

Autism Spectrum Disorders (ASD)

Data on adults in UK private households (Brugha et al, 2009) suggest an overall ASD
prevalence of 1%, with early data suggesting that 1.8% of males and 0.2% of females meet
the diagnostic criteria, and that Autism Spectrum Conditions affect 8% of single men in
sheltered housing.

The Norfolk prevalence data from 2011, indicates that the expected number of people aged
18-64 with Autism within Norfolk, would be 5,173. Therefore those individuals with a lifelong
neuro-developmental condition, following research by Ghaziuddin (2002) suggests that
40% of people with autism show evidence of psychiatric co-morbidity.

Some people on the autistic spectrum may fall into some of the above categories within
learning difficulties, or have no learning disabilities but will have equally the same
challenges to manage their life as adults.
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Children
0-10 Years
Population factors

1 The highest numbers of very young children in Norfolk are found in Norwich, closely
foll owed by Kingds Lynn &tha\hgkest nuhbersfaged
five through to ten.

9 For all Norfolk local authority areas, the number of children aged 0 to 4 is projected
to rise a little to around the year 2016 and then stabilise or fall slightly.

1 Children aged 5 to 10, in contrast, are projected to show a sustained increase, with
Kingdés Lynn & West Norfolk showing th

1 Based on ONS estimates, there are over 15,200 Norfolk children with long-standing
illness or disability and approaching 100 severely disabled. Prevalence is higher for
5 to 9s for the former and higher for O to 4s for the latter. Projections to 2020 quoted
by ChiMat are for an increase to around 17,200 children aged 0 to 9 with long-
standing iliness or disability and 100 severely disabled (although not fully aligned
with new 2011 Census figures).

Children with long-term disability are a diverse group. Some will have highly complex
needs requiring multi-agency support across health, social services and education i the
most extreme example perhaps being those who are technology dependent. Other
children will require substantially less support, although nevertheless have a long-term
disability. Routine data are collected by local authorities on children with statements of
Special Educational Needs, but this does not reflect the spectrum of disability and is only
a weak proxy measure for severity.

A detailed analysis of the methodology of assessing the numbers, characteristics and
circumstances of disabled children is found in the 2010 study by the Council for Disabled
Children which uses data from the Family Resources Survey (FRS) 2010, Department of
Work and Pensions. Data from the FRS estimate there to be around 952,700 disabled
children in the UK, 7.3% of the child population: 8.8% of boys and 5.8% of girls. If applied
to the population of Norfolk this would equate to around 6,500 boys and 4,100 girls aged 0
to 15 experiencing some form of disability.

Di sabled childrends most commonly report
learning and communication. Many children have problems in more than one area of daily
living; the FRS indicates around a third of disabled children experience between two and
four difficulties and more than ten per cent experience five or more difficulties.

In Norfolk it is thought that there are a significant number of children aged under the age of
18 years with learning disabilities and/or autism that are currently being educated within
special schools and whom demonstrate significant challenging behaviour. Of the most
recent data there is c38 young people under the age of 18 years. The majority of these
access education in day schools, although there are a number who are weekday residential
borders. Due to their nature of challenging behaviour, they are at the greatest risk, on
reaching adulthood of transitioning into adult services.

Special Educational Needs (SEN) data are used to help with planning, to study trends and
to monitor the outcomes of initiatives and interventions for pupils with different types of SEN.
The percentage of primary school pupils with a statement of SEN in Norfolk was 2.5% in
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2012. The table below shows that the two main categories prevalent of Speech, Language
and Communications Needs and Moderate Learning Difficulty together accounted for over
half of the total.

Norfolk pupils at primary school with Special Educational Needs: %
percentage with each type of need, 2010 Type of SEN

Specific Learning Difficulty 10.6
Moderate Learning Difficulty 25.0
Severe Learning Difficulty 1.7
Profound & Multiple Learning Difficulty 0.4
Behaviour, Emotional and Social Difficulties 20.5
Speech, Language and Communications Needs 26.0
Hearing Impairment 1.3
Visual Impairment 1.0
Multi- Sensory Impairment 0.1
Physical Disability 3.3
Autistic Spectrum Disorder 5.1
Other Difficulty/Disability 5.3
All SEN children in primary school 100.0

11- 18 Years

Population Factors:

f

The highest numbers of children aged
and the lowest by far are in North Norfolk: for the 18 to 19 age group by far the
highest numbers are in Norwich, a reflection of university students living in the area.
Numbers of 11-19 year olds are projected to decline by about 3,100 from 2011 to
2021, with a small increase in the 11-15s more than offset by a fall of 12% in the 16-
19s over this period.

The 2001 Census showed that there were in the region of 2,200 young carers aged
12-19 in Norfolk. Although the detailed information for 2011 Census is not yet
available, it is estimated from available data that this will have risen to above 2,500
in 2011.

It is estimated that over 17,500 Norfolk children (aged 10-19) have a long-standing
illness or disability and around 40 are severely disabled. Projections to 2020 show
numbers as virtually unchanged.

Well over 100 languages other than English are spoken in Norfolk schools, with
almost 2,500 children in secondary schools (aged 11-16) whose preferred language
is other than English (mainly in Norwich and Great Yarmouth).

Children with long-term disability are a diverse group. Some will have highly complex
needs requiring multi-agency support across health, social services and education i the
most extreme example perhaps being those who are technology dependent. Other
children will require substantially less support, although nevertheless have a long-term
disability.

Routine data are collected by local authorities on children with statements of Special
Educational Needs, but this does not reflect the spectrum of disability and is only a weak
proxy measure for severity.
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A detailed analysis of the methodology of assessing the numbers, characteristics and
circumstances of disabled children is found in the 2010 study by the Council for Disabled
Children2 which uses data from the Family Resources Survey (FRS) 2010, Department of
Work and Pensions. Data from the FRS estimate there to be around 952,700 disabled
children in the UK, 7.3% of the child population: 8.8% of boys and 5.8% of girls. If applied
to the population of Norfolk this would equate to around 6,500 boys and 4,100 girls aged O
to 15 experiencing some form of disability.

Di sabled childrends most commonly report
learning and communication. Many children have problems in more than one area of daily
living; the FRS indicates around a third of disabled children experience between two and
four difficulties and more than ten per cent experience five or more difficulties.

Special Educational Needs (SEN) data are used to help with planning, to study trends and
to monitor the outcomes of initiatives and interventions for pupils with different types of SEN.
The percentage of secondary school pupils with a statement of SEN in Norfolk was 3.7% in
2012. The table below shows that the two main categories prevalent of Behaviour,
Emotional and Social Difficulties and Moderate Learning Difficulty together accounted for
over half of the total.

Norfolk pupils at secondary school with Special Educational Needs: %
percentage with each type of need, 2010 Type of SEN

Specific Learning Difficulty 18.6
Moderate Learning Difficulty 20.5
Severe Learning Difficulty 1.0
Profound & Multiple Learning Difficulty -
Behaviour, Emotional and Social Difficulties 32.1
Speech, Language and Communications Needs 5.9
Hearing Impairment 2.2
Visual Impairment 1.7
Multi- Sensory Impairment 0.1
Physical Disability 3.6
Autistic Spectrum Disorder 6.8
Other Difficulty/Disability 7.6
All SEN children in secondary school 100.0

Transforming Care: Five Cohorts of Clients

The national mo de |l for 6Supporting peopl
display behaviour that challenges, including those with a mental health condition are
described in 5 specific cohorts including:

1) Children, young people or adults with a learning disability and/or autism who have a
mental health condition such as severe anxiety, depression, or a psychotic illness,
and those with personality disorders, which may result in them displaying behaviour
that challenges.

2) Children, young people or adults with an (often severe) learning disability and/or
autism who display self-injurious or aggressive behaviour, not related to severe
mental ill health, some of whom will have a specific neuro-developmental syndrome
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3)

4)

5)

and where there may be an increased likelihood of developing behaviour that
challenges.

Children, young people or adults with a learning disability and/or autism who display
risky behaviours which may put themselves or others at risk and which could lead
to contact with the criminal justice system (this could include things like fire-setting,
abusive or aggressive or sexually inappropriate behaviour).

Children, young people or adults with a learning disability and/or autism, often with
lower level support needs and who may not traditionally be known to health and
social care services, from disadvantaged backgrounds (e.g. social disadvantage,
substance abuse, troubled family backgrounds) who display behaviour that
challenges, including behaviours which may lead to contact with the criminal justice
system.

Adults with a learning disability and/or autism who have a mental health condition or
display behaviour that challenges who have been in hospital settings for a very long
period of time, having not been discharged when NHS campuses or long-stay
hospitals were closed.

The data for the five cohorts locally is not currently broken down into the groupings noted in
the National Plan however we will look at how data can be collated in this way as part of the
local transformation work and as part of a local refresh of the JSNA.

Analysis of inpatient usage by people from Transforming Care Partnership

As part of the national Transforming Care Partnership approach, the Health and Social
Care Information Centre has published information specifically about people with
Learning Disabilities. The Learning Disability Census provides an individual record-level
snapshot of inpatients with learning disabilities, autistic spectrum disorder and/or
behaviour that challenges, and the services they receive, for patients who were inpatients
in NHS and independent sector services at midnight on 30 September 2015. The full
findings of the Census can be found at: http://www.hscic.gov.uk/ldcensus.

The Census data available to date has only identified high level information on a regional
basis therefore in anticipation of the local Learning Disabilities Census data expected in
early 2016, the national census data has been incorporated below:

)l

Reason for being in inpatient care - for 2,340 patients (78%), the main treatment
reason for being in inpatient care on census day was either due to a continuing
behavioural treatment programme (690 patients, 23%), the continuing need for
inpatient care of mental illness (1,155 patients, 39%), or where current behaviour
has been assessed as being too high risk for the Ministry of Justice to agree any
reduction in security level (495 patients, 17%).

Experience of care - on census day in 2015, 2,155 patients (72%) had received
antipsychotic medication either regularly or as needed in the 28 days prior to the
census collection, compared to 2,345 patients (73%) in 2014. In 2015, 1,670 patients
(56%) had one or more incidents reported in the three months prior to census day,
compared to 1,780 (55%) in 2014. Incidents comprise: self-harm, accidents, physical
assault, restraint or seclusion.

Distance from home and length of stay - average length of stay and distance from
home remained stable between the three censuses. Average length of stay on
census day 2013, 2014 and 2015 respectively was of 542 days, 547 days and 554
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days. The median distance from home on census day 2013, 2014 and 2015 was
34.5km, 34.4km and 38.6km respectively.

i Patients receiving care at the time of all three census collections - of the 3,000
people receiving inpatient care on census day 2015; 1,450 patients (48%) were
receiving care at the time of all 3 censuses; approximately 640 patients (21%)
appeared in 2013 or 2014 census collections but not all 3 censuses; and 915
patients (30%) were receiving care at the time of the 2015 census only.

1 Comparison with Assuring Transformation - linking two collection points together at
patient level, the 2015 headcount puts the figure of those who were inpatients on
census day 2015 closer to 3,480.

Analysis of the inpatient bed usage is complex and the numbers of inpatients that have been
identified as part of the cohort has altered over time.

- In 2012 the cohort of patients that were recognised as fulfilling Winterbourne View
criteria were those patients that were resident as inpatients under MHS Section in
independent mental health hospitals and that were directly commissioned through
spot purchase arrangements by CCGs. The criteria was that this group were made
up of those patients with learning disabilities and / or autism. As time progressed
those patients who were recognised as informal were also added to this cohort.

- By 2014, following the discharge of some of the Winterbourne cohort the number of
original patients decreased, but the overall number had increased as people
continued to need inpatient treatment.

- By the end of 2015, there had been a decrease in the use of inpatient beds.
However with the inclusion of NHSE specialist commissioned patients into the now
Transforming Care cohort including those patients in locked hospitals or
rehabilitation units and those patents in CCG commissioned Assessment and
Treatment provision the number has now increased and in the short term may
continue to do so.

- Local CCGO6s did not unt il recently,
commissioned by NHSE Specialist Commissioning. Many of this cohort of patients
are usually in long term placements in medium and/or low secure hospitals both in
and out of county. Due to complexity of decision making and length of placement it
is often difficult to establish who the responsible commissioner is.

NHSE Funded Secure Services — Norfolk

As at the 30.01.2016 there were 16 people in Low and Medium Secure Services funded
by NHSE.

Since 1% January 2014 there have been six adults discharged from secure services to
community based settings and two people have stepped down to CCG funded locked
rehabilitation services. In the same time period there have been nine adult admissions to
secure services.

To the best of our knowledge there are two children and young people within the
transforming care cohort who are currently in CAMH tier 4 services.
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CCG Funded In-Patient Services (Independent Hospital placements IHP and people
who have been in Assessment and Treatment services for over 12 months) -
Norfolk.

As at 30.01.2016 there were 21 people in Independent Hospital Placements (IPH) and
zero people in local Assessment and Treatment Units who have been an in-patient for
over 12 months. Currently there are seven patients who have a length of stay ranging
between 14 and 282 days.

Since 1% January 2014 there have been 14 adults discharged from long stay CCG funded
services to community placements. This includes Independent Hospital placements and
people who have been in Assessment and Treatment services. There have been three
transfers in from secure services and zero person who has now been in an Assessment
and Treatment bed for over 12 months.

Assessment and Treatment Beds (Stays for less than 12 months) Norfolk

As at the 315 December 2015 there were zero people in A&T beds who had been there
for less than 12 months.

Mainstream Mental Health Services
This is data which will be collated in full as part of implementation plan

Whilst not universally true of all areas, Norfolk is a net importer of adults with Challenging
Behaviour. With high numbers of private Independent Hospitals such as Cawston Park,
Partnership in Care, Huntercombe.

With reference to children and young people Norfolk has a significant number of
Independent Educational establishments, mainly taking children from out of area. It is
believed that it is significantly above average with regards to the percentage of children who
are educated in out of County residential establishments.

Summary

Local CCG commissioned in-patient numbers which are higher than we would like 7 in part
due to the lack of a dedicated Intensive Support/Enhanced Community Service with the full
capacity to ensure the maintenance of community placements and to ensure patients being
moved from Specialist Commissioning have this focussed service. The next phase of our
programme aims to reduce these numbers by half the current levels over the next 3 years
T however this will require significant investment in housing and support services in the
community to achieve this.

We are also experiencing an increasing complexity in young people with learning disabilities
i in particular young males with severe learning disability and autism that present
considerable challenges to services. The targets for the Norfolk and Great Yarmouth TCP
partnership are therefore considerably ambitious as they involve reducing the in-patient
population considerably over a period when demand for very specialist services is
increasing.
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NHSE Funded Secure Services — Great Yarmouth and Waveney

As at the 30" January 2016 there were five people in Low and Medium Secure Services
funded by NHSE.

CCG Funded In-Patient Services (Independent Hospital placements and people who
have been in Assessment and Treatment services for over 12 months) — Great
Yarmouth and Waveney.

As at 30" January 2016 there were five people in IPH placements and zero people in local
Assessment and Treatment Units who have been an in-patient for over 12 months.

Since 1% January 2014 there has been one adult discharged from long stay CCG funded
services to community placements. This includes Independent Hospital placements and
people who have been in Assessment and Treatment services for over 12 months. However
there have been zero transfers in from secure services and zero person who has now been
in an Assessment and Treatment bed for over 12 months. This represents one net
movement.

Assessment and Treatment Beds (Stays for less than 12 months) — Great Yarmouth
and Waveney.

