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Executive Summary |

INTRODUCTION |

1) In early 2001, the Individual Scrutiny Committee established the Social Services Assessments Task Group as the result of a recommendation made by an earlier Member level group which reviewed Social Services charges.  The Group was tasked with reviewing the entire Social Services Assessment process in relation to four client groups – Older persons, People with Mental Health Problems and People with Physical and Learning Disabilities.  The review encompassed accessing an assessment, the actual assessment of need, financial assessments, the issue of transition, the availability of procedures and policy and the efficiency and effectiveness of the process.

2) The Task Group was comprised of Councillors, representatives from Social Services, the NHS West London Mental Health Trust, Ealing Mencap.  Additional representatives from voluntary and community groups were invited to attend meetings when issues of interest to them were included on the agenda.  As part of the Groups work, the views of service users, carers and voluntary organisations were gathered through a questionnaire, focus groups and one to one interviews.

3) The Group began its work by gathering information and documentation on the assessment process for each of the client groups and identifying any issues.  The Task Group also monitored performance indicators and statistics collected by Social Services to monitor the level of demand for services, service delivery and quality.

4) Social Services are accessed via an assessment of need.  The assessment process stems from the National Health Service and Community Care Act 1990.  The Act required local authorities to establish procedures for the assessment of an individuals need for community care services.  It also established the procedures for care management which includes assessment, care planning, commissioning and setting up of services, monitoring and review.  Decision-making about eligibility for services is premised on the assessment and review process.  The principles of and standards for assessments are set out in a number of national documents including the National Service Frameworks for mental health and older people, the White Paper – Valuing People, Single Assessment Process guidance and the Carers and Disabled Children Act 2000.

5) Following the gathering and analysis of information, the Task group consulted with a number of service users, carers, voluntary and community groups.  This phase of the groups work yielded valuable information and provided anecdotal evidence in support of issues identified during earlier phases of the Groups work which helped form the basis of the conclusions drawn by the Task Group.
6) The Task Group found that the Social Services Assessment process is a large and complex system which can be confusing, daunting and off putting for many potential clients and a satisfactory outcome is often dependent on the ability of the Social Worker.  There are a number of issues which contribute to this impression of the assessment process: 
Access |

· The main source of referrals to Social Services for an assessment comes from external agencies such as hospitals with a smaller number of referrals from primary health providers, self-referrals or from friends, family and neighbours.  The higher number of referrals from external agencies than from self-referrals or families may reflect the level of knowledge of services and the information made available to them by Social Services.  

· The Contact Centre is the first point of contact for people requesting information or requesting an assessment.  Contact Centre staff have not received any disability equality training which needs to be rectified in order to eliminate the possibility of use of discriminatory or inappropriate language. 

· There is a lack of information available, either electronically or in hardcopy, for service users/carers which provides a detailed overview of the assessment process, the steps in the process, levels of assessment, Ealing authority’s duties, eligibility criteria, what to expect, care plans, provision of services and contact details.

Forms |
· Priority levels and time frames are specified in the Customer Charter however these timeframes contradict the ones specified in the Referral and Assessment form.

· As a rule of thumb – if an individual user has multiple needs then there are multiple forms to complete for assessments leading to duplication of information. 
The Assessment |

· Social Services needs to manage expectations about the level of services that can be provided as the result of an assessment.

· There is generally a lack of transparency in terms of eligibility for services, the time frame within which an assessment will occur and the services that can be delivered which doesn’t assist in managing clients expectations.
· There is a varying level of awareness of the availability of an assessment for carers.

Agency Provided Carers |

· Service users/family carers are often unsure of what to expect from agency provided carers.

Invoicing for Services |

· Often service users are paying for services set out in the care plan regardless of the level of service provided and were unaware of their subsequent entitlement to a credit if services were not provided.

Transition |

· There are no transition policies and processes documented although a draft transition protocol has been ongoing in its development.

· There is no formal process for identifying and tracking individuals as they move through the process when transitioning from Children’s to Adult Services.  

· There are no eligibility criteria for identifying which young people will require support and which won’t in the future.

· Key Education and Social Services workers are not always able to attend reviews out of the Borough nor in Borough at special schools and mainstream schools.
· There are no structures in place to help with young people leaving college rather than just school.  This can result in a lack of follow up as the transition process is only postponed to a later stage when it is not available.
· There is a lack of a proforma which can be used during the transition process to ensure that all the agencies and partners, contribute, attend and deliver reports identifying needs for the following year.
SUMMARY OF RECOMMENDATIONS |

Referrals |

1. Make arrangements for Contact Centre staff to attend disability equality training. (p10)

2. Develop an information strategy for the promulgation of information to the community including all GP’s in the borough. (p10)

3. Amend the Referral and Assessment form so that time frames are consistent with those specified in the Customer Charter. (p10)

Information and Transparency |

4. Make more and better information on the assessment process available on the Councils web site and at the information point kiosks. (p11)

5. Improve the information already provided in hardcopy to explain the assessment process and details of the eligibility criteria. (p12)

Forms |

6. Provide a guide for assisting people in completing the relevant documentation i.e. similar to the guide to completing passport application. (p13)

7. Explore better partnership working with the voluntary sector to assist people during the assessment process. (p14)

Monitoring Agency Provided Carers |

8. Establish a task group to review the Social Services process for monitoring the delivery and performance of care services provided by agencies. (p15)

9. Provide information to service users specifying an agency carers role. (p15)

10. Specify the method to service users/carers to complain via Social Services about poor quality services. (p15)

Invoicing |

11. Provide an itemised account of the services delivered on a monthly basis to enable reconciliation with the agency provided carer’s timesheet and accurate billing. (p19)

12. A point of contact and a phone number should be added to the invoice to facilitate client access. (p19)

Carers Assessments |

13. Develop an information strategy to promulgate information on the availability of carer’s assessments by making more information available in GP’s offices, libraries, and community centres and at the new information point kiosks. (p21)

14. The Individual Scrutiny Committee monitors the number of carers assessments carried out as part of the quarterly monitoring of Social Services performance indicators. (p21)

Hard to Reach Groups | 

15. Ensure that voluntary sector co-ordinators have key named officers to contact for advice and information. (p24)

16. Arrange for hard to reach community groups to visit the Social Services office to promote accessibility and awareness of Social Services. (p24)

Transition |

17. A pre transitional review meeting should be set up during the nearest school holiday to the transitional review in order for a social worker and health worker to meet with the young person and the carer in order to prepare the necessary report. (p27)

