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Purpose
The Integrated Health and Social Care Workstream is due to make recommendations to Ministers early in 2020.  It has been agreed that a small number of tests of change will take place in Scottish prisons in the later part of 2019 to inform those recommendations.  This paper sets out to identify and explore models of social care that could be applied in prisons in preparation for choosing and evaluating the tests of change.
Recommendations

That Workstream members:
(1) Reflect on the lessons learned in England and Wales and how A New Vision for Social Care in Prisons might generate discussion, debate and inform the strategic priorities for our work.  
(2) Recognise the inter-dependencies within the Programme and ensure these are taken into account at Programme level.
(3) Agree that the focus of discussions on consistency should be around consistency and equivalence within the local prison area. 

(4) Note that future work needs to take into account that we don’t have complete data.  We expect to discover high needs in terms of frailty, undiagnosed learning disability, difficulty and neuro-diversity and dementia. Local priorities and pathways to appropriate services should be decided through local governance structures 

(5) Support the Operational Group to explore with Community Justice Scotland the potential role of the Community Justice Partnerships in integrated health and social care in prisons.
(6) Note the examples of good practice and the options appraisal in the Appendices.  

1 Background
1.1
Language and definitions
In this report the word “intimate” is used to refer to care that helps people to bathe, use the toilet, get dressed and other activities that involve the person being in any state of undress.   SPS already has a clear policy on peer carers which defines this area of care. 

“Personal” refers to other activities of daily living such as eating, cleaning, and laundry.  

“Social” refers to support that enables people to take part in employment, social activities, group work and make or maintain relationships.  “Social” also includes finance, housing, managing appointments and other areas that, in the community, might fall under the definition of housing support.   
1.2
Current spend

Last year (2017-18) Scottish Prison Service (SPS) spent around £542,000 on agency intimate/personal care workers for around 300 people and this year anticipates it will spend around £600,000. This cost does not cover true need as there is no systematic multi-disciplinary assessment to support care planning and capture individual and population need so we need to consider anticipating significant additional need.  Understandably the focus of provision has been for the most basic personal care needs of washing, dressing, eating, using the toilet etc.  The assessment of wider social needs, and therefore provision, is inconsistent across the prison estate and is not comparable to assessment opportunities and services delivered in the community.  
1.3
Potential for fully integrated working across health, social care, case and risk management

SPS is currently reviewing a wide range of strategies and protocols including:

· Estate development: Looking at accessibility, environments to deliver care for high level complex health and social care needs where there are no suitable community options.  

· Population management: Where should different categories of people in prison be placed in the estate?  How do people progress through the estate during their sentence?

· Integrated care management: Considering how to engage with a wider range of people in prison and not just those who are high risk/long term.  
This offers opportunities to look at working as a wider multi-disciplinary team and coordinating holistic assessment and services with people in prison from reception through to release and community based services.  
1.4 
Lessons learned in England and Wales
Under the terms of the Care Act 2014, and the Social Services and Well-Being (Wales) Act 2014, local authorities in England and Wales have a legal obligation to assess the need for and provide social care to people whose needs make them eligible to receive it. This includes people in need of social care in prison. Her Majesty’s Inspectorate of Prisons and the Care Quality Commission undertook a thematic report of Social Care in Prisons in England and Wales published in October 2018.    The recommendations/ observations are précised below and should inform our framework development:

1. National strategy:  There needs to be a national strategy to deliver health and social care in prisons to take an overview of the requirements arising from assessments and consider projected growth in numbers of people who need support.

2. Links with local authorities:  Where prisons established early good working arrangements with local authorities there was evidence that social care services within prisons developed, or could develop, well. Crucial to this process was the development of a memorandum of understanding (MOU) between the prison and local authority and ongoing joint working.
3. Assessment: The report noted that screening of prisoners’ social care needs was not sophisticated or robust enough to identify all people in custody with social care   There was lack of knowledge about how prisoners could self-refer or be referred by family, friends or legal representatives with their consent. 
4. Delivery:  There was wide variation in the delivery of social care packages based on which prison they were sent to.   As such, prisoners received inequitable social care support in prisons. The social care support needs of prisoners should be met from the moment a need is identified. Prisoners should not be subject to administrative delays or unnecessarily lengthy processes
5. Peer carers:  In a number of prisons the provision of social care by competent peer support workers was very good and well supervised, but in some places there was no assurance that peer support workers were appropriately trained, supervised or monitored. This placed peer supporters, and the prisoners they supported, at considerable risk. 
6. Environment: Prisons had great difficulty making physical adaptations to support the needs of every prisoner with social care needs. All prisons should make reasonable and appropriate physical adaptations to promptly meet the social care needs of prisoners. Those prisons unable to provide appropriate physical environments suitable for social care should have arrangements in place to transfer prisoners to appropriate establishments which can quickly meet their needs.

7. Continuity of care:  Prisons and local authorities should ensure that processes are in place for the smooth transfer of prisoners with packages of social care to other establishments and on release into the community. This should include effective information sharing.
1.5   University of Dundee Report

The report commissioned from the University of Dundee, A New Vision for Social Care in Prisons, has 17 areas of focus for recommendations for our work.  The report is attached separately. The Chair and Operational Group will plan the dissemination and publication of the report.
Recommendation:  
(1)
The Workstream reflects on the lessons learned in England and Wales and how A New Vision for Social Care in Prisons might generate discussion, debate and inform the strategic priorities for our work.  