As at the 31 December 2015 there was one person in A&T beds who had been there for
less than 12 months.

Mainstream Mental Health Services — Great Yarmouth and Waveney.

Information will be provided as part of the implementation plan.

Whilst not universally true of all areas, Great Yarmouth is a net importer of adults with

Challenging Behaviour. At a school level, it is believed that it is significantly above average
with regards to the percentage of children who are educated in out of County residential
establishments.

Summary — Great Yarmouth and Waveney:

Local CCG commissioned in-patient numbers which are higher than we would like 7 in part
due to patients not being able to be admitted to Walker Close in Ipswich, when the need
has arisen .The next phase of our programme aims to reduce these numbers by half the
current levels over the next 3 years i however this will require significant investment in
housing and support services in the community to achieve this.

We are also experiencing an increasing complexity in young people with learning disabilities
T in particular young males with severe learning disability and autism that present
considerable challenges to services. The targets for the Norfolk and Great Yarmouth TCP
partnership are therefore considerably ambitious as they involve reducing the in-patient
population considerably over a period when demand for very specialist services is
increasing.
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Describe the current system

Guidance notes; How is the system currently performing against current national outcome
measures? How are the needs of the five cohorts set out above currently being catered
for? What services are already in place? What is the current care model, and what are the
challenges within it? Who is providing those services? What is the provider base? How
are those providers currently commissioned/contracted, by which commissioner(s)?

Current State: Adults

Transforming Care Planning Template v1 0 signed off

TCP inpatient population in beds in footprint
Unit Unit (Non CCG or | Type of bed | No of No of beds No of beds
(NHS) | NHS) NHSE beds commissioned | currently in
/ contracted use by
by TCP TCP as at
31.03.2016
HPFT NHSE Medium 25 Spot 10
Broadland purchase
Clinic
Partnership NHSE Low 31 Spot 7
in Care purchase
Burston
House
Jeesal CCG Low 54 Spot 19
Cawston purchase
Park
Atarrah CCG Low 5 Spot 1
Project, purchase
Milestones
Hospital
Partnership CCG Low 6 Spot 1
in Care purchase
Lombard
House
HPFT CCG Assessment 12 12 5
Astley and
Court Treatment
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TCP inpatient population in beds outside footprint (out of area)

Unit (NHS) Unit (Non NHS) | CCG or NHSE? | Type of bed No of beds
currently in use
by TCP

Rampton NHSE High 2

Huntercombe NHSE Low 1

Beech House

Newmarket

How is the system currently performing against current national outcome measures?
Adults

Norfolk and Great Yarmouth and Waveney are already making plans to change the local
service model in line with the recommendations made in the Transforming Care Plan and
following the learning from the high functioning pilot areas.

Nor f ol k CCGos are working with the curn
Commissioning Team, to remodel the existing 12 inpatient Access and Treatment beds into
a reduced number of inpatient beds (6) and a community based Intensive Support Team
(IST) for Adults with Learning Disabilities. The key aims of the enhanced service model are
to:

1 Reduce the length of stay within inpatient services;

1 Reduce the number of admissions to inpatient services.

The new service model will be fully operational in July 2016. This represents a 50%
reduction in NHS provided in patient capacity.

West Norfolk already commission a community based Learning Disabilities Team for Adults.

Great Yarmouth and Waveney CCG too, are in the process of changing their current service
model. They are de-commissioning current inpatient beds of which there are two, for adults
that are provided by NSFT one at Walker Close in Ipswich and one at 7 Airey Close at
Lothingland.

Going forward they will co-commission the new service model provided by HPFT with the
Norfol k CCGO6s.

Great Yarmouth and Waveney already have a limited community based service for people
with Learning Disabilities. This will require enhancement to deliver all the Transforming Care
outcomes.

Further work is required to reduce the number of beds commissioned by C Citihe
independent sector, for example Cawston Park, Partnership in Care and Huntercombe. It is
anticipated that number of beds required in the independent sector will reduce once the new
IST is established.

However, where an inpatient bed is required due to the need of the patient we will spot
purchase from our existing NHS provider, at below average bed costs compared to average
market cost, HPFT, who have a proven track record of effectively managing assessment
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and treatment and reducing length of stay overall. With the addition of the new IST and a
local CQUIN to incentivise HPFT to avoid admission and facilitate discharge patient flow will
improve and there will be a reduction in the number of beds days required.

Itis important to note that the impact of the NHS England Specialised Commissioning clients
stepping down into the community will affect the discharge rate and subsequently the
number of beds that we are able to decommission locally.

In addition to the above there are currently two supported living schemes being developed
which are designed to accommodate either patients stepping down from hospital or to
provide support and accommodate people who are at risk of future admissions. The
schemes include three residential units at Ridlington in North East Norfolk. It has the
potential for further units of accommodation to be built within the grounds.

A six unit residential scheme is also in development at Snettisham in West Norfolk. Both
schemes should be operational in twelve months.

A major review of supported living accommodation is currently underway in Norfolk which
could provide additional opportunities both for the development of additional

accommodation for step down and crisis fI

Current State: Children

TCP inpatient population in beds in footprint

Unit Unit (Non | CCG or Type of No of No of beds No of

(NHS) NHS) NHSE bed beds commissioned | beds

/ contracted currently
by TCP in use by
TCP

TBC TBC TBC TBC TBC TBC

TCP inpatient population in beds outside footprint (out of area)

Unit (NHS) Unit (Non NHS) | CCG or NHSE? | Type of bed No of beds
currently in use
by TCP

TBC TBC TBC TBC TBC

Children

Their needs are met by a combination of the following services:

In the Norfolk area services for Children, Young People and Adults are commissioned
from the main community provider Norfolk Community Health and Care NHS Trust. This
service provides a diagnostic and support service for children and young people with
learning disability and or autism. Often there are areas of co-working with the local Mental
Health Care Trust (NSFT) where issues of mental health arise.

There are gaps in the pathway of this service prevision that have been identified,
specifically in relation to Psychology support, Family Support Workers and Occupational
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Therapy Support. Central CCG commissioning leads are currently negotiating with the
provider to bridge the identified gaps in the pathway. The process used is by way of
service redesign within the cost envelope however it is anticipated that there could be an
additional cost pr es slube eonsweredwithia theCiGa@dasconteht i
of the Centr al Norfol k CCGOs

Norfol k CCG6s commi ssion an excellent an
a Learning Disability called AStarfish P
Psychological input from a full time Consultant Psychologist. The service works in
partnership input with (HPFT) in terms of requirement for Psychiatric assessments. This
service provides for children and young people in crisis with the aim to deescalate their
situation. It works flexibly to create a provision around the child.

g
I

In relation to Adults with a learning disability all have been discharged from long stay units
with the | ocal NHS campus being closed dJ

How are the needs of the five cohorts set out above currently being catered for?
What services are already in place?

The five cohorts described in the national plan are:

9 Children, young people or adults with a learning disability and/or autism who have a
mental health condition such as severe anxiety, depression, or a psychotic illness,
and those with personality disorders, which may result in them displaying behaviour
that challenges.

91 Children, young people or adults with an (often severe) learning disability and/or
autism who display self-injurious or aggressive behaviour, not related to severe
mental ill health, some of whom will have a specific neuro-developmental syndrome
and where there may be an increased likelihood of developing behaviour that
challenges.

1 Children, young people or adults with a learning disability and/or autism who display
risky behaviours which may put themselves or others at risk and which could lead
to contact with the criminal justice system (this could include things like fire-setting,
abusive or aggressive or sexually inappropriate behaviour).

1 Children, young people or adults with a learning disability and/or autism, often with
lower level support needs and who may not traditionally be known to health and
social care services, from disadvantaged backgrounds (e.g. social disadvantage,
substance abuse, troubled family backgrounds) who display behaviour that
challenges, including behaviours which may lead to contact with the criminal justice
system.

1 Adults with a learning disability and/or autism who have a mental health condition or
display behaviour that challenges who have been in hospital settings for a very long
period of time, having not been discharged when NHS campuses or long-stay
hospitals were closed.
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Secure Services

Patients that require medium and low secure in-patient treatment within a specialist mental
health hospital for Learning Disability are commissioned by NHS England Specialist
Commissioning. In the main patients who are from Norfolk CCGs are placed within hospitals
within East Anglia and Midland region.

There are 25 beds at Broadland clinic located within the TCP footprint.
Independent Hospitals

There are 4 independent hospitals within the partnership.
Assessment and Treatment Units

There are 12 Assessment and Treatment Beds based at Little Plumstead hospital provided
by Hertfordshire Partnership Trust (HPFT).

Specialist NHS Community Based Services

Specialist learning disability community based health services are provided in Norfolk and
Great Yarmouth by NCH&C and in Waveney by NSFT

Assessment and Care Management Services

Norfolk County Council has a dedicated Complex Behaviour Team to work with adults with
learning disabilities with behaviours deemed to be challenging. The team with a Learning
Disability Adult Learning Disability teams consist of jointly managed and co-located Health
and Social Care members of staff provides a person centred planning and co-ordinate the
support for people

Norfolk and Great Yarmouth and Waveney also have a Behaviour Advisory Team which
specialise in undertaking Comprehensive Behaviour Assessments to inform support plans
and service design for people with behaviours deemed to be challenging. This service is not
available in Waveney.

Social Care Funded Services

We estimate that Norfolk County Councils spend £80 million per annum on services for
adults with learning disabilities whose behaviour is deemed to be challenging.

Locally we need to better understand the totality of the spend in residential and community
placements including how many adults and children with learning disabilities whose
behaviour is deemed to be challenging are receiving direct payments to purchase their own
care and support and what the total cost per annum.

Neither Suffolk nor Norfolk County Council social care system identify children or adults
(Suffolk only) by their primary need on their data bases i.e. those individuals with a learning
disability and/or autism and challenging behaviour. The only way individuals can be
identified is to extract data/activity at patient level to confirm their primary need/diagnosis
and the cost. Health Care Providers i.e. NSFT, NCH&C and HPFT would then need to
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share information about people known to their neurodevelopmental pathway and the two
data sets would need to be cross referenced using patient level data to confirm they fit in
the TCP cohort.

This work will be undertaken as part of the TCP Implementation Plan in the Finance Work
Stream.

Social Care funded Residential Services

Market trends indicate that as occupancy rates decline in residential care homes,
organisations (for profit) are seeking to re-position their services towards complex care and
services for people with behaviours deemed to be challenging, which is viewed as the most
sustainable and defensible segment of the market. (LaingBusisson).

Norfolk and Suffolk County Councils report that locally there is a growth in residential
providers offering services for people with behaviours deemed to be challenging. However
there are concerns that some providers entering this market segment do not have the
required value base, skills or expertise.

An analysis of residential care admissions between February 2012 and January 2013
identified that seventeen people with behaviours deemed to be challenging were admitted
to registered care during that 12 month period.

Social Care funded non-residential services

Locally we need to better understand the totality of the spend in residential and community
placements including how many adults with learning disabilities whose behaviour is deemed
to be challenging are receiving direct payments to purchase their own care and support and
what the total cost per annum.
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What is the current care model, and what are the challenges within it?

The current care model

The current model of care for Adults is:

NCC/NCH&C Joint Learning Disability Community Tea
Health and SocigCare
SCC Adult Social Services and NSFT provide Commu

LD teams in Waveney

Planned
Intensive
Support team

l[ Assessment and Treatment Function (HPFT)
l

:

I (NNCCG,NCCG,

|

|

|

|

\

\
|
|
|
|
|
|

NCCG & |
GY&Waveney | Independent Hospital Placements

|

!

Specialised Commissioning

The current model of care for Children is:

NCH&C Children with Learning Disability and/&uatism
for NCC
{/1 | KAt RNByQa {SNIBBAOSa
children with LD and or autism

NCH&C Starfish Plus

Specialised Commissioning

Intensive Support
Team (West)

b/ / | KAf
Services

Educational
Placements
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The Challenges within it

The greatest challenge to the partnership is how we continue to reduce our in patient
population without increasing our reliance on residential care placements and moving
people from one institutional environment to another. Our current social care market is over
reliant on specialist residential care providers and it is difficult to control the quality of this
market because providers are able to attract placements from other areas if the local
partnership does not use them. Therefore the development of specialist housing where
people are tenants or part owners, and their care is separate to their accommodation will
be a key element of our plan.

A further challenge to the partnership is the over-supply of Independent Sector hospital
beds within the area. For some people within these hospitals they have lost links to their
local communities and view Norfolk and Great Yarmouth and Waveney as their home which
places additional demands on local services. Under responsible commissioner guidelines
this places an ever increasing demand on local NHS Commissioners and providers but not
so for the County Council who still hold the commissioner of source responsible.

The complexity of the current commissioning architecture places even further
challenges on the 1| ocal TCP. Within the
and three CSU functions either as standalone bodies or an integral arm of one or more of
theCCGb6bs. There is also an I ntegrated Comn
but whom do not represent al/l CCGb6s or Cag

Services for adults and children with learning disabilities and autism are commissioned by
all of the organisations noted and delivered by various providers. This results in services
and complex care pathways that are complex, difficult to navigate and disjointed. This often
results in patients falling through gaps in the care pathway. Accountability, decision making
and monitoring and reporting are not as effective as they should be with no one Quality
Assurance, Finance or BI function to support the TCP.

This commissioning and provider landscape will require a full review as part of the
Transforming Care process.

How are those providers currently commissioned/contracted, by which
commissioner(s)?

In most cases it takes more than one agency to provide all the services people with learning
disabilities need to support them in the community. Commissioning teams in both Norfolk
and Great Yarmouth and Waveney CCGO6 s Isensue
that agencies work together in the best way to meet the needs of the people who use
services.

In Norfolk there is a dedicated lead commissioner for adult learning disabilities services and
the Norfolk CCGbd6s have c gtatedcComnissiening Tedmnaee 9
and Treatment Reviews (CTRs), on-going quality assurance, monitoring and effective
management of patient pathways are currently jointly managed across the integrated
Commi ssioning Team and the CCGO0s collecti

Collectively, all organisations are committed to delivering integrated and holistic care to the
communities we serve. To make this possible, local CCGs have developed a robust
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partnership with the local authority in Norfolk to commission services for adults. There are
also joint commissioning arrangements for children, people with mental health conditions
and for people with learning disabilities.

Services are commissioned for children and young people throughtheCe nt r a | Joifk(
Chi | dCommigsi®ning Board.

Services for adults who require an NHS Inpatient bed are commissioned collectively by local
CCGo6s t hr uwidual Placaneent Dfficer and on a spot purchase basis commission.

Commissioners in both Norfolk and Great YarmouthandWaveney CCGO6s al
Suffolk Couinty Councils work with partners, including clients, families and carers and
communities to assess local needs, identify what resources are available, and plan how to
best use these resources in the best interests of clients and their families/carers. We
collectively want individuals to be at the centre of the services that are commissioned,
therefore continued patient and public involvement is undertaken through the citizen led
quality boards and through patient and carer groups.
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What does the current estate look like? What are the key estates challenges,
including in relation to housing for individuals?

A full estates review is required to understand the full extent of existing estates limitation
and capacity. This work has been built into the work streams as part of the Implementation
Plan.

Adult Services - Norfolk
NHS Inpatient Estate
HPFT Specialist LD Services: Assessment and Treatment

Hertfordshire has twelve Specialist Learning Assessment and Treatment Beds. They
provide a person centred service, which focuses on supporting people to develop and
maintain independence through holistic assessment of needs, working with service users
to understand their goals and delivering interventions that focus on these outcomes. The
team specialises in positive behaviour support and works with people with additional
mental ill health needs; complex behaviours; complex health conditions; communication
difficulties and dysphagia.