18. A prompt on the IT system must be made to ensure that a pre transitional review is carried out. (p27)

19. There is a need for work to be done on the appropriateness of having a key multi-agency transitional worker post to collate all health and social services reports and ensure that all reports are submitted to the SEN panel. (p27)

20. A ‘transition champion‘ is needed at Member level to lead on joint working strategically and ensure a constructive way forward to improve the transition process. (p27)

21. Develop an information strategy for the promulgation of information on transition. (p27)

22. The draft protocol should be finalised and a copy submitted to the Individual Scrutiny Committee. (p27)

23. Review current proformas in partnership with Mencap. (p27)

24. Establish and document the process and procedures for transition for 14+, 16+, 19+ and for young people returning to the borough after college. (p27)

25. A review meeting should be arranged for every person attending a college, to take place one year prior to the anticipated leaving date.  This review should include representatives from the college sector. (p27)

26. The Individual Scrutiny Committee receive a six monthly update on progress. (p27)

27. Recommendations be allocated to officers to report back to the Individual Scrutiny Committee. (p27)

Introduction |

1) The Social Services Assessments Task Group has prepared this paper for the Individual Scrutiny Committee. It outlines the work carried out by the Task Group, highlights the issues identified, draws conclusions and makes recommendations for the Committee to consider.

2) The Task Group was originally established as the result of a previous Member level task group which had considered social service charges to adults.  Through its work, this Group had identified the area of assessments as requiring further scrutiny.  On this basis, the Individual Scrutiny Committee established the Social Services Assessments Task Group.

3) Cllr Crawford chaired the Group from its inception and was joined on the group by Cllrs Mrs Yerolemou, Mrs Ware and Rose.  Other Task Group members included representatives from Social Services, Ealing Mencap, the West London Mental Health Trust (part of the NHS) and co-opted member Mr Parkinson who is a carer himself has been involved with task groups since the inception of scrutiny.  

4) The Task Group set out the tasks it wished to accomplish in its terms of reference:  

a) The ease of getting into the assessment system;

b) Whether assessments are carried out in accordance with the Councils agreed eligibility criteria;

c) The specification of policies and procedures;

d) The availability of public information and guidance on assessments.

e) The volume of applicants by category;

f) The relationship between assessments of need and the amount of charge collected; 

g) If the services users understand the assessment and its intended outcome.

h) The views of service users, voluntary organisations and other stakeholders.
5) This report therefore reports back on the tasks set out under the terms of reference which the Task Group sought to examine.
Method |

6) The scope of the Task Group’s work was very wide and included the entire assessment process from the procedures leading up to an assessment, the actual assessment of need, the eligibility and charging regime, time scales and the process for appealing an assessment.  These areas were considered in relation to older persons, people with mental health problems, people with learning disabilities and people with physical disabilities
7) During the groups work it consulted widely with a number of voluntary and community groups including ‘Carers Together’, Crossroads, the HAYASHAN Centre for Armenian Information and Advice, and the Ealing Centre for Independent Living.  Task group members also met with a number of people on an individual basis to in order to establish their experiences and views of the assessments process.

8) Upon completion of this report a copy of the report was sent to everyone who was involved with the Task Groups work and those people who were consulted during the course of the review.  Their comments were requested and were taken into consideration in the final report that this Committee is receiving.
9) Rather than address each of the tasks set out in the terms of reference individually and in the interest of brevity, this report summarises the areas the Task Group scrutinised during its work and highlights any issues identified.  These are then followed by the recommendations the Task Group wishes to put forward to the Committee for consideration.

Task Group Work |

Background |
10) Social Services are accessed via an assessment and eligibility.  The assessment process stems from the National Health Service and Community Care Act 1990.  The Act required local authorities to establish procedures for the assessment of an individuals need for community care services.  It also established the procedures for care management which includes assessment, care planning, commissioning and setting up of services, monitoring and review.

11) Since this Task Group began its work, guidance from the Government (Department of Health) has been introduced which has a large bearing on the assessment process in the London Borough of Ealing.  The key guidance is the ‘Fair Access to Care Services’ and the National Service Framework (NSF) ‘Single Assessment Process for Older Persons’.  The introduction of Fair Access to Care Services aims to improve and make more accessible social services for adults and achieve national consistency.  The National Service Framework (NSF) for Older People (2001) has also been established to improve services and set national standards.  The NSF also outlined the single assessment process which must be implemented by April 2004.  This essentially promotes the provision of an integrated assessment process, commissioning arrangements and the provision of services. The single assessment process applies to health and social care and includes Housing. 

12) In addition to the above guidelines, other guidance that has relevance to the assessment process for people with mental health problems is the Mental Health - National Service Framework.  This was launched in late 1999.  It sets out the planning, delivery and monitoring of mental health services and sets standards which cover the NHS, social services and independent providers.

13) It is important to note that these guidelines do and will help address some of the issues identified in this report and that many of the individuals and groups the Task Group consulted during its work received an assessment prior to the requirement to have the guidelines implemented.  This however is not to say that some very real and valid points have been identified which require addressing and when done so will help improve the assessment process for everyone.

The Assessment Process |

Referrals | 

14) The first step in the assessment process is a referral.  There are several ways clients are referred for an assessment of need – self-referral, friends and family, GP, hospital etc.  The source of referrals is important as it gives insight into the extent to which individuals, families and other personal referrals are able to approach and access Social Services and may be a reflection of their knowledge of services and the information made available to them by Social Services.

15) During 2001/02, of the total number of contacts passed on for assessment (8,603), 25 percent were referred by ‘Secondary Health’ which includes A&E, hospital OT, ward, hospice etc. Fifteen percent of contacts were referred by family, friends or neighbours, closely followed by Primary Health/Community Health such as GP’s (13%), self referrals (12%) and other individuals (12%).  

16) While referrals from external agencies accounted for a high percentage of the number of people referred indicating a high level of awareness, it may be of concern that a lower number of people were self referred or referred by their General Practitioner.  The question arises as to whether this was due to a lack of information and awareness of services available.  During consultation, it was noted that that some individuals did not know where to go to get help and had not been referred by their GP or made aware of Social Services role.  Measures to promote access to assessment other than via referral from an external agency should be pursued.  This could be done through the provision of pamphlets in GP’s practices, libraries and other community centres as well as making more useful information available on the Councils web site.    

