Telecare Strategy 12/06

Isle of Anglesey County Council

Delivering an Integrated Telecare Service in Anglesey
1.

Background

1.1
Strategic Context

A number of key documents set the strategic direction for public services in responding to the need of vulnerable people to live independently within the communities of their choice.  The policy direction focuses on

· enabling people to be maintained at home whenever possible;

· maximising their independence and potential: and

· enabling them to be supported, with dignity, in a safe environment

Public services are increasingly concerned with funding the provision of social and health care, especially within the context of changing demographics, coupled with social economic factors and rising expectations.  The challenge for public services is to reshape services to focus on early intervention, better intermediate care and community facilities, and to integrate thinking across health and social care.  This calls for the development of joint working arrangements to identify and pursue shared objectives, in order to improve public services through increased efficiency and collaboration.  Commissioners of telecare will work closely with housing, education, employment, and voluntary sectors as well as with specialist equipment providers.

This strategy envisages that Telecare will provide part of the new and existing care delivery system for managing this situation: helping to meet the objectives of providing care in the community by optimising resources, supporting independent living and enhancing the quality of face-to-face contact with carers.  
In order to reflect the needs, aspirations and perspectives of all stakeholders we have developed the Telecare Strategy to meet a wide range of needs, and embedded in:-

· Health, Social Care and Wellbeing Strategies

· Older Person’s strategies

· Wanless Action Plan

· Supporting People Operational Plans

· Joint funding and Capacity Grant Incentives

· Unified Assessment Processes and developments 

· Local Training Plans
1.2 
Definition of Telecare
Much of the initial innovative work on telecare was carried out in housing environments based on extensions to community alarm services.  With the development of intermediate care, long term condition management and alternatives to acute hospital admission, the technology has moved further and we have seen a growing interest in the provision of remote technology to support housing, community safety and health options as well as supporting domiciliary care packages.  Advances in information and communication technologies are creating opportunities to deliver medical and social expertise and support directly to the home.  

An official definition of Telecare is that
“Telecare is as much about the philosophy of dignity and independence as it is about equipment and services”

and 

“a means by which care and support can be provided to people with or without other services, through telecommunication and technologies in the home…. Telecare typically employs sensors and automated devices that enable the well being of and individual to be monitored remotely and contributes to people’s health, mobility, social wellbeing and security”
   
Telecare therefore is a service designed to:-

1. Overcome functional deficiencies through the provision of stand alone electronic devices

2. Act as a responder to immediate need and therefore helping to manage risk through timely and rapid interventions through using sensors and alarm units
3. Act as a preventor with lifestyle monitoring capacity. It works by monitoring vital signs, transmitting data, which is monitored against set parameters.  Evidence of vital signs outside ‘normal’ parameters triggers a response.  It is essential that telemedicine is part of the local health and social care pathway for managing long term conditions.  This provides monitoring of an individuals health and wellbeing, and an early warning of deterioration, which could lead to better informed and timelier interventions. 
4. Provide for safety and security needs.
5. Promote a better quality of life and improved health through better access to information, advice and services enabled through improved use of information and communication technologies. 

1.3 Who can benefit from Telecare systems?

· Older people.

· People with mobility impairments.
· Vulnerable People

· People with learning difficulties

· People with physical and/or sensory impairments 

· People with dementia

· People leaving hospital

· People with chronic diseases

· Carers

1.4 Partnership Involvement and Strategic Links
Official Guidance, both in England and Wales, envisages partnership working to build telecare capacity.  This strategy is based on the presumption that new patterns of Telecare service provision must be underpinned by new strategic partnerships, between professionals and other people with expertise in housing, social care and health care agencies.  Equally important is the role of independent/voluntary organisations, suppliers   and service users, and their families/carers.  Telecare will be seen as an integral part of both new and existing patterns of service, and collaboration will be at the heart of developing Telecare services.
It is expected that the development and implementation of the Telecare Strategy, include opportunities for pooled funding agreements and joint commissioning under Section 31 of the Health Act 1999. 
The Local Authority has established an Extra Care and Telecare Strategy Group to act as the primary body for the development of the Local Authority’s Telecare Strategy and Older Person’s Accommodation Strategy. There is strong emphasis on partnership involvement, both in helping to plan and in the monitoring of service development.  This group is made up of representatives from the Local Authority, the Local Health Board, the Health Trust, the Ambulance Service, the Fire Service, the Care and Repair Service, the voluntary sector, housing providers and a user/carer representative.  The Extra Care and Telecare Strategy Group has a relationship with a number of related groups by nature of common themes and common membership and will report to the Older Person’s Commissioning Group and the Health and Social Care Partnership Board by means of regular written and verbal reports.  
The Extra Care and Telecare Strategy Group focuses on the direction and development of Telecare services in Anglesey: and 