Norfol k CCGO6s do not have access to a
learning disability/mental health need and whom require a period of treatment within a
locked hospital environment.

When a period of time in a locked hospital is required for individual patients to engage in
specific and specialist treatment they are usually admitted to one of a number of
independent providers:

9 Jeesal, Cawston Park has the capacity for 54 patients with LD and / or Autism

1 Atarrah Project, Milestones Hospital has capacity for 5 patients LD and / or Autism
1 PiC Lombard House has capacity for 6 patients LD and / or Autism

1 Huntercombe Hospital has capacity for 88 patients LD and / or Autism

Medium and Low Secure services

Patients that require medium and low secure in-patient treatment within a specialist
mental health hospital for Learning Disability are commissioned by NHS England
Specialist Commissioning. In the main patients who are from Norfolk and Waveney CCGs
are placed within hospitals within East Anglia and Midland region.

3 Where the original CGA and/or property charge is in the name of a Health Authority, NHS
Primary Care Trust or NHS Property Services Ltd, these organisations have now been
succeeded as holder of the relevant CGAs and property charges by NHS England.
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The Learning Disability low and medium secure Inpatients Hospital Providers locally are:

9 Hertfordshire Partnership University NHS Foundation Trust, Broadland Clinic,
Little Plumstead Hospital, Hospital Road, Little Plumstead, Norwich, Norfolk,
NR13 5EW i providing 12 Access and Treatment beds

{1 Partnerships in Care Limited Burston House, Rectory Road, Burston, Diss, IP22
5TU 7 providing specialised treatment and care for men who have learning
disability and other conditions and who cannot be adequately managed and
supported in mainstream services. 31 beds.

9 St Johns House, St John's House, Lion Road, Palgrave, Diss, Norfolk, IP22 1BA
providing specialised treatment and care of adults with learning disabilities where
their needs challenge mainstream service provision. 49 beds.

1 Huntercombe Group, Huntercombe Hospital, Rowan House, Buxton, Norwich,
NR10 5RH providing inpatient services for people with Bipolar/Manic Depression
A Challenging Behaviour A Mental Hes
Adults. 88 beds

1 Beech House, Fordham Road, Newmarket CB8 7LF providing inpatient services
for Autism/ ASD A Ch &arding Digability.g37 kdsh a v i o1

Chil dren’ s—NB8réotkvi ces
CAMHS Tiers 1, 2 and 3 are provided by Norfolk County Council and NSFT.

The service does not include inpatient facilities and provided on an outreach or outpatient
basis. Further workisr equi red through the joint CTI
Commissioning teams to fully understand the locations and needs of clients in the
CAMHS Tier 4 inpatient units.

Great Yarmouth and Waveney
Adult & Children’s Services
NHS Estate

NSFT i Lothingland Site 6 and 7 Airey Close, Adult Community Team base and
Childrenés Community Team offices

Local Authority Estate

It is recognised in Norfolk that there are currently insufficient support housing schemes to
support people to live independently in the community. In order to redesign services to
support individuals, including those with a learning disability who have the most complex
needs, in the community, a number of housing initiatives are being undertaken including:

1 Specialised accommodation provision at Ridlington and Kings Lynn.

1 Planned developments of independent housing and flats located in local
communities alongside local residents.

1 All accommodation is being designed to ensure that people are supported and
empowered to live independent lives in the community.
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Two supported living schemes are being developed at the moment. Both are designed to
accommodate either patients stepping down from hospital or to provide support and
accommodate for people who are at risk of admission.

The accommodation at Ridlington in North East Norfolk offers three independent living for
people with learning disabilities and there is the potential to develop a further three flats
close by. In addition six flats are being developed in Snettisham in West Norfolk.
Snettisham will be ready in the next 6 months and the Ridlington scheme within the next
12 months.

Our TCP Plan shows that we will transition 13 CCG commissioned patients from inpatient
settings into a community based supported living environment. We currently have plans
to develop 12 supported living environments as described above. We will continue to
develop plans to identify one further site that will facilitate independent/supported living.
We estimate that we require capital investment of circa £1.2 million locally.

Additionally a major review of supported living accommodation is underway in Norfolk
which could provide additional opportunities both for new accommodation for step down
patients and crisis flats in our localities.

Care Homes in Norfolk and Great Yarmouth

In Norfolk there are 146 independent care homes that have the facilities to manage people
who present with learning disabilities, ASD and some challenging behaviour.

Care Homes for people with a learning disability

Locality CCG
Number of Care Homes for
people with ASD
6 Breckland South Norfolk
5 South Norfolk
12 Broadland North Norfolk / Great Yarmouth and
Waveney
3 Great Yarmouth and Great Yarmouth and Waveney
Waveney
14 West Norfolk West Norfolk
9 North Norfolk North Norfolk
2 Norwich Norwich
47
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Care Homes for people with ASD

Number of Care Homes for Locality CCG
people with Learning
Disability

15 Breckland South Norfolk

17 South Norfolk

37 Broadland North Norfolk / Great Yarmouth and
Waveney

17 Great Yarmouth and Great Yarmouth and Waveney

Waveney

14 West Norfolk West Norfolk

34 North Norfolk North Norfolk

10 Norwich Norwich

146

Care Homes for people with Challenging Behaviour

Number of Care Locality CCG

Homes for people

with Challenging

Behaviour
5 Breckland South Norfolk
4 South Norfolk
0 Broadland North Norfolk / Great Yarmouth and Waveney
0 Great Yarmouth and Great Yarmouth and Waveney
Waveney
0 West Norfolk West Norfolk
North Norfolk North Norfolk

0 Norwich Norwich
9

Further work is required with neighbouring CCGs to fully understand the extent of their
Transformation Plans and the impact of inpatient bed closures on Norfolk and Great
Yarmouth and Waveney clients.

What is the case for change? How can the current model of care be improved?

The national direction described in Transforming Care seeks to ensure that people with
complex mental health and learning disabilities are treated and cared for in the most
appropriate place. There is an expectation that there is demonstrable reduction in the use
of inpatient facilities and a concurrent rise in the number of people being supported in
community settings.

Locally the current service model in Norfolk and Great Yarmouth and has been developed
iteratively and in reaction to the range of initiatives that have been suggested at a national
level. The arrangements for specialist commissioning, CCG commissioning, children
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services and social care have in the main worked in isolation. Despite limited integration
across the health and social care economy the system has in the main dealt well with each
element albeit in an isolated way.

What is working well?

Norfolk has a strong history of services and partners working together to drive
improvements in the service it delivers for its population. It is important that this plan builds
on these strengths, including:

A history of reducing the dependency on inpatient beds as the default service.
Conducting a Care and Treatment Review (CTR) for the full Transforming Care
cohort, with plans in place for every individual in that cohort.

1 An excellent partnership working, embodied in joint governance arrangements and
joint plans involving health and social care and professional, provider and service
user engagement.

1 A reducing average length of stay and bed occupancy rate in existing inpatient

Assessment and Treatment beds.

1
1

These can all be improved and be built upon with good managerial and programme support.
The Transforming Care Partnership Board has been established with Executive level
sponsorship from the Director of Social Care. The Programme Board has multi-agency
member ship with all/l CCGb6s being represen
Council Adults and Childrends Commi ssi onge

Where can the service improve?

Whilst there are elements of the service that are working well there is a need for a more
integrated approach to both commissioning and operational service delivery locally.

The areas requiring improvement in the current service model are reflected in the
challenges noted above and define where our improvement priorities are.

1) Reduce our in patient population without increasing our reliance on
residential care placements.

Better survival rates & increasing longevity are resulting in the needs of this
population group changing and becoming more complex. For example higher
numbers of people with hearing, visual and other complex physical disabilities are
being referred to our services with mild learning disabilities. There is a very high
demand and need for diagnostic assessments in relation to autism, its co-morbid
diagnosis (dyspraxia, dyslexia, mental health, epilepsy etc). Due to the complexity
of need this population is poorly served, there are limited resources, increasingly
high volumes of referral and inadequate training. As a consequence we have relied
heavily on residential placements to meet the needs of both children and adults with
learning disabilities and autism.

Locally we need to:
1 Work together to develop models of care and care pathways that focus on early

intervention and prevention therefore reducing the likelihood of admission to a
residential care setting.
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Increase the availability of community based resources

Better integrate health and social care - assessment and care management
professionals will work more closely together through Multid Disciplinary teams and
more joined-up care co-ordination. Care will also be commissioned in an integrated
manner.

Improve the visibility of those suffering from or at risk of Challenging Behaviour
including those with Autism or a Mental Health Condition by raising awareness.
Improve transition and planning for adulthood whilst in childhood; improved planning
for all key life events that can destabilise and unsettle people.

Improve workforce planning to include training and development and recruitment to
assure that all professionals and service provides across the system are able to
make the right reasonable adjustments to enable safe and efficient access to
mainstream society, community services and healthcare.

Improved and transparent measurement of success so we can identify and
communicate awareness of those services that deliver best outcomes.

Increase the use of personal budgets and personal health budgets to support more
people in their own home and empower them to make informed decisions about their
own care.

Investment in community services to deliver the right preventative services where
necessary, but also to ensure that young people in particular, but also adults can
receive the support closer to home and feel services are wrapped around them
inside their community. For example the Intensive Support Teams referenced
earlier.

Improve the transition both across providers who deliver different component parts
of the pathway and between children and adult services. This will improve outcomes
for children and young people and their families.

Improve patient experience and outcomes by offering support for end of life care.

2) Over-supply of Independent Sector hospital beds.

We recognise that the TCP footprint houses a significant number of independent
provider hospitals offering in patient services. We also recognise the challenge of being
a net importer of patients with complex needs.

Locally we need to:

1 Ensuring CCG and Local Authority work together to commission the right
services locally. We will do this by engaging with our providers and using market
engagement events to set the direction of travel.

1  Work with District Councils to ensure they are investing in the right housing
schemes so that more people can live independently in the community.

1 Engage with neighbouring CCG and other Local Authorities to better understand
the number of patients who are cared for in Norfolk and Great Yarmouth and
Waveney who have been placed from out of area.

1 Engage with independent providers to ensure they fully understand the
implications of Transforming Care and to mitigate against any potential de-
stabilisation of the local market.
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3) Complexity of the current commissioning architecture.

Resources are limited. Commissioning is fragmented. Care pathways are difficult to
navigate and delivered across multiple providers. All of this makes it difficult for
commissioners to coordinate resources effectively but most importantly make services
for our patients and their carers difficult and complex to access. The current model offers
individual services in isolation. This creates multiple handoffs and poor patient
outcomes. Local knowledge and intelligence is collated across multiple sites and
providers and as a consequence commissioners are not able to monitor outcomes.

Locally we need to:

i Improve integration and communication across the system and for
organisations, professionals and teams to work better together to ensure that
the care that is commissioned and provided is centred on the individual but also
that consideration is given to the families and carers who provide a vital service
to support people keeping and staying well.

1 Review our local commissioning arrangements including for example integrated
commissioning teams; joint procurements and pooled budgets.

1 Improve information sharing: whilst there is a strong willingness to collaborate;
there are not the mechanisms or processes in place to share joint clinical
information. This is especially the case as individuals move across the transition
from child to adult or when an adult receives multiple services and the outcomes
are not tracked or reported to other agencies. Review the need for joint and
shared BI and Finance functions to support the TCP.

Pl ease complete the 2015/16 (current stat

of the Transforming Care Activity and Finance Template (document 5 in the delivery
pack)

Any additional information

3.Develop your vision for the future

Vision, strategy and outcomes
Our Vision:

Our vision is to provide local services for adults, children and young people with learning
disabilities and autism. That they are designed by patients though co-production and by
exploring what is important to them. That we work collaboratively with our partners to
ensure they are efficient and effective, holding each other to account when they do not meet
our patients needs or expectations. And finally that we are open and transparent in our
work and actively promote creativity in our commitment to deliver high quality care for people
with learning disabilities and autism.
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Our Strategy

The plan will:

1. Improve the quality of life
2. Improve quality of care
3. Reduce the reliance on inpatient care

We will do this by adhering to the following principles:

1
1

Facilitating meaningful independent living in the community as a full citizen.
Providing high quality, evidence-based, focused on patient safety that in turn deliver
improved health and social care outcomes.

Applying financial rigour, ensuring delivery by a capable workforce and review
regular enabling a continued cycle of improvement.

Ensuring they are developed by patients, and others, affected and who use the
services, offering choice and control.

Facilitating meaningful independent living in the community as a full citizen.

We will commission services that allow service users lead a purposeful life in a
meaningful way and be a valued member of the community; enabling them to live
in the community with access to housing, employment, leisure, training, learning,
friendships and relationships.

Our goals:

0 More people living in local communities

0 More support to build skills to live as independently as possible

0 To ensure people feel supported when they move through the different
transitions in life

o For individuals know their rights and responsibilities and are supported

appropriately

For people to lead a purposeful life that makes sense to the individual

0 To ensure if it becomes necessary to admit someone into hospital that
everything is done to ensure that the hospital stay is as short as possible
and that the person returns to a safe and fulfilling life in the community.

o

Our Outcomes:

0 Anincreased range and number of housing, support and personalised
short break services available leading to a reduced reliance on inpatient
care.

0 Anincreased choice of day, evening and weekend opportunities and
support and accessible information about services for people with learning
disabilities and their families, including employment options for some.

o Fewer people living in restricted environments (locked places, or places
without tenancy rights) who are able to access support that is right for them
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o That there is demonstrable progres
skill building with individual expectations raised and aims identified and
met.

0 Good transitions through life experiences and across services whether that
be between providers or as the result of a transition related to age.

o Fewer crises

Delivering high quality, evidence-based, focused on patient safety and
improved health and social care outcomes.

People with learning disabilities will get the healthcare, support and information they
need to live healthy lives.

Our goals:

o0 Improved life expectancy

0 Reasonable adjustments routinely made as required for individuals by all

health services

Good management of existing health conditions

o0 High uptake by, and support for, people with learning disabilities to receive
quality health checks

0 Social care workforce who understand and robustly support the health needs
of people with learning disabilities

o0 High quality, evidence based specialist health services

(@]

Our outcomes:

o0 Jointly commissioned services that are evidenced based

o All partners, health and social care, sign up to the Joint Strategic Plan for
People with Learning Disabilities and Mental Health, associated pathway and
shared outcomes.

o0 100% compliance with Annual Health Checks, with good health action plans
and appropriate follow up.

o Afit for purpose workforce

o Improved awareness, by the health workforce, of individual communication
needs and reasonable adjustments required.

Ensuring financial rigour, employing a capable workforce and sustaining a
continued cycle of improvement.

We will ensure that the services we commission offer value for money, are effective
and efficient. We will employ the right people with skills, knowledge (or ability to
develop them) attitudes and behaviours, who are well supported in their practice.
This applies across all providers.

Our goals:

0 Integrated commissioning using a pooled or shared fund.
0 Increased use of personal health budgets that enables people with learning
disabilities to live their lives around their aspirations and aims.
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A work force that is adaptable and flexible, multi-skilled and confident in their
role.
Services are designed and resourced around people

Our outcomes:

(0]

Employers will ensure that their workforce has the right attitudes and
behaviours and that they are abl e
crisis.

Person specific learning and development needs are identified and are not
limited to mandatory training

Robust integrated performance monitoring and management

People with learning disabilities and their families are always involved in the
recruitment of staff and trained and well supported to do this

People with learning disabilities and their families are active in learning and
training of the workforce in health, social care and community services
There is a skilled and confident workforce to work with people with the most
complex needs and people whose behaviour challenges.