17) For Older Persons, People with Physical Disabilities and People with Learning Disabilities the referral process is very similar while the process for People with Mental Health problems differs.  This process is discussed in detail during a latter section of this report.  For the first three client groups identified above, the first stage of the assessment process is when an individual or referrer “accesses” Social Services by contacting the Reception Centre, Intermediate Care Service or the Customer Care Centre (Call Centre)
.  The initial phase of this stage is an information gathering and screening process that allows staff to determine if a referral needs to be taken.  Clients can be dispatched an information pack containing an assortment of pamphlets. 

18) The Contact Centre is often the first point of contact for people contacting Social Services. It can potentially be the client’s first interaction with Social Services. It is therefore important that a potential client comes away with a positive experience.  While service users welcomed a ‘single point of entry’ into Social Services, service users in focus groups shared experiences of inappropriate use of language with regard to a person with a disability when calling the contact centre.  The Task Group found that Contact Centre staff have not received any disability equality training. Awareness can be raised through appropriate training.

19) The urgency of need for a service is assessed when an individual accesses the contact centre for an assessment.  Priority is determined through a set of fixed questions set out in the ‘Referral and Assessment’ form.  This then requires the person taking the referral to make a judgement based on the information provided about the level of risk and therefore the priority of the level of action provided.  During consultation some service users were told that they were a ‘top priority’ but were unsure of how long ‘top priority’ involved waiting.  Priorities are however set out in the ‘Customer Charter’ – Better Care, Higher Standards.  Confusion may however arise as the priority time frames in the Customer Charter differ from those specified on the Referral and Assessment form:

	Priority Levels

	Customer Charter
	
	24 – 48 Hours
	10 Working Days 

(2 working weeks)
	Placed on Waiting List

	Referral Form
	Immediate
	48 Hours
	One Week
	Not immediate


20) This discrepancy needs to be rectified to ensure consistency and eliminate customers being given conflicting information.

Recommendation |

	Recommendation
	Responsibility
	Timeframe

	1. Make arrangements for contact centre staff to attend disability equality training.


	
	

	2. Develop an information strategy for the promulgation of information to the community including all GP’s in the borough.


	
	

	3. Amend the Referral and Assessment form so that time frames are consistent with those specified in the Customer Charter.


	
	


Information and Transparency |

21) The Contact Centre is also the initial source of information for people contacting Social Services.  Anecdotal evidence through the focus group suggests that the onus can be on the individual to ask the right question in order to get the appropriate information.  There is a lack of proactiveness in that if an individual contacts Social Services for information or help with one issue then that is all that is provided.  There is no offer of additional information or services available.  Service users felt it was up to individual to find out what services are available, where to go and who to contact. 

22) Proactive people can represent themselves however, often if people require help from Social Services they are vulnerable or family carers have difficulty leaving the cared for in order to seek support.   The questions arises as to what happens to those clients who don’t have someone to act on their behalf or have the confidence to do so themselves.

23) The introduction of ‘Fair Access to Care Services’ – Guidance on Eligibility Criteria for Adult Social Care’ (Department of Health) provides councils with a framework for determining eligibility for adult social care.  This was required to be implemented by 7 April 2003.  This guidance is also explicit about Councils assisting people who may wish to approach them for support by “publishing and disseminating information about access, eligibility and services, in a range of languages and formats.  The information should also say what usually happens during assessment and care management processes, related time scales, and how individuals might access direct payments”. (Fair Access to Care Services – Guidance on Eligibility Criteria for Adult Social Care. (2002) Department of Health, (p7).

24) The Group noted that there are a large number of pamphlets available and information on the Councils website on what services are available to people however there is generally lack of information available, particularly about the actual assessment process, what it involves, what to expect and who to contact.  Confusion exists over what is meant by an assessment partly as a result of the myriad of assessments available – assessment of need, wheelchair assessment, clinical assessments and financial assessments to name a few.  The procedures for what an individuals rights are, are not clear.  Suggestions were made by service users on having a flow chart which illustrates the assessment process and key contacts at relevant points in the process.

25) The availability of information in hard copy and electronically is crucial.  While there is information about Social Services on Ealing Councils website at www.ealing.gov.uk it lacks any detail about assessments, either assessments of need or financial assessments.  Information about what an assessment is, levels of assessment, the assessment process, time frames for carrying out an assessment, what the individual can expect, the eligibility criteria for services, information the individual should expect to receive following an assessment and the outcome of an assessment.  If people are informed, it promotes understanding about what to expect and may help allay any fears at what can be a difficult time.  There is also no information available on Ealing Councils internet site about financial assessments.

26) Limited information on assessments exists in the ‘Customer Charter’ which can be downloaded from Social Services web pages on the Councils internet site but it is not clear to web users that this is where they will find information on assessments.  A user is more likely to stumble across the information than be able to go directly to it.  Information would be more accessible if it was available on web pages solely dedicated to assessments or by making a ‘factsheet’ or frequently asked questions about assessments available both electronically and in hard copy.  An example of good practice is Age Concern’s website at www.ageconcern.org.uk, which provides comprehensive information factsheet’s on Local Authority assessments.  The London Borough of Hammersmith and Fulham also offers WebPages at www.lbhf.gov.uk/index3.htm, which provides detailed information on assessments, eligibility criteria, the assessment process including flowcharts, the structure of social service teams etc.

27) Criticism was received from service users and carers about the lack of transparency of eligibility criteria and waiting times.  The eligibility criteria are not available on the Social Services WebPages, the Customer Charter or pamphlets available to the public.  While this information is ‘no secret’, it seems that it is harder than it should be to access this information. 

Recommendation |

	Recommendation
	Responsibility
	Timeframe

	4. Make more and better information on the assessment process available on the Councils web site and at the information point kiosks.


	
	

	5. Improve the information already provided in hardcopy to explain the assessment process and details of the eligibility criteria.


	
	


THE ASSESSMENT OF NEED |

28) There are two types of assessments of need under the Community Care Act 1990:

 Simple Assessment |

a) This involves an assessment of abilities.  It assesses the individual’s abilities in three areas – mobility, personal care, and the ability to perform domestic tasks.  The individual is rated on their ability to perform tasks on a rating scale from independent to unable to perform the task. The referral and assessment of abilities and difficulties aims to determine the level of need where the need appears to be straightforward.

b) These will be the cases where the assessed person appears to have a range of needs that can be met appropriately by a defined service.  If a simple assessment identifies that an individual requires the provision of simple services such as help with cleaning, laundry, shopping then these will be declined and the person will be referred to an accredited agency for the provision of these services.  This is consistent with the Councils current policy.  The simple services identified above will only be provided as part of a complex package.  A simple assessment may determine that a more complex assessment is required.

c) A simple assessment in most cases should be completed within 1-2 hours and will usually involve no more than a single interview with the assessed person, their carer, family or appropriate others.