· Will agree joint costed implementation plans for any service development.
· Maximises the benefits of collaboration on a local basis. 

· Plans service development that will meet current and increasing demand for telecare services 

· Oversees and co ordinates any specific pilots and developments in Telecare provision 

· Co ordinates bids for grant funding in respect of the development of Telecare before they are submitted to the formal approval process of the partners and any funding bodies
1.5 Service user involvement
The way commissioners and providers involve users is crucial in determining whether the use of Telecare is user led or service led.  This strategy is based on the requirements that

· Service users are well informed so that they can communicate their needs and views and make informed decisions

· Service users are consulted about the services provided and are offered opportunities to be involved in running them

There is a commitment to empowering service users and supporting their independence. 

Similarly, under Unified Assessment Processes and Fair Access to Care Services arrangements, user (and carer) involvement is implicit in the way individual care pathways are determined and how specific care plan needs are met. 

1.6 Ethical Issues
Our experience of working with the Adra’n Saff pilot clearly evidenced the tensions and conflicts that can arise over the use of Telecare, and there may be no easy answers to these situations.  Ethical conflicts that arise may depend on:-
· The purpose for which technology is introduced 

· Degree of involvement of the person, especially where their capacity or judgement may be limited 

· Degree of involvement of significant others, including family, friends, neighbours and professional care staff

· Effect on the person 

The construction, delivery and removal of a Telecare package are subject to the same ethical processes as any other care package.  A clear ethical basis for each Telecare service needs to be put in place.  Primacy must be given to the informed view of the person seen as the beneficiary of Telecare, rather than a relative/carer.  In the case of service users who are consistently unable to understand the benefits of the Telecare service, and who are considered vulnerable, it is suggested that a multidisciplinary case conference is held which should include the nearest relative, wherever possible.  A Working within Ethical Guidelines protocol has been developed, and this will require inter agency agreements to ensure that it takes heed of governance issues within the LHB and Trusts.
2.0 Setting the Scene in Anglesey
2.1 Local Context
The Isle of Anglesey is the largest of the Welsh islands covering an area of some 720km2.  Anglesey has a population of 68,368 (mid-year estimate 2003) with over half the population of female gender (51.5%).  In recent years Anglesey has experienced a significant shift in population levels within various age groups.  The pressures of economic change have forced many of the younger residents of the Island to leave to search for employment opportunities elsewhere, leaving behind an older and ageing population.  Indications show that this trend will continue over the next decade.
  Approximately 60% of the population of the Island can speak Welsh, thus making Anglesey one of the main strongholds of the Welsh language and culture.  Anglesey is a predominantly rural area, characterised by small settlements scattered around the Island, with urban settlements centred in Holyhead, Llangefni and Amlwch.  The Black, Minority Ethnic population is very low: however the island is home to many people of different ethnic communities.  A range of factors affect the quality of life of members from different ethnic communities, such as restricted access to services, educational and work opportunities.  These need to be kept in mind when planning services to improve quality of life
. 
2.2 Older People 

Anglesey has an older and ageing population, a trend that is expected to continue well into the present decade, with its older population now exceeding the number of children on the Island.
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Nearly 25% of the population is over 60 years old
.  Data released by the 2001 Census indicate that 19.4% of the population is of retirement age and 2.3% aged 85 and over.  Whilst many will be able to live with little or no assistance from agencies, there will be a growing need to support the increasing proportion of the older people.  Compared to Wales, an above average proportion of Anglesey’s households contain older people living alone, with approximately 7% of the total population living alone (representing 16.2% of all households).  The percentage of people aged 65+ or over whom the Authority supports in residential care homes or nursing homes per 1,000 of the population aged 65+ or over is 5.01%, compared to the All Wales Average of 4.55%.  Of the 85 year olds and over living on the Island, 60% were in receipt of this service.  With regards to the mental health needs of Anglesey’s Older People (including both functional and organic illness) it is important to note that relatively small population increases are likely to produce significant increases in dementia case.  It is estimated that there are over 1,000 people with dementia on the Island which will is likely to further increase within a continuously ageing population.  Also future population predictions indicate that the disproportionate future increase in older people will undoubtedly have significant implications on health and social care provision in relation to incidences and prevalence of many diseases.