4. Co-production and engagement with patients, and others, affected and who
use the services, offering choice and control.

People with learning disabilities and their families are involved in the design and
delivery of services. They will have control of decisions made about their lives;
maximising choice within the resources available. We will work with providers to
ensure a strong commitment to providing services in a person centred way; finding
creative and flexible solutions to get the best outcomes for people.

Our goals:

o Co-production will be at the heart of service design and delivery

o People with a learning disability have access to good information about their
entitlements and know what options exist for meeting their needs

o People with a learning disability, together with their families and carers, are
involved in the design and delivery of their support and services

0 To provide independent advocacy and self-advocacy

0 That people with a learning disability have access to a personal budget, with
more people having their personal budget as a direct payment

0 Services work with people with a learning disability to anticipate their future
needs and plan accordingly

o Every service user with complex needs has a named care coordinator or

keyworker.
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Our outcomes:

0]
(0]

(0]

More service users are using personal budgets
Services including care packages are designed through co-production &
person-centred practice is integral to all roles in services, providers and

practitioners:

Every service user has a person-centred care and support plan

Projected End State: Adults

TCP inpatient population in beds in footprint

Transforming Care Planning Template v1 0 signed off

Unit Unit (Non CCG or | Type of bed | No of | No of beds No of beds
(NHS) NHS) NHSE? beds | commissioned | currently in
/ contracted use by
by TCP TCP as of
31.03.2016
Partnership | CCG Low 6 0 1
in Care
Lombard
House
Atarrah CCG Low 5 0 1
Project
Milestones
Hospital
Jeesal park | CCG Low 54 7 19
Cawston

HPFT CCG Assessment | 12 6 5

Astley and

Court Treatment

HPFT NHSE Medium 25 10 10

Broadland

Clinic

Partnership | NHSE Low 31 7 7
in Care

Burston

House

TCP inpatient population in beds outside footprint (out of area)

Unit (NHS) Unit (Non NHS) | CCG or NHSE? | Type of bed No of beds
currently in use
by TCP

Rampton NHSE High 2

Huntercombe NHSE Low 0
Beech House
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The TCP Plan assumes that the total number of CCG commissioned inpatient beds as
at 31.03.2019 will be 13 dependent on clinical need of patients at that point in time.

The TCP Plan assumes that the total number of NHS E commissioned inpatient beds
as at 31.03.2019 will be 19 dependent on clinical need of patients at that point in time.

Projected End State: Children

TCP inpatient population in beds in footprint

Unit Unit (Non | CCG or Type of No of No of beds No of
(NHS) NHS) NHSE? bed beds commissioned | beds
/ contracted currently
by TCP in use by
TCP
TBC TBC TBC TBC TBC TBC TBC

TCP inpatient population in beds outside footprint (out of area)

Unit (NHS) Unit (Non NHS) | CCG or NHSE? | Type of bed No of beds
currently in use
by TCP

TBC TBC TBC TBC TBC

How will improvement against each of these domains be measured?
Guidance notes;

Transforming care partnerships should select indicators that they believe to be appropriate
for their plans.

However, areas should be aware that nationally:

1 To monitor reduced reliance on inpatient services, we will use the Assuring
Transformation data set

1 To monitor quality of life, we are minded to make use of the Health Equality
Framework®*
To monitor quality of care, we are supporting the development of a basket of
indicators (see Annex A); exploring how to measure progress in uptake of personal
budgets (including direct payments), personal health budgets and, where
appropriate, integrated budgets; and strongly support the use by local
commissioners of quality checker schemes and Always Events

A full basket of measures will be developed in the first three months of the programme

4 http://www.ndti.org.uk/publications/other-publications/the-health-equality-framework-and-
commissioning-guidel/
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taking the national suite of metrics into account but also linking them to the local standards
developed with our clients, carers and families. Measures will broadly include:

An improvement on the quality of care (linking to basket of quality care indicators)
Workforce trained to minimum standard

Clients provided training

Carers/family members provided training

An i mprovement on peopleds quality
Number of people with personal budgets

Number of people with personal health budget

Number of people with joint/integrated personal budgets

= =4 -8 -8 -8 -8 9

Reduced reliance on inpatient care (Assuring Transformation data set), specifically
monitoring the:
1 CTR activity for both adults and children including 6 monthly CTRs and blue
lights

1 Number of children and young people in inpatient facilities

1 Number of adults in inpatient facilities

T Number of clients with a person centred care & crisis plan

T Number of clients with a named liaison worker

9 Active risk register for children, young people and adults

T Evidence of peoplebs involvement i
interventions

T Access to short break facilities (measure, total number, LOS)

| mprovement in people’ s experience
9 Activities and services (such as early years services, education,

employment, social and sports/leisure activities)

Education, training and employment

Housing / accommodation measure

Spiritual and cultural care

Experience of clients, carers and families

= =4 -4 A

Improved health outcomes

Improvement in people feeling safe

Improvement in people having choice and control
Equitable outcomes

Number of clients who have an annual health check
Number of clients who have a Health Action Plan.

=a =4 -8 8 9

The Partnership has significant ambition and is increasingly clear on how it will measure
and demonstrate success. The measures will continue to be co-produced with the
Programme Team and Reference Groups (both service user and family, and professionals

Responsibility and accountability for delivery of these outcomes will continue to be held at
a local level. Some of the delivery infrastructure and mechanisms may be shared (in
particular the health resources that might be included within critical and crises response
teams, forensic community capability and the crises/crash pad accommodation for
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example), but the majority of the resource must remain at a local level. The role of the
Partnership Board, therefore, is about the visibility and assurance of delivery and
performance.

We will ensure that outcomes can also be measured and success demonstrated in a way
that is meaningful for service users and carers for example:

11) | want information given to 3) Iwant to be seen as an

10} | want care as me ar about me to be easy to individual, to live as
close to home a3 understandand easy to read Independently as possible and
passible 1) I'want to be listenad to, be have my cultural background and
supported to ask guestions [ifestyle cholces respected.

and make choices about the

2] I want to be kept out of issues that effect me

hasplital and treated in

the community whenever 3) lwant information

possibla. Our overarching objectives about me to be kept
Improve the quality of care confidential and only
Improve quality of life shared when it is
Reduce the reliance on appropriate to do so.
8) | want to have the inpatient C"“EI .
i i Improve people’s experience -
right services there to . . 4) ' want to be as healthy as

support me in a crisis. ) Improve health outcomes

possible and have access to

healthcarethat is accessible and

: meets my needs.

7) 1 want to be kept safe, 6} | want thmehwha h 5) Iwant to have access to

feel supported, respected sulppaﬁ: ':e tul avethe meaningful activities and

and treated as an equal. :f::f'n':a :::‘Lm:w’ education to support me to grow

- new skills, and also have access

to activities | enjoy

58
Transforming Care Planning Template v1 0 signed off




Describe any principles you are adopting in how you offer care and support to
people with a learning disability and/or autism who display behaviour that
challenges.

The Transforming Care programme will be delivered in line with the National Principles:

9 National Principles, Transforming Care 2015

The 9 Principles

®

Where | live and

who | Bve with

Specialin
multi-disciplinary
health and social

care support in the

community
®
A gocd and
me:nln.t:?llfc @
Mospital
Gses)

Person and family/carer(s)
at the centre

These principles will flow throughout the programme and the Transformation plan has been
created in line with these.

We have also defined our own local TCP principles:

Facilitating meaningful independent living in the community as a full citizen.

Providing high quality, evidence-based, focused on patient safety that in turn deliver

improved health and social care outcomes.

1 Applying financial rigour, ensuring delivery by a capable workforce and review
regular enabling a continued cycle of improvement.

1 Ensuring they are developed by patients, and others, affected and who use the

services, offering choice and control.

1
1

In addition to this, we will develop service user and principles that will run throughout the
programme. We will ask people what is important to them, for example:

How would you like us to ask questions?

How do you want us to share information?

How will you feel best able to make choices about your care?
How do you want us to present information to you?

How do you want to be treated?

How can we best respond to complaints?

E R EE ]
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1 How can we engage with you in such a way that it is meaningful and you feel as
though you have been heard?

1 What services work best for you?

1 How can we ensure you are supported to live independently?

In addition to the work of the TCP, a vision for developing an integrated commissioning
approach across education, health and care for children and young people aged 0-25 with
additional and specialist educational needs in Norfolk has been developed that supports the
ethos that:

Every child and young person with additional and special educational needs or disability will
have a great life in their local community, with the same life opportunities as those available
for the wider population. They will fulfil their potential and to move successfully into
adul t thisis uhderpinned by the following key principles:

1 Outcome focused- clear focus on outcomes including well-being and participation in
meaningful life activities such as employment

1 Person centred- via placing the child and young person at the centre of our process
and providing them with a voice, personal budget and co-production

1 Asset based approach - building on strengths in children, young people, families,
schools and local communities

1 Promoting independence via access to information using local offer, self-help and
self-sustaining support

T Building resilience to withstand and adapt to challenges via early intervention,
capacity building, peer support and trading

1 Complete care for the most vulnerable 1 via co-ordinated teams around the child to
maximise living well in the community

1 Collaborative approach i supported by relationships, partnerships and multi-agency
learning and development across the workforce.

Pl ease complete the Year 1, Year 2 and Ye

tab and Pahtel enktD Pr oj e c tTransfosning CardActivity ahdh e
Finance Template (document 5 in the delivery pack)
Any additional information
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4.Implementation planning

Proposed service changes (incl. pathway redesign and resettlement plans for long
stay patients)

Overview of your new model of care

Guidance notes; How will the service model meet the needs of all patient groups,
including children, young adults, and those in contact with the criminal justice system?

As part of the CCGO0s Norfolk and Great
deliver an improved specialist service for children, young people and adults with learning
disabilities including those in contact with the criminal justice system.

This will be jointly developed in partnenr
and carers.

This work is driven by national and local developments including;

1 Winterbourne View and the expectation for an end to all inappropriate placements
so that every person with challenging behaviour gets the right care in the right place
together.

1 Active decommissioning of inpatient units and institutions to support reductions in
admissions and inpatient numbers.

1 Implementation of a Norfolk-wide Learning Disabilities Strategy and Service
Specification and a managed clinical network to support this process.

The proposed service will be designed around the five nationally defined patient cohorts as
noted below:

1. Children, young people or adults with a learning disability and/or autism who have a
mental health condition such as severe anxiety, depression, or a psychotic illness,
and those with personality disorders, which may result in them displaying behaviour
that challenges.

2. Children, young people or adults with an (often severe) learning disability and/or
autism who display self-injurious or aggressive behaviour, not related to severe
mental ill health, some of whom will have a specific neuro-developmental syndrome
and where there may be an increased likelihood of developing behaviour that
challenges.

3. Children, young people or adults with a learning disability and/or autism who display
risky behaviours which may put themselves or others at risk and which could lead
to contact with the criminal justice system (this could include things like fire-setting,
abusive or aggressive or sexually inappropriate behaviour).

4. Children, young people or adults with a learning disability and/or autism, often with
lower level support needs and who may not traditionally be known to health and
social care services, from disadvantaged backgrounds (e.g. social disadvantage,
substance abuse, troubled family backgrounds) who display behaviour that
challenges, including behaviours which may lead to contact with the criminal justice
system.
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5. Adults with a learning disability and/or autism who have a mental health condition
or display behaviour that challenges who have been in hospital settings for a very
long period of time, having not been discharged when NHS campuses or long-stay
hospitals were closed.

The service model and care pathways will:

1. Improve the quality of life
2. Improve quality of care
3. Reduce the reliance on inpatient care

It will be designed to:

T Reduce behaviour that challenges and prevent escalation to inpatients from
local/community based services.

1 Deliver effective emergency crisis intervention that prevents escalation in individual
cases and support a preventative local system

T Provide for appropriate settings away
and circumstances.

1 The whole system will both prevent escalation and encourage de-escalation i i.e.
moving from inpatient to community based provision.

During the next three years the model will evolve to increasingly take account of choice and
personalisation. Commi ssioning wil!/ beco
users themselves. Within each of the components of the model we will achieve market
sustainability and innovation, reflected in the core model design and associated bids that
help us achieve the benefits of the model.

Over the longer term we expect a further step change in bed usage through improvements
for pathways for children and young people, which will include appropriate assessment and
risk based intervention. The Transforming Care Board will have a line of sight to these
pathways and related developments, ensuring responsiveness and early interventions
across the Norfolk TCP.

The future service model and care pathways will be responsive to the diverse and complex
needs of individuals in order to reduce escalation in needs and where needs do escalate,
the system will be flexible and responsive in order to prevent admission to inpatient facilities.
It will be delivered by a workforce that is skilled and centred around the needs of individuals,
their carers and families. Workforce development is required to ensure that integrated teams
work together across organisational boundaries empowering them to learn new skills and
providing support for their families and carers.

The service model will be an all age model to include:

Link workers in Primary Care to work within G.P Practices to support prevention.
Dedicated Learning Disability pathway for all ages.

Home Treatment Team to offer an alternative to inpatient admission.

Smaller Inpatient service, with reduced bed numbers

Positive Behaviour approach to focus on working with people with challenging
behaviours.

9 Partnership working with other providers to provide time away from home beds.

= =4 —a -8 -9
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1 All age service redesign of the neuro-developmental disability team.
1 Funded within existing financial envelope with cross matched funding to be
sourced from NHS England

The core model is a vision/high level blueprint. It is not a fixed model and will be influenced
and redesigned as we commence full engagement and co-production with service users
and carers. It provides a direction of travel for the three year TCP programme. The
Transformation Plan embeds a culture of engagement throughout both the Transformation
Pl an delivery and but also throughout a
throughout the process will help to refine and embed a continuing culture of improvement
but also to ensure that we keep people safe linking to safeguarding processes. Working
towards the model over the next three years is a process of progressive and measurable
change overseen by the Transforming Care Partnership Board. The programme plan will
enable the delivery this change.

In order to deliver the plan, the following key developments and actions will be undertaken:

1 Ensuring clients and carers/families are at the heart of the Transformation plan i
this includes enabling them to be part of the Transformation journey;

1 Ensuring that all pathways are clinically appropriate, safe and high quality through a
Clinical Reference Group;

I Standardising and integrating CTR processes across Norfolk and Great Yarmouth
and Waveney including design of integrated paperwork and a memorandum of
understanding to make best use of resources;

1 Further development and embedding of risk stratification processes and person
centred care planning for adults and children;

i Further work to understand, develop and redesign Childr e n 6 s pat h
services;

1 Developing the provider market to reflect the complex needs of clients, their carers
and families;

1 Integrated partnership working across organisational boundaries including work to
develop the personalisation agenda;

1 Understanding the required housing and accommodation provision to reflect clients
complex needs;

1 Developing personalised care including processes for joint health and social care
funded Personal Budgets, Education Health and Care Plans;

1 Developing and integrating the workforce to reflect the changing landscape. This
includes helping to up-skill clients and carers linking to outreach teams;

1 Focusing on transition from inpatient care to community care i swiftly understanding
clients complex needs;

1 Redefine all care pathways for adults, children and young people with learning
disabilities and autism including those in contact with the criminal justice system

1 Developing the 5 year Joint Strategy to deliver the model of care from childhood to
older adults.
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What new services will you commission?
We will commission the following new services:
An enhanced assessment and treatment service for adults. (Intensive Support Team)

This will provide a service to adults with a learning disability who have additional mental
health needs, behaviour that challenge and communication needs. The service will work
as part of a wider system of learning disability services in Hertfordshire Partnership NHS
Foundation Trust (The Trust).