Complex Assessment |

d) A Complex Assessment will occur for those individuals whose needs cannot be fully ascertained following the referral and simple assessment and also where the information obtained in a simple assessment indicates that they may be requiring a service other than a defined service. A complex assessment cannot be completed without the completion of the simple assessment.

e) The complex Assessment could involve one or a series of interviews with the individual, their carer, family or appropriate other.  It may also include a multi-disciplinary team assessment where the assessor has attended a network of meetings/care conference or discussed the assessment with a range of professionals e.g. GP, Community Psychiatric Nurse, Hospital Doctor, Occupational Therapist, Speech Therapist, Physiotherapist or District Nurse.
MONITORING AND REVIEW |

29) Once appropriate care has been arranged the service user will be monitored and then reviewed at 4-6 weeks.  If the review confirms that the care plan is meeting the service users needs, or alternatively when the assessor has confirmed that new services have been arranged to meet any new user needs, the assessor agrees a date for the next review.  The case is then transferred to the teams review system where reviews are scheduled either on a 3 or 6 monthly or yearly basis.  Alternatively, a Strategic Review Team is tasked with carrying out reviews for a number of people at once, such as those in care.

Forms |

30) During an assessment, details of the individual’s situation are recorded on the ‘Referral and Assessment form’.  If the individual requires multi agency input, generally the principle of ‘multiple needs equates to multiple forms’ is applicable.  Indeed, different agencies have different forms yet are meeting the needs of one person.  This can be interpreted as professionals not sharing information.  The introduction of the Single Assessment Process for Older Persons should establish a standardised approach where information about problems is only provided once and produces sets of standardised assessment information and a single summary record.  The Department of Health’s ‘Fair Access to Care Services – Guidance on Eligibility Criteria for Adult Social Care’ (2002),suggests that “assessments should be coordinated and integrated across local agencies relevant to the service user group………They should ensure that information from assessment and related activities is shared among professionals, with due regard to informed consent, in such a way that duplication of assessment is minimised for service users and professionals alike….” (p8).

31) Forms used in the assessment process should be a record of everything relating to the individual.  Apart from acting as a medium for collecting client information, they also act as record for assessors that the correct procedure is being followed as well as providing a ‘trigger’ to check if something has happened.  For example, all agencies involved deliver reports or attend a meeting or review.

32) While the assessment of need is completed by the social worker during the interview, the service user/carer or a nominated person completes other forms such as the financial assessment.  Feedback from some service users suggested a lack of guidance or assistance available in completing the relevant forms.  Suggestions were made to the Task Group about providing step by step written guidance such as that provided when applying for a passport, or offering an advocacy worker or even encouraging ‘established’ carers in providing support.

33) The Fair Access to Care Services Guidance (2002) promotes “the development of services that provide interpreters, translators, advocates and supporters to help individuals access and make best use of the assessment process” (p7).  Ealing should be building on this advice. 

Recommendation |

	Recommendation
	Responsibility
	Timeframe

	6. Provide a guide for assisting people in completing the relevant documentation i.e. similar to the guide to completing passport applications.
	
	

	7. Explore better partnership working with the voluntary sector to assist people during the assessment process.


	
	


CARE PLAN |

34) Following an assessment and if an individual is eligible for assistance, a care plan is developed.  A care plan lists all of the identified needs of the assessed person, including those being met by the family carer, friends, and other professionals, details of services to be provided, outcomes of service provision and a review date.  The Assessment and Referral form and the Care Plan are the only documents used to obtain in-house services such as home care, day care and residential care.  The same process is followed when commissioning domiciliary care, day care, residential care and other services from the private and voluntary sector.

35) Service users receive a copy of their care plan and are advised of their date for review.  A basic factor of good practice is that the service user knows whom to contact regarding the assessment or their care plan.  It must also be clear that the service user or their carer knows who to complain to if they are unhappy with their assessment or the service provided.  There should always be a named professional with responsibility for progressing the assessment.  With the regular turnover of staff in Social Services, it is crucial that responsibility is transferred from one person to the other and the service user is made aware of this.  This currently occurs.

Monitoring Agency Provided Services |

36) A common theme from consultation with carers was the variability of services and care received from agency provided carers accessed through Social Services and in particular carers from one particular agency.  Criticisms related to carers not showing up as per the care plan, arriving late and staying for only part of the contracted time.  Service users or their full time carers have to sign the agency carers time sheet.  With time sheets often folded so that service users/carers only see the area for their signature they are ‘signing blind’.  Some service users and carers felt they were unable to raise time keeping issues with agency provided carers as they are providing a service to them which they need.

37) Additional criticisms related to the agency changing the services their carers provide without advising the service user.  In addition to this, carers refer to the care plan for their duties however often the care plan is not full enough to specify exactly what needs to be done.  There seems to be some confusion over what to expect from agency carers.  Making more information available to service users about a carers duties such as a carers job specification would ensure more clarity.

Recommendation |

	Recommendation
	Responsibility
	Timeframe

	8. Establish a task group to review the Social Services process for monitoring the delivery and performance of care services provided by agencies.


	Individual Scrutiny Committee
	2003/04

	9. Provide information to service users specifying an agency carers role.
	
	

	10. Specify the method to service users/carers to complain via Social Services about poor quality services.
	
	


Managing Expectations |

38) The provision of an assessment often created an expectation that a service would be provided or there are false expectations about the speed at which a service would be provided. Consultation with carers and service users identified issues around the lack of action following assessment and or the lack of services provided following an assessment.  Those consulted often saw the assessment as the easy part but saw little point in having an assessment when it didn’t result in tangible outcomes.

39)  Expectations about what Ealing Council can provide and the time frame within which it can be provided, with the resources available needs to be managed.  Indeed, the guidance on Fair Access to Care Services (2002, p8) states that “assessment should be carried out in such a way, and be sufficiently transparent, for individuals to:

a) Gain a better understanding of their situation.

b) Identify the options that are available for managing their own lives.

c) Identify the outcomes required from any help that is provided.

d) Understand the basis on which decisions are reached.”

40) Such transparency provides clarity and may assist in reducing people’s frustrations and complaints.

Financial Assessments |

41) Financial assessments determine a clients financial contribution towards the provision of services which have been identified through an assessment of need.  As a separate Task Group has previously considered Social Services charges and their appropriateness, the task Group did not review the basis for charging but took it into consideration as background information as it relates to financial assessments. 