This will almost inevitably place a greater strain on the Authority’s resources due to a rise in the number of people with care needs.  To cope with growing numbers of older people it is essential that we develop more preventative services and to achieve an appropriate balance of care; to support the balance between promoting independence and safeguarding vulnerable adults and there will be a continuing emphasis to enable more people to continue to live at home rather than enter residential or nursing home care.  
2.3 Learning Disabilities

The proportion of adults aged 18 – 64 with a learning disability on Anglesey supported to live at home, is the highest in Wales.
  The Local Authority has embarked upon an accommodation strategy which aims to increase the number of people living in the community, with support services.  The outcomes of this strategy have been:
· a substantial increase in the number of people living in supported accommodation under tenancy arrangements, 

· a decrease in the number of people living in health service accommodation

· a decrease in the number of people living in private/voluntary residential homes

· a increase in the number of people living at home with their parents/families/cares.  
However current provision is generally fully utilised, and there are few vacancies and low turn over, with demand far outstripping supply.  In addition our analysis shows a clear divergence between the geographical location of need over the next ten years, and the current geographical location of services.  This situation presents inherent risks in terms of lack of suitable cost effective supported housing and local accommodation leading to inappropriate placements in out of county settings, in institutional living situations and for current independent living projects to accommodate on the basis of increasing numbers rather than providing an individualised support environment. 
2.4 Current Service Supply

Gofal Môn is a 24 hour emergency response call centre run by the Isle of Anglesey County Council.  The response centre was established in 1988 to monitor community alarms in sheltered housing schemes and dispersed alarms in private dwellings across Anglesey and Gwynedd.  Gofal Môn evolved to include the Authority’s CCTV monitoring centre in 1999.  The centre now also offers an out of hours service for the Anglesey Social Services Department and gives emergency lone working support.  Gofal Môn employs 12 full time, 5 part time staff plus casual workers and offers a bi-lingual service.  Gofal Môn was the first control centre in the country to pilot proto-type telecare sensors to monitor risks within the home to support dementia sufferers, which Tunstall Telecom later licensed and manufactured on a commercial basis. 
The Gofal Môn call centre currently monitors 4,856 residents within their own homes: of which 2,430 live on Anglesey. Of those on Anglesey:
· 1,480 residents live in 81 sheltered housing schemes, 4 of which are owned by local Registered Social Landlords. Wardens are employed at 25 of those schemes including 23 wardens on council run schemes. 

· 950 residents are monitored in private dwellings by means of dispersed alarms. 
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28% of the Gofal Môn clients are aged over 85 years, which equates to 45% of the population aged over 85 years. 
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Alarms

6%

2%

6%

15%

23%

46%

2%

0 - 64 yrs

65 - 69 yrs

70 - 74 yrs

75 - 79 yrs

80 - 84 yrs

85 yrs +

unknown


It should be noted from this second chart compared to chart 1 that the majority i.e. 65%, of elderly clients aged over 85 years connected to Gofal Môn live in the private sector. No data is held as to whether they live alone.
Gofal Môn receives alarm calls and alerts key holders or emergency services to any emergency where necessary. Emergency contacts or key holders are usually relatives, friends and neighbours. There is no formal response service / mobile warden service available on Anglesey, although a pilot is being developed in the Rhosneigr area.  The call centre received 21,487 alarm calls between 1st April and 30th June, 2006.