The service is based on the principles set out in Transforming Care, the Mansell Reports,
Government White Paper, Valuing People (DOH 2001) promoting rights, inclusion, choice
and independence and in national mental health policy. This service reinforces the
principle for people to access mainstream services where these best meet their needs.

Tier 4
Inpatient care

Tier 3
People at risk of being
admitted into hospital

Tier 2
People known to local Services

Tier 1
Total population with a learning disability and/ or autism

The Enhanced assessment and treatment service will in the first instance focus on those
people at risk of being admitted into hospital in the model described above.

The purpose of the Enhanced Assessment and Treatment service is to:

1 Prevent admission to inpatient services except where absolutely necessary to

prevent harm

Support a successful transition from in-patient to community settings

1 Ensure that individuals with a learning disability and additional mental health needs
are treated in the least restrictive environment and as close to home as possible.

1 Promote principles of recovery and participation

E]
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Aims

= =

Provide individual care pathways based on evidence based practice and NICE
guidance that offers timely interventions

Work with adults with learning disabilities and their carers/family carers to develop
coping skills in order to manage emotions and difficult situations

Work with other services to develop an organisational strategy to cope with and
manage an individual éds challenging re
Work with adult with learning disabilities and their carers to develop effective
communication strategies; this may involve referrals to other agencies.

Work alongside people to develop their skills and independence in activities of
daily living; this may involve referrals to other agencies.

Support social and community integration by providing inclusive services

Support individuals and families to maintain healthy relationships

Support people to use mainstream services by working to develop the skills and
ability in the service by offering specialist support and advice as well as training,
consultation and hands on support

Be committed to providing a service which is flexible and responsive to gender,
ethnicity, cultural, religious, physical and sensory needs.

Respect confidentiality within the context of professional and legal constraints, in
accordance with the Trust policies and inter-agency protocols.

To provide a comprehensive, intensive and responsive assessment and treatment
service for adults with a learning disability who have challenging behaviour and/or
mental health problems in the community.

To provide specialist assessment and /or treatment which is planned and reviewed
with the service user, as much as is possible, their family and carers in order to
assist with their recovery in their own environment.

To conduct comprehensive individual health assessment with the service users,
involving carers and the local community teams in this process.

To develop a care and treatment plan based on individual needs.

To provide advice and recommendations to the community teams, carers, other
agencies, independent sector providers regarding discharge needs.

To involve service users, families, paid carers and the local community teams
throughout the assessment and treatment process enabling discharge back to the
community as speedily as possible.

To work together with the community teams, sharing information with others as
and when appropriate, and in line with Trust Policies and relevant inter-agency
policies.

To ensure that the service takes a person-centred approach and that service users
are partners in their care, ensuring involvement in decision-making, that copies of
care plans are communicated and service user feedback on service provision is
taken into account wherever possible.

To work with service users who are detained under the Mental Health Act in line with
legislation.

To assist with the discharge from the inpatient service within the shortest period
possible according to agreed pathways.
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1 To undertake research and audit which contributes to the knowledge base and
clinical excellence of specialist learning disability services for those individuals who
have additional mental health and challenging behaviour.

Service description/care pathway

The primary function of this service is at Tier 3 (Diagram 1). However, the service may also
at times include aspects of Tier 2 when appropriate. The enhanced assessment and
treatment service will have a multidisciplinary approach that works closely with the service
user, their family and any other services
may include direct clinical interventions to promote mental health and facilitate
independence in activities of daily living. It may also include providing non clinical
interventions such as training, education and specialist advice.

Care and treatment will be delivered in a person centred way and based on the needs of
the person. Information about care, treatment and future planning will be given to the
service user in a way that he/she can understand.

The MDT will deliver a wide range of outcome based interventions that measure
development of skills and independence so that people with learning disabilities are enabled
to live as independent a life as possible, in their own homes as citizens within their local
communities.

The enhanced assessment & treatment service will include nursing and psychiatry but will
have access and direct referral processes to social workers, physiotherapy, occupational
therapy, speech and language therapy, arts and drama psychotherapy, clinical psychology
and psychiatry as part of the wider joint community service. The provision will include
assessment including diagnostic elements and the following interventions:

Early intervention using community based treatment and support before the service user
reaches crisis

Crisis resolution to support people in their current setting and prevent admission to hospital
Enhanced outreach will offer specialist support and intervention to people with complex
health needs into new community settings, for example, service users ready to return from
out of county placements.

Signposting to specialist healthcare for people with learning disability to meet a wide range
of needs as varied as: psychological and psychiatric difficulties, challenging behaviour,
communication, speech and eating difficulties; severe mobility or postural difficulties;
physical disabilities; neurological problems.

These functions will include:

1 Assessment whether admission to inpatient setting can be prevented by provision
of a specialist assessment and treatment/support package for the service user, at
home.

1 Implementation of the support package working with the service user and/or carer.

9 Provision of a planned extended service out of normal working hours as identified in
accordance with individual need. (Normal service will operate from 8am to 8pm
weekdays, 9-5 weekends and bank holidays).
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Working closely with other staff who work in Tier 2 providing additional interim
support where appropriate

Working closely with other agencies to promote inclusion and access to mainstream
services

Development of risk assessment and risk management for individuals at home
Have access assessment responsibility to all in-patient services, including
independent hospitals and to ensure commissioning agreement is obtained before
admission and to be consulted with during the period where in-patient admission is
being considered.

The enhanced assessment and treatment team will work in partnership with
continuing health care case managers where urgent needs have emerged. It is
expected that the team will be consulted before any hospital admission in their
access assessment role.

The team will collate all assessments and make recommendations if inpatient
services are deemed appropriate. The assessment package will then be sent with
the service user to the inpatient unit.

Where it can be clearly demonstrated that interventions and intensive supportin the
community has been provided and it is no longer a viable option. Admissions and
those under the Mental Health Act will be facilitated on the same day of referral.
Intensive community intervention should be seen as a time limited resource. To this
extent most individuals should be supported by the enhanced assessment and
treatment service for no longer than 8 weeks at a time. This can be prior to or in
place of an admission or following admission to hasten an individuals' return home.
To have a key relationship with mental health services to facilitate access to those
services as needed.

Referrals will be made via a local single point of access where the person will be
screened, triaged and allocated to the appropriate pathway.

The pathway, in relation to people that require this service, will be simple, focused
and as short as possible with expedient closure of cases.
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Person

Primary Health and GP

Specialist . )
Health Joint Community Mental health
Placement Teams (LD) Services
(Independent
hospital,

specialist
community
home)

- Enhanced ATS

/ Specialised
Services

(e.g. secure
care)
Continuing Inpatient
HealthCare ATRS
Population

Access to the service will be for patients registered with a South Norfolk, Norwich, North
Norfolk, Gt Yarmouth & Waveney CCG General Practitioner or (if unregistered) are resident
within the same CCG6s footprint.

Acceptance and exclusion criteria and thresholds

Referrals to the service will only be considered for adults (over 18) with a learning disability.
The following features must be present:

1 A significantly reduced ability to understand new or complex information, or learn
new skills (impaired intelligence)

1 A reduced ability to cope independently (impaired social functioning)

9 This began before adulthood, with a lasting effect on development

This definition encompasses people with a broad range of disabilities. The presence of a
low intelligence quotient, for example an 1Q below 70, is not, of itself, a sufficient reason for
deciding whether an individual should be provided with additional health and social care
support.
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An assessment of social functioning and communication skills should also be taken into
account when determining need. Many people with learning disabilities also have physical
and/or sensory impairments. The definition covers adults with autism who also have
learning disabilities, but not those with a higher level autistic spectrum condition who may
be of average or even above average intelligencei such as some peop
Syndrome.

Interdependence with other services/providers

The development of the combined assessment & treatment and re-ablement service will
work as part of a whole system approach to service delivery for a person with learning
disability.

This will require joint; partnership and/ or close working with the following (albeit this list is
not exhaustive):

Norfolk joint community teams
Acute and mental health services
Specialised commissioned services
Independent sector services

Social care services

Primary care

Criminal Justice

E e W I

This may include working together regarding interventions, pathway transition and
assessment (for example, involvement in specialised services step-down meetings.

Enhanced assessment and treatment service (children 0-18).

We will also commission a new enhanced assessment and treatment service and care
pathway for children. Further work is required to develop the service specification and this
will be undertaken as the TCP is implemented over the three year programme. The service
will be co-produced in partnership with children and young people and their carers.

It will adopt the same principles and approaches as the adult pathway but be specifically
tailored to meet the needs of this younger and different population group.

It will be provided by the most appropriate provider and ensure that co-dependences with
other services such as physical and mental healthcare, criminal justice and education are
embedded in the service design and care pathway.

Community offender services (adults and children)

We will work with our existing Criminal Liaison services as recently commissioned by NHS
England and whom are already working in our Police Investigation Centres. We will ensure
they have access to the right training and skills to work with this cohort of patients to reduce
the risk of offending and to reduce offending behaviour.

It is important that these services relate to the 5 Challenging Behaviour Cohorts and that
service interfaces and pathways are designed with this in mind.

69
Transforming Care Planning Template v1 0 signed off




There are interface requirements for all cohorts but particularly for:

1 Cohort 4 (Where people might not be known to services)
1 Cohort 3 (Where expertise and input is required for specifically risk and offending
behaviour such as sexually inappropriate behaviour.)

Interfaces, roles and pathways

We will consider how we can make sure that pathways are effective and that roles are
clearly defined with regard to specialist LD services and Criminal Liaison Services. Further
research to understand the models and the parameters of this development is required.
There are likely to be new challenges and referral patterns in relation to increase Liaison
and Diversion (at all levels: Police Station; Courts and Prison), from the Criminal Justice
System. Getting these links right is critical in preventing escalation within the Criminal
Justice System and the potential high level cross over to secure units.

Supported living and residential services

We will work with our colleagues in the District Councils to develop supported living and
residential services. This requires closer and focused commissioning around a clear
concept of risk and behaviour that challenges. It also requires the development of greater
local networking between providers to access available support. This local organic market
development of mutual provider support is a key part of the TCP plans because it may foster
innovative local approaches between providers and networks of interest.

Particul ar emphasis wil./ be given to the p
Servicesod6, which emphasis positive behavi
become learning organisations and encouraged further to meet some of the targets
described in the Learning Disabilities Self-Assessment Framework.

In addition, in geographical areas where this is necessary, specialist challenging behaviour
services will be commissioned, and effective networks between providers developed,
including with Specialist Learning Disabilities described below. (These are often the subject
of Framework Agreements).

Market analysis and emerging market positions statements across the Partnership will on
the back of the Care Act, drive transformation across residential provision with a changed
emphasis on ordinary residence. The partnership broadly has historically been a net
i mporter of people with social care nee
increase the number of beds available in the short term which could be used for other
functions such as crisis / intermediate beds (which are recognised within the model). As part
of this the TCP will undertake a dedicated period of market engagement with the
independent sector to prevent de-stabilisation.

Crisis Support

Whilst there is a limited crisis support service now, this should be strengthened, with a
clearer specification around the mutually reinforcing roles of:

9 Cirisis response to respond quickly to a crisis and refers urgently to appropriate
settings for example the use of two dedicated Foster Carers who will provide
emergency support and accommodation for children and young people with
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Learning Difficulties and/or Autism with challenging behaviours who are not able to
stay in their normal place of residence.

9 Assertive outreach to stabilise the environment and context that minimises the
escalation of behaviour that challenges.

Crisis Support is a service that will be available 24/7. 1t will prevent escalation and enable
more people to remain in the place they live. This function is critical to reduce the demand
for inpatient beds and also includes the provision of Crash Pads (and short and medium
term accommodation) enabling an effective short term stay so that issues can be resolved.

These will be clearly differentiated from Assessment and Treatment services, which will
have a <cl ear assessment and treat ment f
enables a more appropriate focus of Assessment and Treatment. Some people who will
benefit from this accommodation will be detained under the mental health act, but again
they should be suitable for people with different condition including autism and behaviour
that challenges.

These services will network effectively with supported living and residential care providers
and other settings to make sure that support offered is timely and effective. This aspect of
service is akin the development of positive behaviour support, which exists as a service to
improve capacity. (See below).

Resettlement options

The development of these services relates specifically to Cohort (5). These are individuals
who have been in inpatient services and may find it difficult to settle into other options and
which is described above. Appropriate support provision will be available such as support
from Community Offender Services where required and the wider model enables this.

Resettlement is a process that is underway so it is important that we understand what best
supports people. However we can make no easy assumptions about groups i the best
support is always person centred.

What services will you stop commissioning, or commission less of?

There is agreement that success will include commissioning fewer high cost/high
dependency beds, based upon investment into the right resettlement options and the right
community capability.

To achieve the new model we will need to:

1 Reduce the number of beds commissioned in high, medium and low secure
accommodation. These are presently commissioned by NHS England.

1 Reduce the number of CCG commissioned inpatient beds from the independent
sector matched by changes that enable providers to deliver a more community
focussed service model.

1 Reduce the number of NHS Inpatient Assessment and Treatment beds from 12 to
6.
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In order to sustain a reduction in beds commissioned by both the CCG and NHS England
we will need to be able to ensure there are adequate services to provide early intervention
and prevention for those at risk of admission. This is particularly important with regards to
the approach, support and care offered to children and their families. More defined
proposals wil. e me r g-groumc®mptetle their énhial hsdessmenb and
recommendations. The ambition would be that 52 week placements are a last resort for
these and indeed all cohorts. This can increase the risk that those young people become
disconnected from their community and hence lose any sense of familiarity and confidence
in those surroundings.

The ambition is to ensure we move away from homogenous services towards support and
capacity that is more personalised and tailored to the ambitions and expectations of
consumers. Broader application of personal and personal health budgets will itself start to
drive investment into valued and beneficial services and support, stimulating and driving the
market. Over time, the ambition is to have better insight, both internally to commissioners
and transparently to the market and consumers, of those services that are valued by the
communities they serve and that make a difference. Over time commissioning will be
towards those services that work and those services that have no evidence base for better
outcomes can be de-commissioned.

What existing services will change or operate in a different way?
Service models and care pathways

The Norfolk and Great Yarmouth and Waveney Transforming Care Partnership will ensure
that all newly defined service models and care pathways including the following as BAU:

1 Standardised and integrated CTR processes across health and social care for
adults and children in both hospital and community settings

i Effective Transition from Inpatient Care to Community and from children to adult
services

1 Risk Stratification processes and person centred care planning for adults and

children

Delivered by an integrated the workforce to reflect the changing landscape

1 Co-production and service engagement in development of all services and person
centred care planning.

E ]

Independent hospitals

Independent hospitals will be encouraged to make more direct community links and more
emphasis will placed on a pathways that achieve rapid and supported discharge. This is
dependent on the systems elements described above which support people in the
community. It is essential that the independent sector as a whole considers the likelihood
of a reduction in the overall bed base. Commissioners, should monitor the outcomes of
different pathways and their cost and quality implications. This may change the required
bed base to shift towards, Short and Medium Term Beds specified in the model. Other
aspect such as the Care Act, in terms of Ordinary Residence Status and Commissioning
Responsibility will increasingly emphasise locality and community, changing the relationship
between capacity and utilisation possibly lowering the price of a stay. As part of this the
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TCP will undertake a dedicated period of market engagement with the independent sector
to prevent de-stabilisation.