42) There are two areas of charging in respect of residential/nursing home placements and adult home based services:

a) Residential/Nursing Care – This is governed by statute (National Assistance Act 1948).  In addition to this Act, local authorities are required to follow the ‘Charging for Residential Accommodation Guidance’ which is issued by the Department of Health.  As charging for residential and nursing placements is governed by legislation and is required to be applied by local authorities, it is not subject to each authorities interpretation.

b) Adult Home Based Care Services – The Health and Social Services and Social Security Adjudications Act 1983 (HASSASSA) gives local authorities a discretionary power to charge recipients of non-residential services such as domicillary, day and respite care.  In line with this legislation, the LBE has developed a charging policy for adult home based care that was implemented in 1996.

43) The above legislation and guidance are applied during the financial assessment process. The financial assessment process for both residential/nursing care and adult home based care is essentially the same.

The Process |

44) A financial circumstance’s form is given to the client/carer/relative/representative at the time the assessment of need is carried out.  The form is completed by either the client, the care manager, the carer or a nominated person.  The client’s ability to manage his or her own financial affairs is also ascertained at this point.  If they are not able to manage their financial affairs and there is no relative or representative who is willing and able to take on the responsibility, Social Services will determine whether a representative should be appointed.  Alternatively, Social Services may determine whether the case should be managed via the Court of Protection.

45) The Care Manger develops a care plan for the client and calculates an indicative cost of the care. The care plan is then submitted to the Commissioning Manager for agreement.  The financial assessment form and the financial declaration form must accompany the assessment of need and the care plan for presentation by the Care Manager at the meeting of the respective ‘Panel’. (Placement Panel, or Domilcillary Panel)

Residential and Nursing Home Placements |

46) A ‘Placement Panel’ is co-chaired by a representative from Social Services and a representative from the Primary Care Trust (PCT).  The panel is also attended by representatives from each social services team (under the umbrella of Older persons and Persons with Physical Disabilities) who are recommending clients for placement.  The panel meets approximately 3 times per month.
47) Clients may be eligible for funding totally from Social Services, joint Health Funding with Social Services or all Health funding.  Funding is obviously not unlimited and clients are prioritised on the basis of local and Government priorities as well as risk and need.

Home Based Care Services Panel (Domicillary Panel) |

48) The Domicillary Panel meets once a week to review cases where clients are recommended for more than 10 hours of home based services per week.   Similar to the Placement Panel, it is chaired by a representative of Social Services, with representatives from each team in Older Persons and Physical Disabilities and a Commissioning Manager.

Financial Assessment |

49) Once the Panel has approved funding, a financial assessment is carried out. A financial assessment determines the service-users ability to pay for services through the information provided on the financial assessment form.

50) Once Social Services Finance has completed a financial assessment in relation to placement in a nursing or residential home, a letter is sent to the client (or nominated person) advising of their contribution towards the cost of the service and explains how the client’s contribution has been calculated.  The client is required to either:

a) Agree with the assessed charge by signing and returning the form to Social Services; or

b) Appeal against the assessed charge and outline the reasons for the appeal and return it to Social Services.  The appeal is then considered as per the Councils complaint procedures.  The number of complaints received regarding residential placements is limited and there is little scope for modification of the assessment as guidance is set out in legislation.

51) At the same time a letter is also sent to the service provider, confirming the service users details and the actual full cost of the service.  The service provider is also asked to confirm the details on the form are correct and choose how the clients contribution will be collected. The options are:

a) The provider will invoice the LBE for the gross amount payable;

b) The Provider will collect the client contribution and will invoice the LBE for the gross amount payable and show the client contribution collected to create a net invoice; or

c) The provider will act as an appointee for the client in respect of liaison with the Department of Social Security Benefit collection.

52) The above options seem quite complex which raises the question of the possibility of simplifying the process and offering only one alternative to service providers.

53) Clients who are eligible for home based services are also sent a letter (the letter may be sent to an appointee) notifying them of the charges for the home based service and their contribution towards the cost of the service.  Clients or their appointee are also provided with a detailed statement of how their contribution has been calculated for each period of care provided.  If a client does not receive a service, for example if they are on holiday or in hospital, they are not required to pay for services they do not receive.

54) The client/appointee is also asked to sign a form if they agree with the assessment or appeal against the assessed charge if they do not agree with it.  The HASSASSA gave local authorities a large amount of discretion over how they set their charges.  Social Services developed a Charging Policy for Adult Home Based Care Services, which was implemented in 1996.  While there is a clear policy on charging, it is open to more appeals than assessments for residential and nursing placements due to the discretion the authority has in developing its own charging policy. 

55) The Contract Section effectively implements the Care Plan.  The cost of the placement in a residential/nursing home or the cost of home care for a client is provided by the Contract Section to Social Services Finance.  The cost of care is entered into the computer system.  Payment is not made by finance for any invoice that exceeds the notified care cost.  The cost of residential homes and nursing homes for Older Persons has a ceiling, which are currently set at £356 per week and £471 per week respectively.  There is no cost ceiling for clients with Learning Disabilities or Mental Health Problems due to the nature of the care they receive. The Contract Manager negotiates the cost of care with the providers.

56) Difficulties with matching billing with the services provided occur mainly in relation to the provision of home based services.  When a client does not receive a service, for example if they are on holiday or in hospital, they are not required to pay for services they do not receive.  Currently, clients are billed for the cost of the care package as advised by the Contract Section rather than the actual services received and any differences are resolved.  An interface is currently being developed between the provision of services specified in the care package and actual services received by a client in order to develop a bill for actual care received.

57) Where a client is receiving joint funding from Social Services and the Primary Care Trust, Social Services pay the full amount for the care and then collect the PCT’s share of the cost, directly from them.

Budgets and Eligibility Criteria |

58) Previously, budgets for most services were less than demand which contributed to the budget overspend.  This has resulted in there being limited scope to develop budgets with an estimated level of demand being met.  The introduction of the Governments ‘Fair Access to Care’ policy in order provide some standardisation of eligibility criteria nationally allows local authorities to develop policy within this guidance thereby setting the entry level for provision of services taking into account available resources.

59) The Department of Health has issued an eligibility framework which Councils use to specify their eligibility criteria.  The eligibility framework is graded into four bands:

a) Critical;

b) Substantial;

c) Moderate; and

d) Low.
60) The Department of Health also states that ‘when setting their eligibility criteria, the guidance confirms that councils should take account of their resources’ (Local Authority Circular, LACC(2002)12, (May, 2002, p1).  It is not intended that individuals with similar needs receive similar services across the country.  Because of differing budgetary decisions, some councils will be able to provide services to proportionately more adults seeking help than others.   