In terms of the Equipment and compatibility issues the following has been noted:-
· Control centre – Tunstall Telecom PNC 4 with relevant protocol to recognise and accept radio signals of latest telecare sensors.  However some upgrade software would be required to enable Telehealth compatibility.
· Sheltered Housing Schemes - Tunstall Telecom Piper Network compatible with control centre equipment. All schemes excluding Llys Mair / Penucheldre, Holyhead and Pont y Brenin, Llangoed, are compatible with traditional pendant radio triggers and radio triggered smoke detectors. However these schemes will need to be upgraded with a telecare overlay to enable new telecare sensors such as wandering devices, bed sensors, fall detectors, extremes of temperature and flood detectors etc. 
· Dispersed alarms – Tunstall Telecom have developed the Lifeline 400 and Lifeline 4000 to comply with European Social Alarm frequency. The latest telecare equipment, as mentioned above, will only work with these units. 310 of these units have already been installed on Anglesey this equates to approximately 33% of dispersed alarms in use in the area. The Control centre’s policy is to replace all faulty units with new equipment.  
· Telecare equipment in use – Only a few sensors are in use although demand is increasing and will be impacted by the installation within the Enhanced Sheltered Housing project. 
The costs of the services in the schemes are met from Local Authority or RSL housing revenue.  Services charges are applied and are met through Supporting People Grant for those service users who are eligible for funding.   
Gofal Môn is a long established emergency response centre and is ideally placed within the Local Authority to provide an effective telecare service to the community. In terms of developing to meet the needs of this strategy the following will need to be addressed:-

· There is an opportunity for the role of the call and monitoring service to evolve from its current function as a community alarm call centre to being at the heart of facilitating the delivery and co ordination of the Telecare Service. 

· Clear service specification and monitoring requirements will need to be developed indicating the services required to underpin the implementation of this strategy.

· Improved communication is required to streamline, develop and deliver an effective telecare service 

· Protocols and referral mechanisms should be established to promote the use of telecare equipment and to aid appropriate management of risk to individuals in their homes. 
· Further investment is required to upgrade essential equipment offered in sheltered housing to ensure that the full range of telecare equipment is available across all tenures.
· Awareness training required for assessment officers and service users regarding relevance and scope of telecare to support independent living;
· Training plan to develop the knowledge, training and skills of staff to respond to an ever increasing population of vulnerable and frail service users

· Accreditation of Telecare services with a suitable organisation will need to be sought

· Need to develop proactive response and monitoring service as part of the strategy. E.g. implement user call up service for vulnerable residents including hospital discharge cases: a mobile warden service based in the call centre where part of the duties includes calling users on a daily basis to check if they are alright.
· Need to develop the staff’s knowledge of health care agendas and have protocols in place for dealing with conformation received and determine the nature of any response.

2.5 Our Journey So far
We have recognised the need to evaluate and utilise the potential of new technology in supporting independence and community living and have been involved in various initiatives/pilots.  One of the first outputs of the strategy was the “Adre’n Saff” scheme involving Isle of Anglesey County Council, the North-West Wales Health Trust and Gofal a Thrwsio Môn. The service was introduced in October 2004 and enabled the installation of assistive technology in homes, building on a successful pilot project by the same partners in 1999-2001.  

We also recognised the importance of sheltered housing in achieving the aims of the Preventative Care Strategy, and were eager to investigate the future potential of existing provision.  This led to establishing the Enhanced Sheltered Housing project, a two-year pilot to enhance existing sheltered housing provision by the use of Telecare.  It brings together organisations with a key role in meeting the housing and care needs of older people on Ynys Môn; namely Isle of Anglesey County Council (the Housing and Social Services Department and Gofal Môn) and Cymdeithas Tai Eryri, who currently provides 490 units of affordable housing on the island and has the Care & Repair agency, “Gofal a Thrwsio Môn”, as a subsidiary organisation.  The project partners are supported by Contact Consulting a specialist research and consultancy practice with a primary focus on the delivery of services to older people and to disabled people.  The project involves the upgrading of existing alarm-call systems in three sheltered housing schemes, including the provision of a telecare overlay to enable the installation of Telecare sensors within individual dwellings as recommended in their individual care plans.  The sheltered housing schemes selected for inclusion in the project are:
· Pont y Brenin, Llangoed:  a 25 unit unit Category 1 scheme. 19 units are managed by Isle of Anglesey County Council and 6 by Cymdeithas Tai Eryri Eryri;

· Penucheldre, Holyhead: a 34 unit category 2 scheme managed by Cymdeithas Tai Eryri Eryri; 

· Llys Mair, Holyhead: a 25 unit category 1 scheme managed by Cymdeithas Tai Eryri Eryri.