NHS Commissioned & Provided LD Specialist Health Services

Services will become much more focussed on early intervention and prevention. They will
be proactive as opposed to reactive and aim to reduce the number of crisis episodes
experienced by service users. There will be closer working between health and social care
providers at an operational level with integrated multi-disciplinary teams supporting the
delivery of seamless pathways, shared visibility of those at risk and ability to utilise the most
appropriate resources for care management with different cases.

Medium and Low Secure provision

From April 2016, the commissioning of medium and low secure provision will pass to the
CCGs from NHS England. This will create new commissioning challenges but new
opportunities for service development and innovation. It will create new possibilities and the
development of new pathways. Our developing model will need to take account of this,
particularly as it will change the quantum of resources to be deployed locally and which the
Transforming Care Board will have a clear line of sight of. This new responsibility will need
a set of metrics aligned to local community systems. There are many potential alignments
including with the Criminal Justice System. (This will put an emphasis on ongoing system
design as part of the developing programme).

Transition arrangements
The earlier section identified in detail the approach we will use to manage transition safely.
Positive Behaviour Support

Positive Behaviour Support is the provision of a service that helps to achieve good outcomes
because it works with peopleds strengths
included here, as it is a component of our new service model. However, the development
of positive behaviour support does not require a service in all geographical areas but will
require all services to apply its principles, which for some might be a change. The principles
and relevant interventions relate to the whole lifecycle. (See the NHS England publication
OEnsuring Quality Servicesd).

The TCP is using its CQUIN Scheme to support the development and implementation of
Positive Behaviour Support with local providers for both Children and Adults. For example
roll-out the Positive Behaviour Support (PBS) Programme to all children and families who
are currently on the NCH&C Autistic Spectrum Disorder (ASD) waiting list. A similar CQUIN
is being implemented for adults with HPFT.

Describe how areas will encourage the uptake of more personalised support
packages
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The TCP will embed a culture of personalised care. Commissioners will ensure that
Personal Health Budgets are part of the <c
and wellbeing needs to give people greater choice and control over the healthcare and
support they receive.

Personal health budgets work in a similar way to the personal budgets (Direct Payments)
that many people are already using to manage and pay for their social care. In order to give
people more control over their care, teams will focus on the possibility of joint budgets where
possible for people of all ages and development of personalised Education Health Care
Plans (children and young people 0-25 years).

Following the Special Educational Needs (Personal Budgets) Regulations 2014, children
and young people assessed as needing an EHC Plan or with an EHC plan have the option
of a personal budget. Regulations require the inclusion of information about personal
budgets on the Local Offer website and the SEND Code of Practice is clear that this should
include a local policy for personal budgets, developed with parents and young people which
describes the services across education, health and social care that currently lend
themselves to the use of personal budgets, how that funding will be made available and a
clear and simple statement of eligibility criteria and the decision making processes that
underpin them. In order to develop this area and fulfil our duty, we will be developing and
running a personal budget pilot.

As well as the experiences of schools and the perceptions and feelings about the process
of personal budgets, the pilot will seek to build the infrastructure and necessary
arrangements/ requirements to deliver a direct payment personal SEND personal budget.

A local pathway is already in place and we are currently embedding this to align with NHS
Continuing Care and Continuing Healthcare services. We also have a tri-partite agreement
in place.

In addition to this, work is being planned for how the existing provider market will be
supported to understand the personalisation agenda and how they can move to being able
to offer PHBs within their services.

This approach recognises that some of the current Specialist Healthcare provision is block
funded however we are beginning to develop the processes for personalisation.
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What will care pathways look like?

The Transforming Care Partnership will:

1 Ensure that all pathways are clinically appropriate, safe and high quality

1 Co-produced by service users and carers

1 Develop the provider market to reflect the complex needs of clients, their carers and
families.

Two care pathway working groups will be established (one for children and young people
and another for adults) to develop local pathways of care to ensure that clinical pathways
are clear, safe and high quality. They will meet monthly to redesign care pathways based
on best practice and NICE guidelines and NICE Quality Standards.

https://www.nice.org.uk/quidance/indevelopment/gid-cgwave0654

They will work with service users and carers to ensure they are co-produced. Work will be
required throughout the design and delivery stages of the programme to ensure everything
that is designed and delivered is clinically appropriate.

The groups will also ensure that parity of esteem is considered throughout including that
on-going healthcare needs are considered for all clients such as health screening, health
education, crisis management, working with primary care, secondary and acute services.

Care pathways will be underpinned by the level of need. Care will be carefully planned,
person-centred packages of care will be available for clients, their carers and families and
where their needs increase or during periods of crisis, support will be available quickly to
reduce the need for hospital admission. Where an admission to inpatient services is
required, this will be for the shortest time possible and supportive and planned discharges
will be arranged.

How will people be fully supported to make the transitionf r om chi | dr en
to adult services?

Norfolk and Great Yarmouth and Waveney are currently developing a strategy to support
Transition. This is wunderpinned by the
Adulthood: Meeting the Needs of 13-25 year ol ds6 presented
Group in 2015. The strategy is centred on the preventative measures which need to be
taken to ensure that, wherever possible, no young person with a diagnosis of either a
learning disability and or autism is unnecessarily admitted to an Assessment and Treatment
facility.

The Plan is divided into three parts of the transition journey travelled by many young person
who requires a specialist service. It does not however assume that all young people with
behaviour that challenges will always require professional services and therefore advocates
that, where at all possible, the strategy is also adopted in the pursuit of universal services.
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Part One: Data and Information

The first part of the Plan recognises the need to both identify this cohort of young people
and to monitor interventions from the following agencies: complex needs schools, the
Education I nclusion Service, Childrends §
NHS complex health services.

To this end the names of all young people falling within this cohort will be sent to and
coordinated by the Transition Tracking Officer at Norfolk County Council and overseen by
the Countyds Transiti on oitanmgal yodng peopie@gee I8 éor
25 years with behaviours that challenge will then be collated detailing those most at risk of
admission.

The list will then be regularly updated by the Transition Tracking Officer and distributed
monthly to both the Children with Disabilities teams and all adult Learning Disability teams
involved in the future support of young people who may be at risk of inpatient admission.

The Tracking Officer will ensure that the list is drawn from the following data sources:

1 Any professional requesting that a young person should be added to the list. This
will include: social workers, teachers, Education Health and Care Plan Coordinators,
Independent Reviewing Officers and health staff.

1 Information received from the Head teachers of complex needs schools which will
be gathered annually by the Transition Lead, and, where necessary, cases will be
discussed in detail between school and professionals.

1 The Schools Funding Officer will provide regular updates of all out of county school
placements from which those young people with behaviours that challenge will be
identified.

T Chil drenbdés Services, including the Chi
Childrenbés Service and Leavi ng angpeopks
they require adding to the list.

T NHS Compl ex Cases, childrends Contin
CAMHS and Adult Mental Health Services (for clients with autism or co-morbid
learning disability), Starfish and Starfish Plus Services, will provide the names of
young people they require adding to the list.

The Transition Lead will promote the use of Transition Assessments (under The Care Act
2014) for all young people aged between 13 and 18 years to ensure that an adult
assessment will be undertaken at the time of significant benefit to the young person.

All young people with behaviours that challenge will have a clear transition pathway when
moving between education, health and social care services with agency funding
responsibilities identified and agreed in a timely manner.

In order for staff working with this cohort to identify future support needs, behaviours that
challenge will be included as a client classification on CareFirst.

This part of the strategy is currently in place with its future success dependent on continued
multi-agency cooperation in the supply of data to the Tracking Officer.
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Part Two: Planning

Multi agency communication and joint planning requires a close working relationship
between the parties, with up to date support information, incident reports, behavioural plans
and clinical assessments being shared by agencies as a necessary part of transition
planning.

Agreed timeframes for the transfer of young people from one setting to another, the
exchangeof st aff between agency settings to
arrangements should all be undertaken and agreed no later than the young person reaching
17 years and six months.

Young people returning from out of county schools should be identified as a priority for
transition planning with the option for remaining in a placement post 18 discussed and
agreed between the agencies as a matter of urgency.

School and college staff should continue to build strong communication links with each
other, and the Transition Lead should be advised of any young person excluded from school
or college.

Transition planning for all young people who are inpatients in Assessment and Treatment
settings should continue, with school, college and day service staff providing their continued
support. These young people should also be added to the Care Programme Approach
(CPA) to ensure the collective professional planning of their discharge.

Although there is evidence that effective operational planning across agencies does take
place in Norfolk, there is also evidence to suggest that in some cases the catalyst for an
impatient admission has been, to some extent, linked to a lack of or breakdown in
communication between providers.

In some cases providers of a new service have failed to heed the support information from
the current provider, or have under estimated the high level of specialised support a young
person requires.

The success of this strategy al so r egreemene
on the funding of transitional arrangements where Adult Services incur necessary costs
during the adult assessment process for someone under 18, particularly when the young
person is attending an out of county school. A transition fund should therefore be
forthcoming from Childrenbds Services to

assessment.

Most importantly, all providers need to ensure that parents and family members who are
often the experts in the provision of appropriate support should be at the centre of all
planning decisions.

Part Three: Service Provision
Transition into adulthood has intrinsic risks for vulnerable young people who often prefer

predictable support provided by familiar staff and settings, but are then called upon to make
changes they are unable to comprehend.
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In order to avoid the transition to adulthood serving as a trigger for an increase in behaviours
which could raise the likelihood of an inpatient admission, well trained staff who are able to
offer skilled responses to behaviours need to be present in all specialist move-on settings
including: residential care, residential respite care, colleges, day services, supported living
and Shared Lives accommodation are required.

Parents who have managed the behaviours of their son or daughter in childhood, albeit with
respite care support, should also be able to access a similar high level of support training
as well as access to respite care support from social care and health services.

A crisis within the caring relationship is often avoided with the right respite care package
which enables the caring relationship to continue, and parents need to feel that they are
able to support their son or daughteros
same techniques as those used by professionals in school, health and social care settings.
The inability of parents to manage presenting behaviours when a young person reaches
adulthood is a key route to either residential care or inpatient admission.

Adequately resourced social care and health service provision will therefore be sought with
a focus on:

The need for specialised parent training

Specialist residential respite care

The designation of specialist crisis intervention emergency beds,

Specialist Supported Living

Specialist day service including the option of a building based service. .

The need to review all residential placements with a view to more independent
accommodation.

Community access and inclusion

Employment opportunities

= =4 -8 & -8
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To this end the Transition Lead will work with social care commissioners to develop
additional jointly commissioned: 16-25 supported living, residential care, respite services,
community outreach and specialist community based services.

The Transition Lead will also encourage all adult Learning Disabilities staff to review 18-25
year olds currently in residential homes, and encourage providers of residential
accommodation to ensure that they promot ¢
to their local community.

The foundations for overseeing the wellbeing of this cohort of young people rests with these
preventative actions, and with the continued transition planning and service support for any
young person who is admitted as an inpatient to an Assessment and Treatment facility.

Future success in support of these young people remains dependent on continuing to
identify all of the young people within this cohort and in ensuring that they all have an
allocated worker, regular reviews of their care needs and a co-ordinated transition plan
supported by appropriate skilled services.
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How will you commission services differently?

Across the partnership there are a range of established and developing integrated
commissioning arrangements between social care and health. The TCP recognise that
these arrangements are not working as effectively as they could. The expectation is that at
these arrangements will be reviewed with the intention of making them more robust.
Relationships need to develop to build increasing trust between the local partners and move
to making pooled investment decisions to deliver better health and social outcomes for their
communities. Integrated local oversight and local operational commissioning, alongside
improved visibility and better understanding of the most appropriate resources to provide
care co-ordination will remain critical if Transforming Care is to succeed.

The agreed move towards a shared model of care for Learning Disabilities and Autism
presents significant challenges for the partnership. Considerable work will be required to
understand the current level of investment across health and social care to allow us to move
towards a pooled budget approach. This transparency and understanding will need to be
developed under the Finance and Performance Work stream as we implement the
Transformation Plan. At this stage the methodology for evaluating the benefits of differing
levels of investment has not been agreed, but is critical to build the agreed business case
for the necessary shared investments. A number of the bids for transformation funding
through the TC programme will need to be developed in order to deliver new capability
funded externally (with matched funding) that will provide an excellent opportunity to
demonstrate the benefits to all partners of these new service offers.

In terms of pooled or aligned budgets there are also a range of existing examples across
the partnership-bot h across the CCG6s and al so in
of pooled budgets between health and social care. The ambition for the partnership over
the next 2 years is to pool budgets locally and bring these pooled arrangements together
to agree how best to procure specialist Learning Disability Services in Norfolk and Great
Yarmouth and Waveney. The partnership is very encouraged by the ambition expressed
by NHS England that the current function for specialist commissioning will also become a
pooled responsibility between partners i recognising that there will be no funding related
to the placements budgets.

The challenges are to agree the level investments required and the approach to sharing
the risks and rewards of these investments. There is recognition and ambition across the
partnership to incrementally address these opportunities for larger-scale procurement and
pooling funding locally (and where it makes sense across the partnership) to address the
health and social care needs of the cohorts. For service users their health and
independence are inextricably linked and it is recognised by the partnership particularly at
a time of strained budgets that traditional silo-based funding does not provide the right
flexibility and person-centred response that delivers demonstrably improved outcomes
and experiences.
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How will your local estate/housing base need to change?

The Norfolk and Great Yarmouth and Waveney TCP will need to:

1 Understandt he required housing and accomm
complex needs.

1 Undertake a full review of the existing and required housing and accommodation
(estates) in order to develop robust and appropriate housing and facilities to provide
places clients can call home, ensure people feel safe in their home and to keep
people safe and well.

There appears to be a shortage of appropriate housing locally particularly for those with
complex needs and therefore a significant piece of work is required to develop the right
housing stock, working with social housing and the provider market to reflect the changing
needs of these complex clients. There is a need for a multi-agency, multi provider housing
and accommodation (estates) strategy. As part of this the TCP will undertake a dedicated
period of market engagement with the independent sector to prevent de-stabilisation.

As part of the study in 2009 to reflect t
for Adults with Learning Disabilites 20107 20156 demonstrated th
that were required and the capacity that was needed. Based on the population data at the
time the table demonstrates where there is a significant need for supported housing and
new community based services to support people with Learning Disabilities in their own
home. This is noted in the table below:

Type of place People | People All
aged aged adults
18 - 65 66+
Long stay Hospital 8 0 8
Health home in Norfolk 51 1 52
Residential care home 644 107 751
Nursing home 15 5 20
Council or housing association rent 413 a7 460
Private rent 67 0 67
Home owner 21 0 21
In family home 379 4 383
Other 18 1 19
Not known 685 43 728
Total 2301 208 2509

Examples were also highlighted where carers could move alongside clients to provide their
care longer term but may need support facilitating changes which would reduce the overall
cost burden on the health and social care system in the longer term.
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The TCP will develop a work stream to specifically look at the housing and accommodation
currently available, to develop and design the future requirements and develop the multi
provider housing and accommodation (estates) strategy. The outcomes of this Work stream
are likely to identify the Capital funding required in future years to support providers to
deliver care in the community.

As part of the Implementation Plan we will differentiate between the need for new capital
investment and any potential recycled capital receipts (subject to approval) from the sale of
unused or unsuitable property held under existing NHS capital grant agreements and/or
associated legal charges. We will also need to set out the future accommodation
requirements for children transitioning to adults.