61) At Ealing policy has now evolved so that budgeting is planned on what is affordable and services are provided accordingly.  From 7 April 2003, councils were required to apply eligibility criteria based on the DoH guidance to all new referrals.  For those cases with care plans open on 7 April 2003, reviews will be carried out and needs reassessed in line with the new eligibility criteria.  This may result in existing clients having services reduced or withdrawn. 

Invoicing |

62) While it is well recognised that there are difficulties in Social Services with the billing of service users and steps are being taken to address client invoicing, the Task Group has identified several issues with the invoices received by service users or their carers:

a) Service users receive an invoice from Social Services on a quarterly basis.  The invoice does not include an itemisation of the services provided during the quarter which does not allow reconciliation with the actual services provided (i.e. the cares time sheet).  This is particularly relevant for example, where the client is invoiced for an agency provided carer providing services twice daily, seven times a week as per the care plan where in reality the  carer may not come as specified.  It is up to the service user or their carer to be meticulous enough to reconcile the agency provided carers time sheet with what they are being charged for by Social Services on a weekly basis.  Where the carer has not provided the service as per the number of visits set out in the care plan, it is then up to the service user or their carer to request a credit from Social Services finance.  This is further complicated by the lack of a point of contact in Social Services finance, on the invoice.

b) While some service users were aware of the need to monitor the agency provided carer’s attendance, others were not.  They continued to pay for the services set out in the care plan regardless of the actual level of service provided and were unaware of their subsequent entitlement to a credit if the carer failed to arrive.  That is, services users/family carers pay for services according to the care plan which is often not matched by the service received.  It is also of further concern that some service users may not be able to check their invoice or voice their concerns.

c) Consultation highlighted incidences of a lack of communication between the Social Workers and Finance.  A revision of a care plan may also result in changes to the charges however there seems to be a time lag while the charges catch up with the new assessment.

63) One of the possible results of this is that the Council and its clients are paying for services that are not received.

Recommendation |

	Recommendation
	Responsibility
	Timeframe

	11. Provide an itemised account of the services delivered on a monthly basis to enable reconciliation with the agency provided carer’s timesheet and accurate billing.


	
	

	12. A point of contact and a phone number should be added to the invoice to facilitate client access.


	
	


Carers Assessments |

64) Carers have a right to an assessment under the Carers and Disabled Children Act 2000. This extends a carer’s right to an assessment where the person cared for has refused an assessment or has refuses care services.  Anyone who regularly provides a substantial amount of care has the right to ask Social Services for a carer's assessment at the same time as the community care assessment.  A person is eligible if they are the main carer, they live with the person being cared for and being a carer has a substantial impact on their life.  The definition of a carer which governs eligibility for assessment is set out in the White Paper ‘Valuing People’ (para 5.6).  This states that “the Carers and Disabled Childrens Act 2000 comes into force in April 2001.  It extends a carers right to an assessment, already provided for in the Carers and Recognition and Services Act 1995, to carers where the person cared for has refused an assessment or has refused community care services, and gives local councils the power to offer carers services to support them in their caring role and to help them maintain their own health and wellbeing.  The Department of Health is issuing guidance to local councils on implementing the legislation together with a leaflet “The Carers Guide to a Carers Assessment” to be made available to all carers.” 

65) The Task Group found that there is a varying degree of awareness of the availability of a carer’s assessment and while a large amount of information is available on the Councils website about carers assessments, it requires a degree of awareness to look for it there.  While carers should be offered an assessment as a part of the assessment of need process, this does not always occur.

66) The Social Services Performance Assessment Framework (PAF) indicators for 200/03 collected and produced by the Department of Health (DoH) show that Ealing does not compare well to other local authorities in relation to provision of carers assessments. PAF indicator D42, Carers Assessments, measures the number of informal carers receiving an assessment as a percentage of the total number of clients and carers receiving assessments. A total of 180 carers assessments were carried out during 2002/03.  Of the 180 carer’s assessments, 81 were assessed separately from the client and 99 jointly giving a PAF indicator value of 6%.  While good performance against this indicator is generally medium, Ealing’s performance is below this.

67)  As the number of carers receiving assessments can indicate the extent to which a council is working with and for carers, Ealing’s poor performance against this indicator may partly reflect difficulties with accurate recording of data but it also supports the lack of awareness about the availability of a carers assessment that the task group found during its review.  Additional efforts need to be made to raise awareness of the availability of carer’s assessments and a clear pathway for getting further information.    

68) The carers consulted felt strongly that a number of questions asked during a carer’s assessment were “patronising and insulting”.  Input from carers on what questions to ask and what to include in the carer’s assessment should be and is welcomed although whether carers were consulted on the content of the carers assessment depends on the client group.  The carers assessment for the ‘older persons’ client group was developed in consultation with a carers focus group as was the carers assessment for people with mental health problems.  The Task Group has been unable to establish for certain if this was the case for the other two client groups – People with learning Disabilities and People with Physical disabilities although it is likely that there has been no carer involvement in the past.  This however should be remedied in the near future as a Carer Involvement Working Group has been established with representatives from carers, Social Services, Health, Mencap and users support.  The Working Group is looking at creating a handbook which explains the processes and how carers can expect to be involved in a range of situations they may encounter.  One situation that will be included is assessments and forms.  Work is being done by Christine Mack in Social Services to revise the carers form in conjunction with carers.  This is in its early stages and no time frame has been set as yet.
Recommendation |

	Recommendation
	Responsibility
	Timeframe

	13. Develop an information strategy to promulgate information on the availability of carer’s assessments by making more information available in GP’s offices, libraries, and community centres and at the new information point kiosks. 


	
	

	14. The Individual Scrutiny Committee monitors the number of carers assessments carried out as part of the quarterly monitoring of Social Services performance indicators.


	
	


Assessment Process–People with Mental Health Problems |

69) The assessment process for People with Mental Health Problems differs to that of the other three client groups.  There are five Community Mental Health Resource Centres in the borough.  These are jointly run with the PCT.  The assessment process outlined in the ensuing discussion is the assessment process for Walpole House Resource Centre. The assessment process used by the other resource centres in the borough is not necessarily the same.  This process has been developed by staff at Walpole House and is considered to be good practice.  At the time of the review, there was a move to implement the process in other resource centres.  The Task Group has confirmed that this has now occurred.
70) The assessment process for people with mental health problems can be separated into two separate processes:

Urgent |

a) Referrals are received on a daily basis from different sources including GP’s, the Police, families and individuals can sometimes refer themselves.  The Duty Officer reviews the referrals and a decision is made about the required action and the urgency of the action.  The action taken can be categorised into one of four options:

i) Dispatch someone immediately;

ii) Arrange an emergency appointment with the Doctor;

iii) Arrange an urgent Multi-Disciplinary Team (MDT) assessment; or

iv) The individual is referred for a MDT assessment (see Non-Urgent process).