From the experience of this pilot twe have concluded that the primary role of Telecare in this scheme will be to re-inforce a sense of confidence and security among tenants, to manage risk in relation to those who may be vulnerable, especially at night, and to enable quality care interventions to be achieved by using staff more appropriately.

2.6 Telecare Workshop 
In order to build upon the progress made and to consult and involve key stakeholders in the process of forming this strategy, agreeing the vision for the service and agreeing service protocols a one day workshop was held…..“Telecare – What is it and for whom is it?”  The day was led by Nigel Appleton, Contact Consulting and included over fifty participants, representing most of the key stakeholders.  The aim was to:-

· Provide an  opportunity for all relevant partners to get together, enabling a coordinated approach across all agencies / partners

· Raise awareness re the benefits of Telecare, enabling practitioners / users / carers to be in an informed position, for giving advice / working referrals etc.
· Gain a practical introduction to the kit, and how it works.
· Enable participants to revise the outcomes of the pilot study and contribute to amending the draft report / findings via group work / a consultation exercise.
· Enable participants to explore and examine issues around assessments / procedures / protocols.
· An opportunity to ask questions and receive answers on issues e.g. links with the Unified Assessment process / referral routes / communication / feedback routes.
2.7 Summary

During the pilot phase a number of important lessons have been learnt in terms of developing an integrated and mainstreamed service. These include that
· Telecare is not appropriate for every person or situation and is not a one size fits all service.

· Telecare service must be a user led service not technology led – and follows needs based not an equipment based assessment.

· Telecare must be integrated into the Unified Assessment Processes and into existing practice and provision.  Support and care and review planning of Telecare services should be mainstreamed will lead to increase in demand for assessment
· Telecare must be supported by a robust response service – both pre, during and post crisis.

· Telecare is only one aspect of reducing and monitoring risks rather than preventing risks.

· Partnership involvement and service user involvement is crucial to the development and the delivery of Telecare services
· New patterns of Telecare service provision must be underpinned by clear service protocols and joint understanding of roles and responsibilities. 
· Awareness raising needed for assessment officers and service users regarding relevance and scope of Telecare to support independent living.

· Telecare is a service that challenges preconceived services models.

· Telecare needs to be based on a clear ethical basis of informed consent and not be viewed as an imposition, intrusion or cheap alternative to existing provision.

· Telecare should be commissioned and operate on the basis of agreed service specification of what is required by the provider, and making explicit roles and responsibilities.  Service specifications will clarify, explain and detail the role of different agencies concerned with the delivery of Telecare services. 
· The potential for using Telecare within broader care packages must be made in a context of understanding of the technologies and their ability to help in risk assessment.  The individuals’ capabilities, lifestyles and choices are clearly important here.

· Telecare can provide for a number of Crime Prevention roles 
In summary we need to ensure that we have in place the infrastructures to deliver:-
· Dedicated coordinator during the period of the grant to promote service development and co ordination

· Staff/User training and development plan
· Arrangements for supply and management of equipment.

· Appropriate and relevant 24hours 7 days contact and monitoring service and  response services,

· Partnership approach that underpins service delivery and service development,
· Services to be commissioned on the basis of clear service specifications, contractual and monitoring requirements.
· Joint funding arrangements 

3. 0 Telecare Vision - Supporting independence and community living
3.1 Our aim

We aim to deliver a Telecare service that responds to user choice and needs, and is aimed at enabling the user to maintain and develop their independence and safety within their own homes, giving users a sense of control over their lives, avoiding the inappropriate use for more institutional/hospital care.  
The current focus of service provision is aimed at those with the greatest need.  See figure in Appendix 1.  The aim of this strategy is to contribute to the process of reversing this process and to invert the triangle putting community strategy, social inclusion and the promotion of the well being of older people at the top.  We will provide Telecare as a key service in maintaining the independence and safety of people who need support, throughout the range of intervention levels.  This will include those who wish to fund their own provision.  Both services will be integrated, and will follow the provisions, protocols and standards included in this strategy.   We will achieve our aim by:-
· Ensuring that the service is mainstreamed and integrated into existing housing related, social care and health services/resources.  