Alongside service redesign (e.g. investing in prevention/early

intervention/community services), transformation in some areas will involve
‘resettling’ peopl e who have Waawillthialodkdike
and how will it be managed?

We will develop a local plan to ensure, where appropriate, people who have been placed
away from their homes are repatriated and resettled locally. This will take in to account their
individual needs working across complex and multiple care providers to rehabilitate and
resettle in the right accommodation with the right support and care to keep them well and
safe enabling them to live fulfilled lives.

Once the Plans are fully developed we will bid for TC funds if the bid is successful we will
deliver additional capacity role and additional expertise to help drive improvements in
resettlement. Itis an example of a critical interface between the locality / community (where
someone will be resettled) and the management of that process given that it will start from
a placement that was commissioned and placed through a shared capability.

The challenges are not insignificant, but there is a shared recognition of these issues,
including the following:

9 Transition: challenge of inpatient and community provision and culture clash. This
had led to mistrust and resistance/defensiveness

1 Housing: Funders are not necessarily willing to underwrite the risk that a placement
in the community leaving providers with empty properties.

1 Housing benefit thresholds and ceiling may not meet high rent costs in some areas

T Availability of suitable properties, especially where adaptations/special requirement
are needs which might include proximity to neighbours, ramps etc., suitability for
conversion

1 The need for large properties to take into account the need for carer to be able to

have office and sleeping space

Duplication/double funding during transition period

MHA Tribunal processes in conflict with CTR outcomes.

Responsible commissioner guidance and incentives to place out of area.

Patient willingness to move/or otherwise

Expectations of patient and family in relation to above

Availability of section 117 aftercare plans.

=4 =4 -8 -8 8
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How does this transformation plan fit with other plans and models to form a
collective system response?

Alignment with these and indeed other key priority agendas is essential in formulating and
delivering a sustainable, joined up approach in local areas. In order to maintain oversight of
the alignment of how such key agendas are embedded within the Transforming Care Plan
each local area will maintain its accountability to the agendas, with assurance provided to
the Transforming Care Board.

National evidence suggests that children with learning disabilities are up to 6 times more
likely to have mental health problems than other children and more than 40% of families
with children with learning disabilities feel that they do not receive sufficient help from
services. The JSNA for childrenb6s emoti on
with learning disabilities and difficulties, developmental disorders and children in special
schools as one of four main groups of children with a greater risk of developing mental
health problems.

We also know that locally there are gaps in care pathways specifically relating to:

Behaviour management, notably help to manage violent behaviour at home
Services for children with learning disabilities

Lack of clear pathways for autistic spectrum disorders and ADHD

Limited services for children with development disorders

= =4 —a -

Our plans recognise that the current service offer is limited and commit partners to
undertaking a detailed service review and options appraisal during 2016/17 and to move
towards the most appropriate model of care by the end of this planning cycle.

Mental Health Crisis Concordat

Mental Health is recognised across the Transforming Care partnership to be a key priority.
It is recognised that people on the autistic spectrum have increased likelihood of episodes
of mental distress and that all too often mental and emotional wellbeing of people with a
learning disability can be missed.

The Transforming Care plan identifies with the range of work currently underway that
supports the mental wellbeing and the appropriate support in the provision of managing
mental health and treatment.

In Norfolk and in Great Yarmouth and Waveney leading commissioners of the local
authority, police and health system are working collaboratively to further develop and
implement the Concordat.
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The implementation deliverables under this mandate are:

Undertake a training needs audit

Enhance partner agency communication and information sharing

Commission robustly to allow earlier intervention and responsive crisis services
Promote access to support before the crisis point

Facilitate urgent and emergency access to care

Enhance quality of treatment and care when in crisis

Ensure Recovery and staying well preventing future crisis

Too Jo T T T T Do

The partners are undertaking abroad and far-reaching review of Mental Health provision
and support across the area and a new Mental Health Strategy will be published in 2017 to
further support this. This provides the unigue opportunity to review the current Mental
Health Crisis Concordats, within which the recognition of the need to include people on the
autistic spectrum and a learning disability in minimising the escalation of crisis through the
appropriate approach and management of the partnership includes training.

This will also improve the connectivity for people with Autism so building awareness and
embedding reasonable adjustments, this is particularly pertinent of the appropriate
approaches during periods of distress (overwhelmed) minimising inappropriate contact with
the police, Criminal Justice system and mental health services.

The Crisis Care Concordat mandate will reflect and include the following in the context of
Learning Disabilities and Autism:

1 All action plans will be updated to reflect clear protocols for people with Learning
Disabilities

1 Any service review will undertake a comprehensive EQIA to ensure that people with
Learning Disabilities have equitable and appropriate access to service

I Public facing first response agencies e.g. the police and other partners have
adequate training or apply the guidance on responding to people with mental ill
health or learning disabilities to minimise inappropriate or disproportionate use of
the Mental Health Act.

1 Explore commissioning of crisis houses and other intermediate care to provide
intensive support when needed and minimise need for hospital admission as a
default position

9 Crisis plans for people with Learning Disabilities that define early warning signs and
clear coping strategies

Where an assessment of the persons mental health is at a crisis point currently there is not
a 24/7 provision and consideration of the review of the Crisis Home Treatment Team in
Mental Health could be extended to urgent crisis assessment people with a learning
disability with the appropriate skill base.

NSFT are currently reviewing their response to the Green Light Tool Kit and the
requirements of the Autism Statutory guidance in making reasonable adjustments to enable
equal access to mainstream mental health services where, reducing the risk of specialised
commissioning of autism provision due to a lack of local appropriate support.

We recognise that there are thresholds of risk and crisis and therefore providing a range of
approaches in a community setting that is right for the individual in a timely manner we
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believe will prevent escalating need through a personalised responsive approach for
example assertive outreach, behaviour al
access or where appropriate families could access to provide the intervention required
within the home, previously residential, respite or hospital settings would be used.

Personal health budgets and Integrated Personal Commissioning

The Partnership will discuss hand agree what the initial local offer for budgets for Integrated
Personal Commissioning will be. In the first instance this may be a limited cohort that will
receive the opportunity at the outset, but the final plans will identify the timescale for this to
be extended and rolled out across increasing numbers of service users.

At this stage, the proposal is to bring specific focus to facilitate the transition of people in
hospital to the Community in a person-centred way including the use of personal health
budgets and where appropriate integrated personal budgets.

There may also be an opportunity to bring a similar focus for children and young people
during transition either into Adults or from health into a care setting.

Autism Act 09, Autism Strategy and Statutory Guidance 2015

The partnership is committed to the inclusion of all the cohorts identified within Transforming
Care and will ensure that the future service model and any service provision is autism
appropriate across the spectrum where appropriate and as such autism is mentioned within
the alignment of all the aligned plans

Key to our governance arrangements is the alignment with the local area partnership boards
and autism partnership boards. As previously mentioned working with the local partnerships
is key to supporting the effective implementation of the autism strategy.

Our ambition is to enable people with autism to have a fulfilling and rewarding life accessing
the appropriate support that is meaningful and preventative. Key to this is ensuring that
assessors are trained and are able to make the reasonable adjustments required throughout
the process from first contact.

I n addition the development of accessi bl
and adults is an area we are exploring in partnership with the local areas to consider how
this could be coproduced and locally applied.

The forming service model will have further engagement inclusive of people on the autistic
spectrum.

The bids in particular the resettlement and the risk of offending community service teams
are envisaged to include a specific emphasis on the understanding of risk and approaches
in working with people who have a history of offending and are high in the functioning autism
spectrum.
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Education, health and care plans

Each local partnership is embedding the transition from Statements to EHC Plans.
Transforming Care has a specific focus on the defined cohorts and this will provide an
opportunity to target review and drive further progress in EHC implementation.

For childrends services the undertaking ¢
Care is recognised as a priority. Particularly in considering the appropriate support required
in order to minimise the risk of breakdown at school, college, exclusion and the provision of
the right support locally and minimising the requirement for residential schools or school
away from their community, inclusive of those young people and children on the autistic
spectrum.

There is recognition by all partners and organisations of the need for a focus on transition
(and lifelong planning) with the commitment to ensuring the effective transition for all young
people. This includes a very specific and high-risk specific focus on those young people
who are placed in residential schools and in patient settings to receive the appropriate
targeted support to enable their resettlement back into their local community; inclusive of
the identification of appropriate support and funding inclusive of the provision of personal
health budgets.

Each locality will review their governance to ensure that there is appropriate line of sight
and collaborative working across children and adults in order to ensure that both agendas
are effectively aligned.

Included in the proposed areas for transformation is a need for greater capacity around
CTRs children in hospital settings. This provides an opportunity to ensure renewed focus
on seeking to support the undertaking of CTRs for including the alignment with any bids.

CAMHS including CAMHS Transformation Plans.

Local providers of specialist/Tier 3 CAMHS no longer apply the arbitrary transition age of
18. For example NSFT provides services in Youth Teams from 0 and up to the age of 25,
these are delivered in close collaboration withot her O6adul tdé ser vi
Early Intervention in Psychosis). Where there remains an arbitrary cut off at 18 years the
TCP will seek to address this.

CAMHS provision for 0-5 year olds is delivered through No r f o | kywide targeted {
CAMH Service, Point 1. This has a small dedicated Parent Infant Mental Health Service
(PIMHS). The team provides advice, consultation and training to Early Years staff, health
visitors, midwives and other professionals 1 focusing on developing the ability of the
workforce to provide effective support that strengthens attachment between infants and their
parents/carers. The PIMHS team also undertakes direct case work with infants with mild-
moderate impairments to their attachment, usually working alongside other professionals
involved in the family.

Norfolk Community Health & Care has a small number of posts who provide more specialist
support to infants where the attachment issues are more complex/severe 1 as does NSFT.

Norfolk County Council has agreed to substantively commission an innovative PIMHS
project previously funded only for twelve months. The project provides intensive PIMHS
input from an inter-disciplinary team to infants aged 0-2 who have damaged attachments
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and who are also on the edge of coming into care. The team has worked with circa 50 such
cases thus far, with only about 5 of the infants subsequently coming into care.

All of these services will continue and be embedded into the new pathways.

CAMHS Transformation Plans

Early Help

The CAMHS Transformation Plan says we will:

1

Ensure every school and uni ver sal S
establishment with identified time for emotional well-being and mental health. We
will work with schools and other universal settings to define this role and
expectations, but this role will include providing information, support and the referral
point within the setting. These leads will receive an enhanced level of training to
ensure a minimum level of understanding and delivery.

Inreturn,we wi | | provide each setting with

be locally based and will be specific role to support emotional well-being and mental
health in universal settings. This specialist function will champion the mental health
services available, ensuring settings are enabled to access them in a timely and
appropriate manner via the correct pathways and referral routes. They will facilitate
local networks of support, share practice and ensure joined up working with other
early help services such as school nurses, safer schools, healthy child programme,
EPSS and the early help hubs. This function will also add capacity to the system so
that practitioners can have regular consultation and supervision by specialist mental
health practitioners, and where possible have specialist provision take place in
universal settings.

Working closely with service providers we will develop peer to peer approaches and
look at how we develop one to one support and small group work in all settings. We
want to create a sense of offer, set clear guidance and create a menu of services
for universal settings. This will set out what they are entitled to receive from the
statuary services and other services we endorse that are available to them, including
those that charge.

Provide a core training offer for practitioners in universal settings that is co-ordinated
centrally and includes evidence based emotional literacy and attachment training
programmes, this could include PATHS, circle of security, Nurtured Heart Approach,
Time 4 You, Thrive and Youth Aware of Mental Health (YAM). The offer will be
reviewed and endorsed by the CAMHS strategic partnership. This offer will align
with other strategies and complementary provision such as the parenting strategy
and health child programme to ensure the offer does not duplicate effort and give
mixed messages. This function will include the follow up on the impact of training on
practice and evaluation of the outcomes being met.

Endorse the Time to Change anti-stigma campaign and develop a local action plan
for Norfolk. This will ensure that children and young people have been involved in
its design and delivery.

86
Transforming Care Planning Template v1 0 signed off




Accessibility.

The CAMHS Transformation Plan says we will:

)l

1

Simplify the routes for those needing advice and help by moving to a genuine Single
Point of Contact for requests for help, advice and referrals

Ensure prevention and early intervention are always prioritised

Proactively target, reach & engage those that would benefit from engagement but
who currently remain off the radar, by increasing the visibility, accessibility and
capacity of targeted and specialist services

Invest recurrently in establishing and developing a unified, safe range of online
support and treatment options for children, young people and families

Prevent unaddressed need presenting itself as a more significant demand later in
the personbés 1|ife

Reach the unreached (% of the population with diagnosable mental health problems,
who never receive treatment), while coping with the extra demand that would place
on the system.

Improve the skills of staff in non-specialist mental health settings to identify,
recognise, source and/or provide effective mental health support for children and
young people

Commission a re-modelled, integrated workforce with sufficient numbers of staff and
skills to manage the number of children and young people who need help, including
those from vulnerable or hard to reach groups

Commission additional targeted and specialist capacity, including better aligning and
boosting existing capacity built into the Norfolk system to assess and treat:

the mental health needs of children and young people on the edge of care and those
who are looked after or adopted

the mental health needs of looked after children being considered for reunification
with their family

children and young people who have been affected by domestic abuse, sexual
exploitation (or at risk of) and trauma

the particular needs of children and young people who display sexually inappropriate
or harmful behaviours

Audit existing targeted and specialis
adjustmentsd required to enable parti
access the interventions they need

Ensure that client/patient/family views feedback is captured, reported and reviewed
robustly and regularly via CYP IAPT and implementation of reporting against the
CAMHS National Minimum Dataset T with audit activity incorporated to focus on the
experience of vulnerable groups

Extend the hours when core Specialist Mental Health services are open and able to
deliver routine appointments
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Crisis Pathways

The CAMHS Transformation Plan says we will:

)l

1

E R

Extend the emergency and Out of Hours offer/availability of CAMHS and LD CAMHS
Crisis services.

Extending the core hours of specialist CAMHS to enable more children and young
people to access them at times that are convenient to them

Increase the size and capacity of our teams that work across the county so they can
safely handle the number of crisis referrals they receive. This will also enable them
to intervene earlier, and liaise and support lots of different referrers including acute
general hospitals, the police, schools, GPs and general community.

We want to improve our online presence/availability so that there is a lot more
support available to referrers, parents and carers as well as the children and young
people themselves.

We plan to more routinely gather data to more accurately monitor the age,
presentation type and time to feedback into more accurate service provision for
Children and Young People.

We intend to offer a rolling programme of training to enhance the versatility of the
skill set of staff who act as O0first
Our aim is to speed up more wide reaching information sharing.

The plan will endeavour to work more closely with acute trusts to ensure more
tailored and timely transition in and out inpatient beds.

Any additional information
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5.Delivery

Plans need to include key milestone dates and a risk register

What are the programmes of change/work streams needed to implement this plan?

Guidance notes; As a minimum, set out a workforce development plan, an estates plan
and a communications and engagement plan

The following work streams are required in order to deliver this plan and they are in the
process of developing their implementation plans:

Learning Disability Strategy to include

U Market, Provider and Accommodation Development

U Review and baseline of current estate

i Developing an estates plan to reflect the new service model and understanding of
the required housing and accommodation provision required to reflect clients
complex needs;

U Developing the provider market to reflect the complex needs of clients, their carers
and families;

U Focusing on Transition from Inpatient Care to Community Care T swiftly
understanding clients complex needs.