71) Clients who are classified as ‘urgent’ will be seen within 24 hours.  The Mental Health Act 1983 applies only in instances where people are seen by an Approved Social Worker (ASW).  The Act sets out the criteria for an individual being sectioned.  The Mental Health Act 1983 covers the compulsory admission to hospital of people with mental health problems and their subsequent assessment and treatment.  Certain conditions must be met before compulsory admission can be considered.  Only certain professionals can recommend detention under the Mental Health Act.

Care Programme Approach (CPA) |

72) The Care Programme Approach (CPA) was introduced in 1991 in an attempt to improve and standardise the delivery of community care services to people with mental health problems living in England.  There are two types of CPA:

a) Standard CPA – for individuals who require the support or intervention of only one agency or discipline, who pose no danger to themselves or to others, and who will not be at high risk if they lose contact with services.

b) Enhanced CPA – for individuals with multiple needs, and who need to be in contact with more than one professional or agency.  This group will need more intensive help from a range of services.

73) A care plan sets out the health and social care being provided.  The review of a care plan is an ongoing process.  Each review meeting includes making arrangements for the next review date or alternatively the patient is discharged.

Non- Urgent |

a) Referrals are received at the Resource Centre from GP’s.  The Duty Manager reviews the referrals on a daily basis.  If the referral is considered to be urgent (clinical judgement) then it is referred to the Duty Officer (see urgent process).  Non urgent referrals are considered by a Multi-Disciplinary Team (MDT), which meets once a week.  The MDT reviews the information, prioritises and a decision is made about treatment options. The MDT refers the person to either a:

i) MDT Assessment – this is comprised of a Social worker, Community Psychiatric Nurse (CPN), talking Therapies, Occupational Therapist; or

ii) Doctors Clinic – the individual is assessed by an ‘in-house’ doctor; or

iii) There is no identifiable mental illness and the person is referred to either an outside agency or for primary care counselling.

74) Once a person has been referred for assessment, the resource centre sends a letter to the individual requesting that they contact the centre in order to make an appointment for their assessment.  If the person contacts the centre, an appointment is made, if they do not respond, a letter of notification is sent to their GP.

75) Once a person has been assessed, a decision is made at a MDT meeting about recommended treatment.  The person will then be allocated to one or more of the following specialists for the provision of services/care depending on whether they are receiving a Standard CPA or Enhanced CPA:

a) Social Worker;

b) Community Psychiatric Nurse;

c) Outpatients Doctor;

d) Counselling;

e) Occupational Therapist.

76) If the MDT originally decided that the person be referred to a ‘Doctors Clinic’ then the individual will be assessed by a doctor and medication/services may/will be recommended.  This recommendation goes back to a MDT meeting where the person is allocated to as above to one or more of the specialists depending on the individuals needs.

77) Alternatively, if a person is not assessed and services provided following the process outlined above, they may be allocated to an outside agency for primary care counselling.

78) The Task Group found that there had been difficulties with the assessment process however the CPA had helped address these.  The Group did however identify that sometimes with the CPA there could be too much focus on the medical model at the expense of the social model.  For example, if a Psychiatrist is an individuals key worker, there can be difficulties if the person also requires assistance with social care or support with housing.  It is important that the pro-forma’s used by ‘health’ transfer information to Social Services/Housing.

Hard to Reach Groups |

79) The Task Group was proactive in consulting with a number of hard to reach groups.  Contact was made with Somali, Polish and Armenian community groups and an invitation was accepted by the HAYASHAN Centre for Armenian Information and Advice for Task Group members to attend a regular meeting to discuss their experiences with the assessment process.  This provided the Task Group with the opportunity to not only consult with the service users on their experiences but establish the availability of Ealing Council information in a community language.

80) The Armenian focus group were older persons and indicated that if they need help, they would not go to Social Services first but would ask their children or family to contact Social Services for them.  A minority indicated that they might contact Social Services if they spoke English.  There was also a lack of awareness of ‘Social Services’ in general, the services available through Social Services and where to go to contact and access Social Services.  The HAYASHAN Centre also provides advice and assistance in dealing with Social Services.

81) In terms of raising awareness of Social Services, the HAYASHAN Centre welcomed the opportunity for the group to visit Acton Town Hall with Cllr Crawford to see where to go, meet Social Services staff and get information on what services are available.  It would seem that this initiative would be useful for other community groups, particularly hard to reach groups to promote accessibility.

82) In terms of assistance with language and translating information and forms into Armenian, help was sought from relatives, carers or the Armenian Centre.  Commendably, the Armenian Centre receives funding from Ealing Council or is paid by Ealing Council for translation services.

Recommendation |

	Recommendation
	Responsibility
	Timeframe

	15. Ensure that voluntary sector co-ordinators have key named officers to contact for advice and information. 


	
	

	16. Arrange visits for hard to reach community groups to visit the Social Services office to promote accessibility and awareness of Social Services.
	
	


Transition |

83) A further area of particular interest in relation to assessments is the issue of transition.  Transition can occur at a number of points in a person’s life.  This can include transition to:

a) Children’s Services to Adult Services,

b) Parental care to being cared for by a sibling,

c) Residential placements

d) Another Council,

e) The Borough from college or university as an adult with a different set of needs.

84) The focus of the group’s work during the review was the transition from children’s services to adult services.

85) Transition is planning for a young person to prepare for a successful transition to adult life.  A transition plan should draw together information from a range of individuals within and beyond the young person’s school.  The process for transition planning involves pupils with a statement of special educational needs having a review of their statement and provision held at their school on an annual basis. In Year 9 (Age 14), the annual review must also draw up a transitional plan which should then be updated on an annual basis.  The annual review in year 9 should involve all the agencies that may play a role in the young person’s life during post school years.

86) The experience nationally is that transition can be problematic for young people, their parents/carers.  In Ealing there are issues around agencies and departments not always planning and working together, Social Workers unable to attend all reviews and information about services being available in an accessible format as well as general criticisms about a lack of forward planning and post transition monitoring.  Young people still often have to wait until after they have left school before services are agreed.