· Carrying our needs led assessment  and having clear and equitable charging frameworks

· Ensuring that staff have the necessary skills, knowledge and values 

· Targeting services effectively in accordance with need

· Promoting reablement, informed choices and control
· Involving users in the delivery and planning of the service 
· Be sufficiently flexible to ensure that the needs of culturally diverse populations are met
· Developing alternative and better ways of identifying and managing risk

· Using resources in an efficient and effective way when possible using complementary purchasing and pooled funds
3.2 Priorities
Telecare services can help many different groups achieve a greater level of independence and quality of life.  This strategy proposes a phased approach to delivery:

· Step 1 – Older People 85+ currently linked to Gofal Môn 

· Step 2 – Older People 65+ and people with physical disabilities with current care packages which include a number of monitoring/checking functions

· Step 3 – People leaving hospital and links to hospital discharge planning

· Step 4 – Those people at risk of losing their independence and needing a community reablement service

· Step 5  - People with chronic diseases and carers

· Step 6 – People with Learning difficulties

At the same time we will be responding to new referrals and the raised expectations that will derive from the awareness raising and marketing work. 

In addition the Group will need to build upon discussion held in the workshop to identify risks to independence and safety on the home and what role Telecare can play on addressing those risks.  This will be adopted within the prescription tool.
3.3 Eligibility Criteria
· Identified as having high or substantial needs within the fair access eligibility criteria

· Assessed as having support/care needs through the Unified Assessment Process

· If in receipt of intermediate care/rapid response eligible for Telecare services as part of those provisions.  This may continue on an ongoing basis if service user has high or substantial needs

· Without the Telecare service the service users ability to maintain his/her independence is undermined
· Prevents hospital admissions and supports timely hospital discharge

· Reinforces fall and accident prevention strategies

· Provides focused support service for carers
3.4 Defining the Service and Telecare Flowchart Process See Appendix 2
Our experience so far indicates that in order to deliver the Telecare service we will need to have in place the following components of the process:
· Assessment – to identify the users needs and to identify risks, and the appropriates and effectiveness of Telecare in meeting those needs, possibly within an overall package of care
· Prescription – identifying equipment needed that is geared to each individuals needs and understanding

· Installation and maintenance – to provide reliable equipment in a timely manner that meets the identified risks and is easy to fit and remove.
· Monitoring – 24 hour monitoring of the equipment 
· Response – 24 hour response with named formal or informal responders available to response when needed

· Review – of needs and equipment to ensure that they are appropriate and doing what they are supposed to do

· Charging – to provide a fair and clear charging policy in line with existing charging arrangements
· We have developed protocols within this strategy to ensure that all of these components are in place.
3.5 Referral
We will clearly identify and publicise the referral route, and ensure that there are 
(a) Individuals with key skills to act as gate keepers.

(b) Arrangements for self referrals

(c) Arrangements for other professionals to refer.

That referral point will be open, that is to say that members of the public can directly refer themselves or members of their family or others with whom they have a connection who might benefit form the service.  Referral from other agencies shall be received through the same route.  It is anticipated that this will be through the coordinator that will accept and respond to referrals. T his person may be based in Gofal Môn or Customer Care Team in Social Services.  A draft referral protocol has been developed.

3.6 Assessment and Links with Unified Assessment Process
Commissioning of Telecare services will take account of local arrangements for access to services and the unified assessment process.  However particular attention will be given to ensuring that Telecare is part of a preventative approach. 
The philosophy of Unified Assessment Process and holistic assessments need to be maintained by all assessors.  The unified assessment process provides a means of identifying unmet needs and risks to the independence of people who need support. Assessors should be asking themselves the question….‘Why not Telecare?’ at each stage.  The Unified Assessment will be the basis for consideration of Telecare services and will provide a means of collecting data from all the relevant domains, which needs to include home hazards. 

Contacts assessments, – which are initial assessments.  Incorporated within such assessments, must be a consideration of home hazards and a discussion with service users regarding making decisions on care and support packages to meet needs, which should include a consideration of the use of telecare.

Specialist assessment–will provide a more specialist assessment which might relate to cognitive or sensory impairments, mobility problems, pressure areas.  Again there should be a discussion with service users regarding making decisions on care and support packages to meet needs, which should include a consideration of the use of Telecare.

