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Summary of Table discussions with attendees on the day

Table 1

· Competitive dialogue is a good idea and a first for us we don’t know of any other councils using this approach 
· Providers felt competitive dialogue was a good idea 
· Providers have a real contribution to make to help finalise the commissioning model. 
· All providers felt that more efficient use of existing resources could be made through better co-ordination of services and a lead provider and consortium model therefore had some merit.  
· It was recognised that the current system of providing services has lead to a perverse incentive to keep people in beds and more can be done to ensure people are more independent with support in their own homes.  
· Providers discussed possible options for using existing services in a more flexible cost effective manner with an emphasis upon improving outcomes.  
· Providers felt the timetable needed to be amended to make this more achievable and this has now been amended with no change to the date new services will start.
· You need to engage family members in the care of individuals 
· You need to examine the expectations of the family and the individual. We can improve in the way that we do this. For example some family members expect you to do other things such as washing up, washing clothes which for other family members and not the individual we are going in and providing care for
· The only problem with engaging family members in care is that some families don’t want to get involved in the care. 
· There would need to be a cultural change in families looking after their relatives
· The frustrating thing is when you do a home visit to make someone a cup of tea and administer their medicine and there is a family member sitting at home – they could easily do this 
· What is required is a more robust system on seeing what support/care is already available in the home before reablement is offered
· Maybe there are other needs in the family, so the reablement carer could signpost the family to other services. Local knowledge would also be needed – there are models in the area of mental health that focuses this way 
· There should be something around being able to train family members into being able to deliver reablement care. Each provider should have a reablement trainer. This can be for both the family and the individual so that they are supported from the start to become independent again 
· There is a lot of information about how recovery helps with reablement
· Part of some of the contacts in London are working with volunteer organisations to deliver training to the family 
· The only problem is you don’t want to put too much pressure on the voluntary sector
· Dementia: Training family members around what someone with dementia can and can’t do, this will help with understanding and independence  
· In Essex a lead provider was developed. This provider co-ordinates the staffing from home care. This provider then trains staff in reablement. The lead  provider then sub-contacts to other providers 
· In Kent reablement has now turned into everyone being able to be re-enabled and then they get moved on to home care after the period of reablement care, if they are unable to be re-enabled 

· The delivery of the model will rely on a quality workforce which is hard to get as there is the challenge of recruiting staff. Working as a carer needs to be seen as a career path with progressions. You will also need expert staff for certain duties
· The 5 year + two – would this be at the fixed rate as providers will have to consider this when bidding as costs on living wage could go up and so reablement will cost more to provide. You could also price people out of the contract as providers may bid thinking of potential costs in five/seven years time 

Table 2

· To achieve independent living support you should not call it ‘care and reablement’ 
· It is not a good idea to have a provider with a bed base. A bed-base provider  needs to justify having the beds, so individuals could be placed in beds for longer so that these are full all the time
· Assess and gate keep and review
Provider? Bed based 
Home rehab 





Purchasing assessing 
Organise commissioning 
Person for care 






Equipment






· Benefits – secondary hubs. Gatekeeping flow/review 
· Need to: 	
· Commission a team of multi disciplinary/agencies who have a range of skills. Lead professional MDT/led by consultant OT 
· Scope elements of the pathway 