Chil dren’ s -8envite Aatel bnd sare pathway —include:

U Ensuring all pathways are clinically appropriate, safe and high quality through a
Clinical Reference Group;

U Standardising and integrating CTR processes across Norfolk, Great Yarmouth and
Waveney including design of integrated paperwork and a memorandum of
understanding to make best use of resources;

i Developing effective care, crisis & relapse planning with clients, carers and
families including exploring the need for the introduction of an intensive wrap
around service short term 6place of s
better access to understandable information;

i Further development and embedding of Risk Stratification processes and person
centred care planning for adults and children;

i Developing personalised care including processes for joint health and social care
funded Personal Budgets, Education Health and Care Plans;

i Development of core standards and embed across the system to standardised
care;

i Further development of detailed metrics.

U Transition planning to new service model

Communications & Engagement to include:

0 A communications and engagement strategy and plan ensuring clients and
carers/families are at the heart of the Transformation plan i this includes enabling
them to be part of the Transformation journey;

U Communications & Engagement events; to ensure there is an on-going
conversation with service users, carers, families and wider stakeholders by way of
a series of half day events. This will ensure continued engagement and refinement
of the plans and ensure that the whole economy voice is heard throughout the
journey;
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U This work will ensure the delivery of the plan but also feed into the Strategy
development.
U0 Market engagement to mitigate against risk of destabilisation

Clinical Treatment Reviews and Transition to include:
i Ongoing CTR
Co-ordination, monitoring and reporting
Business Intelligence
Personal Health Budgets
Integrated Health and social care budgets
Focussing on transition from inpatient care to community care 1 swiftly
understanding clients complex needs

(ot et i et i e i ]

Market Shaping — Estates and People to include:

i Market, Provider and Accommodation Development

Review and baseline of current estate

Developing an estates plan to reflect the new service model and understanding of

the required housing and accommodation provision required to reflect clients

complex needs;

Develop a housing and market engagement strategy

Incentivise private capital investment

Work with providers to influence and change their service models

Developing a workforce plan to support the new service model this will include

current workforce analysis; skills gap analysis; training and development plan;

recruitment and retention plan.

i Developing and integrating the workforce to reflect the changing landscape. This
includes helping to up-skill clients and carers linking to outreach teams;

U Integrated partnership working across organisational boundaries including work to
develop the personalisation agenda;

U Increasing workforce capability by working with patient and carer groups to
address gaps in the skills, best practice and staff awareness of LD and MH
problems

i Improved workforce planning.

o

oo

NB: The TCP recognise the importance of developing a robust Work Force Plan due
to the challenges locally surrounding recruitment generally across all providers.
We are clear however that until the service model if fully described we are not able
to add any further detail here due to the interdependencies. This is not to say that
we have not already started to have local conversations to anticipate for example
the need to support Positive Behaviour Therapy training. As further work
progresses we will develop a detailed work force plan will be published. We will
also engage with external agencies and partners such as HEE. The Work Force Plan
will also need to link with the local STP (System Transformation Plan) of which this
is an integral component.

Finance and Activity to include:
U Performance modelling
U Performance metrics including quality of life and quality of care.
U New financial framework
U Pooled budgetsi CC G0 s Laal authorities
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U Improving the quantity and quality of data and information collated and shared by
public agencies
U Creation of a service user database

Programme Delivery

i Programme governance i Governance arrangements and Terms of Reference to
be refreshed
i Programme Management & Delivery Support i appropriate documentation and
reporting to be put in place
EA-

v

Transforming Care

i High level Implementation plan Programme high leve

Who is leading the delivery of each of these programmes, and what is the
supporting team.

Guidance notes; Who are the key enablers to success, what resources have been
identified

In order to deliver the Norfolk, Great Yarmouth and Waveney Transforming Care Plan, the
whole system will need to work together centred on our clients. Work streams are being
created along with a detailed integrated programme plan.

1 Learning Disability Strategy Clive Rennie i Assistant
Director Integrated
Commissioning (Mental
Health and Learning

Disabilities)
2 Chi |l dr e n 6 s Seeicednodeldandlcdres Sal Thirlway- Assistant
pathway Director Early Help and

Prevention NCC and Tim
O 06 Mu | HN&L@ Assistant
Director Integrated Care
(Southern) NCH&C and
NCC

3 Communications & Engagement Oliver Cruickshank 1
Communications and
Engagement Manager -
SNCCG

4 Clinical Treatment Reviews and Transition Derek Holesworth -
Integrated Commissioning
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Programme Manager
(MH&LD)

5 Market Shaping i Estates and People

Steve Holland - Head of
Quiality Assurance and
Market Development NCC

6 Finance and Activity work stream

David Gilburt Chief Finance
Officeri SNCCG

7 Programme Delivery

Gail Harvey i Senior PM
NCC

Enablers to Success:

i Co-production - Early engagement with families, carers and service users
i Capability & Capacity - Appointment of dedicated PMO and identifiable
Programme Management Structure and a capable work force to deliver new

services

i Shared systems & approaches - Commissioning; Governance, Finance and

Informatics

i Cultural Change - Multi-agency (including providers and commissioners)

Executive level organisational buy-in & support

U Good intelligence - robust service mapping including work force analysis to clarify

6aissd6 scenario

0 Successful market shaping & provider development
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What are the key milestones —including milestones for when particular services will
open/close?

Guidance notes; What are the timescales / lead times for each key milestone
Please either complete a route map i as attached, or some other project management
tool to map milestones

See high level plan

What are the risks, assumptions, issues and dependencies?

Guidance notes; Are there any dependencies on organisations not signatory to this plan,
or external policies/changes?

A full risk, assumption, issue, dependency and decision log (RAIDD) is in development
however high level risks, assumptions, issues and dependency are shown below:

Ri001 Lack of suitable Housing & Care Home capacity

Ri002 Inadequate budget to deliver the new service model.

Ri003 Lack of integrated approach across health and social care to use resources
and budgets more effectively and efficiently.

Ri004 Market & current providers are not able to respond to the new specification
requirements leading to failure to implement specification in within required
timescales

Ri005 Unidentified and unmet need: existing gaps in the pathway require additional
resourcing in the absence of agreed transition protocols within care pathway
resulting in patients and their carers may experience poor quality care and
outcomes.

Ri006 Lack of Executive and organisational buy-in to changes within service model
leading to failure to implement new community based model of care for
people with Learning Disabilities

Ri007 Lack of wider stakeholder buy-in to changes within existing service model
leading to political challenge to proposed changes.

Ri008 Delay in implementation to accommodate formal consultation if required

Ri009 TCP will not be siﬁned off bi iartnershiis ﬁovernance boards bi 11/4/16.

A001 Governance arrangements enable timely decision-making across the whole
system for example the partnership Governance bodies will sign off TCP by
the end of June

A002 There is a market available and able to deliver the new model

A003 The new model will be affordable.

Iss001 | Organisational Capacity: no Finance lead identified.

Dep001 | Great Yarmouth & Waveney i co - dependency with Suffolk Transforming
Care and Transformation plan

Dep002 | Placements form other areas in both nursing and residential settings in
Norfolk and Great Yarmouth and Waveney
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What risk mitigations do you have in place?

Guidance notes; Consider reputational, legal, safety, financial and delivery, contingency

plans

A full risk log is in development however high level risks and mitigating actions are shown

below:

Ri001

Lack of suitable Housing & Care
Home capacity

= =_ ==

==

Spot purchase provision
Development of the Home
Treatment Service

Mapping of services and gap
analysis

Formulate a pathway for CYP to
access services (either step
up/down)

Hold a stakeholder event to
stimulate market

Plan, consult and work with
providers

Ri002

Inadequate budget to deliver the
new service model.

Joint planning and alignment to
understand the financial impact
and cost implications for health
and social care commissioners.
CCG's and SCC to work together
to understand financial needs of
service developments and areas
for investment.

Ability to spot purchase in county
beds with other providers.
Development of shared Business
Cases to access additional
resources.

Ri003

Lack of integrated approach
across health and social care to
use resources and budgets more
effectively and efficiently.

Joint planning and alignment to
understand the financial impact
and cost implications for health
and social care commissioners.
CCG's and SCC to work together
to understand financial needs of
service developments and areas
for investment.

Ability to spot purchase in county
beds with other providers.
Development of shared Business
Cases to access additional
resources.

Ri004

Market & current providers are
not able to respond to the new
specification requirements leading

Individual case reviews to identify
gaps in current pathway
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partnerships governance boards
by 11/4/16.

to failure to implement 1 Define new care pathway and
specification in within required service model
timescales 1 Agree operational response to
new service model
1 Undertake gap analysis to ensure
new service model is adequately
resourced.
Ri0O05 | Unidentified and unmet need: 1 Individual case reviews to identify
existing gaps in the pathway gaps in current pathway
require additional resourcing in 1 Define new care pathway and
the absence of agreed transition service model
protocols within care pathway 1 Agree operational response to
resulting in patients and their new service model
carers may experience poor 1 Undertake gap analysis to ensure
quality care and outcomes. new service model is adequately
resourced.
Ri0O06 | Lack of Executive and 1 Support from CEO to CEO
organisational buy-in to changes meetings.
within service model leading to 1 Use of Governance process
failure to implement new within partner organisations to
community based model of care ensure priorities are supported
for people with Learning and aligned e.g. SLA's; Joint
Disabilities Commissioning
Ri007 | Lack of wider stakeholder buy-in |  Working across partner
to changes within existing service organisation to ensure there is an
model leading to political agree approach to engagement
challenge to proposed changes. and consultation including HOSC
1 Effectively joint working and
Programme Governance to
ensure all stakeholders are in
agreement with proposals and
are communicating same key
messages.
1 Aligned project planning
RiO08 | Delay in implementation to 1 Working across partner
accommodate formal consultation organisation to ensure there is an
if required. agree approach to engagement
and consultation including HOSC
1 Effectively joint working and
Programme Governance to
ensure all stakeholders are in
agreement with proposals and
are communicating same key
messages.
1 Aligned project planning
Ri0O09 | TCP will not be signed off by Signed off to be completed by end of

June

Any additional information
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6.Finances
Please complete the activity and finance template to set this out (attached as an
annex).

End of planning template
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Annex A — Developing a basket of quality of care indicators

Over the summer, a review led by the Department of Health was undertaken of existing indicators that areas could use to monitor quality
of care and progress in implementing the national service model. These indicators are not mandatory, but have been recommended by
a panel of experts drawn from across health and social care. Discussion is ongoing as to how these indicators and others might be used
at a national level to monitor quality of care.

This Annex gives the technical description of the indicators recommended for local use to monitor quality of care. The indicators cover
hospital and community services. The data is not specific to people in the transforming care cohort.®

The table below refers in several places to people with a learning disability or autism in the Mental Health Services Data Set (MHSDS).
This should be taken as an abbreviation for people recorded as having activity in the dataset who meet one or more of the following
criteria:

1.

wn

They are identified by the Protected Characteristics Protocol - Disability as having a response score for PCP-D Question 1 (Do you
have any physical or mental health conditions lasting, or expected to last, 12 months or more?) of 1 (Yes i limited a lot) or 2 (Yes
T limited a little), and a response score of 1 or 2 (same interpretation) to items PCP-D Question 5 (Do you have difficulty with your
memory or ability to concentrate, learn or understand which started before you reached the age of 18?) or PCP-D Question 13
(Autism Spectrum Conditions)

They are assigned an ICD10 diagnosis in the groups F70-F99, F84-849, F819

They are admitted to hospital with a HES main specialty of psychiatry of learning disabilities

They are seen on more than one occasion in outpatients by a consultant in the specialty psychiatry of learning disabilities (do not
include autism diagnostic assessments unless they give rise to a relevant diagnosis)

They are looked after by a clinical team categorised as Learning Disability Service (C01), Autistic Spectrum Disorder Service
(C02)

5> Please refer to the original source to understand the extent to which people with autism are categorised in the data collection
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Indicator

No. Indicator Source Measurement®
1 Proportion of inpatient population Mental Health Average census calculation applied to:
with learning a disability or autism | Services Data Set 1 Denominator: inpatient person-days for patients identified
who have a person-centred care (MHSDS) as having a learning disability or autism.
plan, updated in the last 12 1 Numerator: person days in denominator where the following
months, and local care co- two characteristics are met: (1). Face to face contact event
ordinator with a staff member flagged as the current Care Co-

ordinator (MHD_CareCoordinator_Flag) in preceding 28
days; and 2. Care review (Event record with
MHD_Event Type OReviewd) wit

2 Proportion of people receiving Short and Long This indicator can only be produced for upper tier local authority
social care primarily because of a | Term Support geography.
learning disability who receive statistics
direct payments (fully or in part) or Denominator: Sum of clients accessing long term support,
a personal managed budget community services only funded by full or part direct payments,
(Not possible to include people managed personal budget or commissioned support only.
with autism but not learning
disability in this indicator) Numerator: all those in the denominator excluding those on

commissioned support only.

Recommended threshold: This figure should be greater than 60%.

3 Proportion of people with a Hospital Episodes | HES is the longest established and most reliable indicator of the
learning disability or autism Statistics (HES) fact of admission and readmission.
readmitted within a specified and Assuring 1 Denominator: discharges (not including transfers or deaths)
period of discharge from hospital Transformation from inpatient care where the person is identified as having
datasets. a learning disability or autism
Readmission

6 Except where specified, all indicators are presumed to be for CCG areas, with patients allocated as for ordinary secondary care
funding responsibility.
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following discharge
with HES main
specialty -
Psychiatry of
Learning
Disabilities or
diagnosis of a
learning disability
or autism.

T Numerator: admissions to psychiatric inpatient care within
specified period

The consultation took 90 days as the specified period for
readmission. We would recommend that this period should be
reviewed in light of emerging readmission patterns. Particular
attention should be paid to whether a distinct group of rapid
readmissions is apparent.

NHS England is undertaking an exercise to reconcile HES and
Assuring Transformation data sets, to understand any differences
between the two. At present NHS England will use Assuring
Transformation data as its main source of information, and will be
monitoring 28-day and 12-month readmission.

Proportion of people with a
learning disability receiving an
annual health check. (People with
autism but not learning disability
are not included in this scheme)

Calculating Quality
Reporting Service,
the mechanism
used for monitoring
GP Enhanced
Services including
the learning
disability annual
health check.

Two figures should be presented here.

1 Denominator: In both cases the denominator is the number
of people in the CCG area w
disability register

1 Numerator 1. The first (which is the key variable) takes as
numerator the number of those on their GPs learning
disability register who have had an annual health check in
the most recent year for which data are available

T Numerator 2. The second indicator has as its numerator the
number of people with a learning disability on their GPs
learning disability health check register. This will identify
the extent to which GPs in an area are participating in the
scheme

Waiting times for new psychiatric
referral for people with a learning
disability or autism

MHSDS. New
referrals are
recorded in the
Referrals table of
the MHSDS.

1 Denominator: Referrals to specialist mental health services
of individuals identified in this or prior episodes of care as
having a learning disability or autism
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9 Numerator: Referrals where interval between referral
request and first subsequent clinical contact is within 18
weeks
Proportion of looked after people MHSDS. (This is Method T average census.
with learning disability or autism for | identifiable in 1 Denominator: person-days for patients in current spell of
whom there is a crisis plan MHMDS returns care with a specialist mental health care provider who are
from the fields identified as having a learning disability or autism or with a
CRISISCREATE responsible clinician assignment of a person with specialty
and Psychiatry of Learning Disabilities
CRISISUPDATE) 1 Numerator: person days in denominator where there is a
current crisis plan
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