Once this has been identified there will be a more in-depth Telecare Assessment.  The potential for using telecare within broader care packages will be made in a context of understanding of the technologies and their ability to help in risk assessment.  The individual’s capabilities, lifestyle and choices are clearly important here.  A draft Telecare Assessment/Prescription Tool is available which will help in identifying Telecare devices that may be appropriate to meet the individuals’ needs.  
3.7 Support Care Planning

Support and Care planning of telecare services will be mainstreamed into the support/care planning systems currently undertaken.  A support.care plan will be tailored to the individuals needs, and will provide a range of responses, which could include telecare.  The negotiating of the detail of support.care plan will involve the service user (and his carer/family in relevant circumstances).  Cost and personal choice and circumstances will be relevant and should be considered with sensitivity.  This will include forming the Response and Escalation protocol in each individual case, the Individual Support Agreement with the provider and ensuring installation.  Relevant draft protocols have been produced.  Attention will need to be given to the relevant Charging Policies

3.8 Review and Reassessment
The acceptability of the equipment to the person for whom it is installed must be continued on a regular basis, an in any case, at a frequency of no more than 6 months.  This should include:-

· Analysing alarm history, frequencies and patterns
· Gauging the effectiveness of the equipment
· Evaluating whether the service is meeting identified needs
· Assessing outcomes
This will need to be carried out by the named professional working with the user.  In cases where there is no named professional, this will be the responsibility of the 

Coordinator. 
Initially a review will be performed within 2 weeks of installation by the coordinator/ Gofal Môn staff to ensure that all equipment is calibrated and functioning properly, the person understands it, and it is doing what was intended.

3.9 Service Protocols 

The following protocols have been developed and are available in draft form. 
· Response Protocols – The response service is a critical element of a Telecare service.  A response protocol must be agreed with the individual service users.  The Telecare sensors are highly dependent on the ability of the person with care or support need, his/her family, carers and others to devise and sign up to a response protocol that must cover all eventualities.  This protocol must incorporated the means of escalating responses in urgent or necessitous situations and ensure that contingency/cover planning is available.

· Individual Support Agreement with the provider – The arrangement agreed within the response protocol needs to be formalised and presented within the individuals support plans which the service users and various agencies sign up to.  These will be held by the user, the call centre, carers/families, various professionals detailing the service to be provided and the agreed actions to meet the users’ needs and manage risk.
· Prescription Tool – The range of appropriate peripheral devices will be a very important factor in making judgements on potential equipment providers.  A list of equipment to meet needs will be developed and maintained by the coordinator. 
· Installation, Programming, Familiarisation Protocol.  This details how equipment will be purchased at the appropriate time to ensure timely installation and programming.  The equipment will be stored within the community loans store, and records will be held to ensure that the equipment is held securely and audited to ensure that it can be tracked and that settings are recorded.  There is also a need to ensure that all people involved in the support package are fully informed and familiar with the equipment and its use i.e.
· effectiveness of the equipment will be compromised if moved or tampered

· effect of power failures: and
· encourage people to use the functionality of the equipment.

In terms of developing our familiarisation processes we will develop a demonstration site, and publicity material including audio/ visual/written materials. 
· Monitoring and Response to Emergency calls

Emergencies are identified by the technology and the response will follow in line with the agreed response protocol.  This will be an individualised process.  The response does not finish at the point of closing the call.  In order to follow up, the information will be shared with the named professional as noted in the response protocol in order that a follow up/reassessment/preventive input is possible.  The protocol will address both the initial response and the follow up response.

· Monitoring and responding to other calls and information transfer
The monitoring of people’s habits and lifestyle together with other indicators of well being means that information will be gathered for which immediate responses will not normally be required.  Again the issue of follow up is pertinent and information needs to be shared in a timely manner, in accordance with the response protocol, to ensure that a suitable response is actioned.  Longer term monitoring to assess activity levels will also be pertinent and information will also be shared, in accordance with the response protocol, in a timely manner, to aid intelligent assessment, analysis and action.
3.10 Information sharing and good professional practice

Systems for the local evaluation, development and monitoring of policies for handling, obtaining , recording use and sharing of individually identifiable information will be set up.  These systems will need to comply with data protection, data confidentiality, and freedom of information and privacy policies. 