Challenges 
· Workforce – employ on National Minimum Wage/travel time – financial challenge for providers 
· Limited profit margins – Can’t compete with ADSA 
· Hospital v’s nursing home e.g. £28 ph agency 
· 30% staff turnover 
· Training – Medway Council to support workforce training 
· Need LA to lead – telling message to workforce 
· Management of cash flow: 	
· Governance 
· Timely – before it comes to overspend
· Demand v’s spend 
· Health should reward benefits to come back into system 
· Need defined pathways 
· East Kent CCG – looking at out of hours urgent care facility to redirect and signpost to avoid hospital admissions 
· Signpost to a ‘team based on the ground’ 
· KPI’s – Judith Ward 
· Taking obvious options of beds out of the solution 
· Providers will be happy if expectation is clear 
· Reasonable price to be viable 
· Economic sustainability is a key factor 
· Kent are experiencing 50% ‘handback’
· Quality v’s price v’s volumes. Quality is more expensive 
· Under provision causing provider who didn’t bid to get business anyway 
· Set price for whole service 
· Keep resource clean! 
· Lead providers will have other interests – must have a dedicated resource
· Robust SLA’s/contracts for sub-contracting 
· BOARD/CE/Alliance arrangement 
· Rehab bed costs less than shared room – more intensive/higher staffing ratio
· Home care and reablement seem to be the same 
· A lot of the tenders that are issued are very descriptive on what you have to do and your hands are tied. This is even if you can think of new and better ways on how to deliver the service. 
· The risk of blending home care and reablement means a more general service 
· In Kent reablement has now turned into everyone being able to be reabled and then they get moved on to home care after the period of reablement care 
· Reablement and home care do need to be separate as other wise reablement will get blocked with those that actually need home care 


Table 3
· Tender process. Competitive dialogue – one way? Needs to be two way 
· Specialisations v’s core services. There needs to be careful transitions 
· Pathways dont fit 
· Pathways have interdependencies
· Financial incentive to always have full beds 
· Carer resources – 30% turnover of staff currently what can be done to mitigate 
· Cover of complex areas and complex requirements
· A flexible procedure process 
· Innovation partner involved in early tender engagement  
· North Kent competitive dialogue may be worth looking at further
· Accountability – cross working 
· Home care separate, but this can cross over – with this tender there is overlap. Also with community equipment 
· Reablement pilots - costing more for provision of reablement compared to some home care provision
· Cultural change – council-supplier-patients-service users 
· Existing services – Assessment. More detail of what is in, what is not 
· Social care providers with OT’s? 
· Enablement? – in-house or out-sourced  
· Some services are sitting internally currently – assessment for instance sits with the Intake/Rapid response IDT 
· Will it save money? Can Patient outcomes improve?
· Joint commissioning – savings on beds



Questions 


Question: 	How and why do you propose to keep this separate from home care? 


Answer: 	We are proposing there will be a separate tender for a specific reablement service targetted towards home to assess initially.  This is because there are different cohorts of people requiring homecare and different cohorts requiring reablement.  Homecare and reblement have been combined in Medway to date, we want to separate them to ensure there is not an incentive for the same provider to continue providing a long term package of home care


Question: 	What will be the relationship between home care and reablement?

Answer:	The plan is they will be provided as two separate services in future with an ethos of reablement being applied to home care. The commissioning plan and intentions will be reviewed over time

Question: 	Would there be reablement in sheltered accommodation? As this accommodation is people’s homes

Answer: 	Yes 


Question: 	Do you attend other sessions, like this, that are run by other councils to find out what is said?  

[bookmark: _GoBack]Answer: 	No, but we talk to other council’s commissioners and swap ideas and commissioning intentions for instance in developing some of this work we have visited Homerton and Worcester, spoken with Sheffield, Wiltshire and South Gloucester.  Shared information through the Better Care Fund exchange and looked at models provided through national programmes such as ECIST (Emergency Care and Intensive Support Team- now ECIP –Emergency Care Improvement Programme).


Question: 	Would the 5 + 2 year contract be at a fixed rate? 

Answer: 	Probably but to be determined


Question: 	Will there be payment by results? 

Answer: 	We are considering this yes


Question:	How will you be measuring quality rather than quantity?  

Answer: 	Through a no of key outcomes some of which are mentioned in the MOI (memorandum of Information already provided to you)

Question: 	Is there specific geographical areas with gaps?

Answer: 	There are some areas such as the Hoo peninsula within Medway where we currently struggle to get care packages sometimes, but we intend to commission a service for the whole of Medway
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