87) The Task group found during their review that there were no transition policies and processes documented although a draft protocol was being developed by representatives from Ealing Mencap, Team Managers Children and Adults (Physical and Learning Disabilities team) and the Operations Manager for Children with Disabilities. Eligibility criteria for identifying which young people require support and which don’t have not been developed.  This makes it difficult to know who should be included in the transition process and who shouldn’t.  In addition to this, the Best Value Review of Children with Disabilities identified in the report the “it can be difficult to get adult services to agree to the transfer of a young person if they have no budget to fund the care.  The situation can arise that Children’s Services are still funding a young person even though his case has been transferred to Adult Services.  Negotiations should be initiated early by local managers to ensure Adult Services are prepared”(p79).  Clarification and guidance on situations such as this need to be established and specified in a protocol or set of procedures.  At the time of writing this report, the protocol had not been finalised nor have any further transition policies or processes been documented.

88) Other issues with the transition process are that there is no formal system or process for identifying and tracking individuals as they move through the process.  There is now a ‘Monitoring Group’ for this purpose however this has been co-ordinated through the initiative of some individuals rather than an established or formal system.  A system needs to be implemented for identifying individuals and tracking them as they move through the system, transferring from Children’s to Adults Services, from school to college or university and the returning to the borough.  In addition to this, accurate identification of individuals and planning for their future needs will also enhance the budget planning process.

89) Ealing Mencap has conducted a project on transition with a view to improving the transition process which was outlined in the report ‘Time for Change – Supporting Young People with Disabilities in their Move Towards Adulthood’ (2000) which was endorsed by the relevant Cabinet Portfolio Holder at the time, Cllr Thomson.  A number of recommendations were made during the project including specialist workers to support families through the transition period, multi agency procedures, early planning, information for young people and careers and extending transition to cover college leavers.  While some of these recommendations have been taken forward progress is hindered by difficulties in recruiting transition workers or a lack of personnel to implement transitional protocols that have been developed.

90) When children are placed in schools out of borough, often key education and social services staff are unable to attend out of borough reviews and are not sending in reports.  The Task Group found incidence of the SEN panel passing transitional reviews with the absence of any or full reports from health and social services.  A pre-transitional meeting could be set up during the nearest school holiday to the transitional review for the social worker and ‘health’ to meet with the young person and carers to prepare a report for the review.  A prompt would need to be set up in the IT system to ensure that this is done.

91) There are no structures in place to help with young people leaving college rather than just school.  For those young people who move on to college after school, this can result in the transition process being postponed and thus a lack of follow up is available at a later stage.  A post college review and/or monitoring is not currently happening at age 21 and over.

92) While the Task Group understands that Health, Social Services and Education are working on trying to improve the transition process, there remains a need to ensure joint working.  This is needed not only a strategic level but also at an operational level to ensure a constructive way forward.    

93) Mencaps review identified a lack of information available but also information in an accessible format for young people, their family or carers on the transition process.  The Task Group identified that there is a need for information on the transition process prior to the process commencing.  The distribution of a ‘Transition – Guide to Good Practice’ needs to be circulated to schools, health practitioners, and social workers prior to the actual review in Year 9.  An information strategy needs to be developed for young people and their families to promulgate this information to them at different stages of the transition process.

94) A particularly important issue identified during Ealing Mencap’s review and the Task Groups work is the inadequacy of, or lack of a proforma which can be used during the transition process to ensure all the agencies and partners, contribute, attend and deliver reports identifying needs for the following year.  Indeed the lack of co-ordination with ‘Health’ is further complicated by ‘Health’ having their own process and procedures for transition.  The Task Group also found that Carers are writing their own descriptions of their children’s needs as the existing proformas are felt to be inadequate.

95) The Task Group was informed of an example of good practice in the Oxfordshire County Council integrated assessment that Ealing could learn from both in terms of the arrangements for transition and the integrated assessment:

The Oxfordshire Experience – Good practice |
96) Oxfordshire County Council and the Oxfordshire Health Authority have developed an integrated assessment which assists them in providing a comprehensive and holistic assessment, avoiding the need to duplicate assessments.  The integrated assessment is comprised of three separate parts:

a) Basic Integrated assessment;

b) Specific assessments;

c) Future Needs Plan.

97) The integrated assessment aims to gather all the information possible before a young person’s Education Transition Review.  The Education Transition is then incorporated into a ‘Future Needs Plan’ which should assist a young person, their family and statutory agencies to successfully manage the transition from Children’s to Adult Services.

98) Oxfordshire Health, Education and Social Services Departments have agreed the Integrated Assessment procedures.  They are a practical and functional assessment of a young person’s abilities and support needs.  The Integrated assessment is reasonably long but this is necessary as it covers all aspects of a young person’s life, their health, education, mobility and social support needs.
99) There is a need to identify what can be used from the Oxford forms.  
Recommendation |

	Recommendation
	Responsibility
	Timeframe

	17. A pre transitional review meeting should be set up during the nearest school holiday to the transitional review in order for a social worker and health worker to meet with the young person and the carer in order to prepare the necessary report.


	
	

	18. A prompt on the IT system must be made to ensure that a pre transitional review is carried out and ensure that key staff plan for the meeting and attend.


	
	

	19. There is a need for work to be done on the appropriateness of having a key multi-agency transitional worker post to collate all health and social services reports and ensure that all reports are submitted to the SEN panel.


	
	

	20. A ‘transition champion‘ is needed at Member level to lead on joint working strategically and ensure a constructive way forward to improve the transition process.


	
	

	21. Develop an information strategy for the promulgation of information on transition.


	
	

	22. The draft protocol should be finalised and a copy submitted to the Individual Scrutiny Committee.
	
	

	23. Review current proformas in partnership with Mencap.  
	
	

	24. Establish and document the process and procedures for transition at 14+, 16+, 19+ and for young people returning to the borough after college.


	
	

	25. A review meeting should be arranged for every person attending a college, to take place one year prior to the anticipated leaving date.  This review should include representatives from the college sector.


	
	

	26. The Individual Scrutiny Committee receive a six monthly update on progress.
	
	

	27. Recommendations be allocated to officers to report back to the Individual Scrutiny Committee.
	
	


� During the course of the review, clients under the umbrella of Older Persons and Persons with Physical Disabilities contact the call centre.  People with Mental Health Problems and people with Learning Disabilities currently contact the respective resource centres however there are plans for these client groups to also be able to access the call centre.






- 27 -