3.11 Response Services
At present there is no formal response team in Ynys Môn, although there are various services that provide 24 hr cover. These include the out of hours team and sleep in services within supported housing projects and residential care homes.  There is a strategic intent to remodel the current warden service to provide a more comprehensive, flexible service.  However this is very much in the early stage.  Service users are therefore dependent on named informal respondents.  This is a serious risk in respect of reaching out to all eligible service users.  This is also an issue for service in general with the traditional patterns of service provision being challenged to provide local support and care in a timely manner, including what has been traditionally seen as out of hours service. 
There will be a need for agencies to carefully consider how to remodel existing services in light of these challenges, and how principles of economies of scale, joined up planning, commissioning and service delivery and partnership involvement will inform this change process.  
4. Expected Outcomes:-

Service Users

· Increased safety

· Increased reassurance

· Increased peace of mind

· Increased confidence

· Increased social contact

· Increased autonomy, choice and control over daily life

Carers

· Increased carer wellbeing

· Decrease in carer stress

· Increased peace of mind

· Increased opportunities for breaks

Statutory Agencies

· Decrease in likelihood and severity of risk
· Better management of Risk to Independence
· Contribute to the development of a range of preventative services/
· Addressing the prevention agenda
· Support hospital discharge and intermediate care
· Reduce the need for residential and nursing care 
· Reduce acute hospital admissions
· Avoid premature admission to long term care
· Decreases length of stays in residential care
· Decreased waiting list for assessments and services
· Develops staff skills
· Decreases care packages to a significant number of service users
· Unlocks resources ad redirects them elsewhere
5. Performance Management

As part of its implementation plan it is necessary for the Telecare Strategy Group to develop locally agreed targets or outcomes measures.  These should reflect the national key indicators for both health and social services.  Potentially these could include:.-
· The numbers of people who benefit from a Telecare Service

· The numbers of carers receiving a Telecare service as a result of a carers assessment

· The number of people using direct payments to buy Telecare services

· Satisfaction surveys of users of Telecare and their carers

· The number of people supported to live at home using a Telecare service broken down into older people, physical disabilities, learning disabilities etc
· The number of people with long term illnesses supported to live at home using a Telecare service

· Avoidable harm to Older People (e.g. falls and hypothermia)

· The number of emergency admissions to hospital/residential care

· Delayed Transfers of care

· % of items delivered within target time

· Emergency readmissions following discharge

6. Charging

The equipment will be provided free of charge when linked to a monitoring & response centre and such installations flow from an assessment of need and a package of support to service users falling into the eligibility criteria for the life of the Telecare Capital grant.  A charge may be made for the service elements (revenue) of Telecare.  Charging should be in line with local Charging policy and Fairer Access to Care Services (FACS) policies. We will develop a charging structure for the whole care package including installation, maintenance and equipment renewal, support, monitoring and response services and any direct care/support services.   
Those service users not falling into the eligibility criteria and for whom there is no obligation to fund, should be signposted for self purchase or rental. 
Where Telecare is part of a joint package of health and social care providers will need to agree their respective responsibilities and charge accordingly.

7. Training and Staffing Issues

Staff will play an important role in taking Telecare forwards and they need to feel confident about the use of Telecare and to understand its place within the broader framework of care and support services.  The Local Authority and its partner organisations will need to develop local training strategies to ensure that appropriate staff has the knowledge, skill and ethos necessary to ensure successful delivery of the Telecare services. 
8. Procurement

The specification for the required service will be critical as it must include matters relating to the functionally and operation of equipment sought, installation and calibration, the assessment of needs and frameworks for monitoring, responding and reviewing. 

Contracts will be drawn up with appropriate methods of monitoring and measuring performance. 

The NHS PASSA framework will be utilised to procure Telecare equipment.

The provision of Telecare Services will be provided by Gofal Môn as the preferred provider. 

The provision of Response service will be procured in accordance with the Standing Orders of the relevant agencies. 

9. Raising awareness and Marketing Plan

It is crucial that people have an awareness, understanding and confidence about the use of Telecare and to understand its place within the broader framework of care and support services. This will require the availability of a demonstration site and an appropriate marketing plan. 
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