2
Workstream dependencies: key decisions in other workstreams
2.1
Responsibility for social care in prisons

The direction of travel is that the Health and Social Care Partnerships are the natural holders of responsibility for integrated health and social care in the community and therefore should be responsible for health and social care in prisons.  A model of residency is expected to confirm that people in prison will be supported by the health and social care partnership in which the prison is sited.   This approach should offer a range of benefits:

· Working towards equivalence between services in prison and the community

· Access to information about people arriving in prison

· Continuity of care and support when people leave prison

2.2 
Finance

A funding formula that can reflect the health and social care needs of people in prisons needs to be developed to enable formal agreement about the responsibility for integrated health and social care in prisons.  This should be flexible enough to allow recalculation in response to changes in the prison estate or SPS population management policies. 
2.3
Assessment and IT systems

In order to deliver both personalised services and understand aggregate need for health and social care in prisons for strategic purposes, we need to develop multi-disciplinary assessments and pathways (part of this Workstream) but we also require the means to record, share and aggregate the information to inform the development of pathways and decision making regarding commissioning services.  In order to deliver IT systems, the IT Workstream will also need to understand the business needs for assessment and delivery.
2.4 
Consistency of provision
In discussions with stakeholders, it is evident that the notion of consistency is a key priority for many.  There are two areas in which we might consider consistency:

a) Consistency across the prison estate meaning all people in prison can access the same types of service and quality of service.  

b) Consistency/equivalence of service provision and quality within a local authority/ partnership/ health board area.

We know that across Scotland there are differences in the type of services delivered in local areas across the country.  Indeed the creation of Health and Social Care Partnerships with their requirement of locality working promotes this type of inconsistency of service input.  It focuses on achieving the best outcomes for local populations by delivering co-produced service based on demographics and local priorities.  Therefore, this Programme should not overly focus on equivalence across areas.

However we should be aiming to achieve consistency or equivalence of services within a local area based on a human rights approach to delivering integrated health and social care to people in prison.  This would ensure that people in prison get equivalent services to those they might get in the community and promote smooth transfers into their communities on release. 

Recommendation:  

(2)The Workstream recognises the inter-dependencies within the Programme and ensures these are taken into account at Programme level.
(3)The Workstream agrees that the focus of discussions on consistency should be around consistency and equivalence within the local prison area.  

3
Health and Social Care Spend
3.1 
For information 

	Total Scottish NHS budget for 2017-18

	£13 billion

	Annual cost of care at home across Scotland based on £18 per hour and the census week 2017

	£652,036,320

	NHS prison spend 2016-17
	£28,000,000

	SPS social care projected spend 2018-19
	£598,000


3.2
How many people in prison need social care?
The 2017 SPS Needs Assessment considered there may be in the region of 300 people in prison who need social care.  This figure is based on prisons reporting the people they considered to have or suspected to have care needs. This is focussed on intimate and personal care needs that are in most cases clearly observable.  
SPS undertook a project using the Do-IT profiler which is a tool that screens across 5 domains of potential disability/difficulty/neuro-diversity:
1. Intellectual need (learning disability)

2. Literacy and numeracy

3. Attention deficit

4. Social communication

5. Coordination

Following the use of the tool in four prison sites, they discovered that around 40% of people in prison experience difficulties in at least one of these five domains.  

Currently we have no data on the prevalence of dementia in prison.  The University of the West of Scotland are proposing a study ( which may mirror one underway through the University of Manchester)to help determine this and consider the lived experience of people with dementia in prison. 

2011 national census data indicates that nearly 20% of the entire population report at least some limitation in carrying out day to day activities although many of these will not be using any formal social care.  20% of people in prison (7942
) works out as more than 1400 people who may be experiencing difficulty.  Given the high prevalence of health inequalities, mental health, problematic drug and alcohol use and learning disability, what is it reasonable to assume in terms of the number of people in prison who might require some sort of social support?
The type of social care people in each prison need may change when populations of different types of people in prison move across the estate.  For example, people who have committed sex offences are generally older and therefore have higher levels of frailty.  If revision of SPS’ population management strategy results in substantial movement of the  sex offender population , this could impact on the local requirement for provision.

3.3 
Agency model calculation
This table shows the range of costs for an agency care at home model reflecting the potential different numbers we might need to deliver services to. Not everyone will need this model of care, however, and services delivered in other ways such as through in-house teams or to groups may cost less. 
	Potential number of people
	Average number of hours of home care 

Social Care Statistics, December 2017 update

	Annual cost based on £18 per hour per agency worker 

	300
	11.7
	£3,285,360

	700
	11.7
	£7,665840

	1400
	11.7
	£15,331,680


Recommendation:

(4)
Future work needs to take into account that we don’t have complete data.  We expect to discover high needs in terms of frailty, undiagnosed learning disability, difficulty and neuro-diversity and dementia. Local priorities and pathways to appropriate services should be decided through local governance structures. 
4
Models for delivery of integrated health and social care

This section is divided up into three sections: 

1. Integrated health and social care assessment and delivery 

2. Intimate, personal and social care 

3. Third sector and commissioning.  

4.1
Integrated health and social care assessment and delivery 
4.1.1
National structures
Work is underway to strengthen national network structures to support the wide range of individuals involved in the delivery of health (and social care) in prisons. Following engagement over the summer, stakeholders would like a structure that will: 
· be informed by people in prison. The needs of people in prison and their families should be at the centre of decision making. 
· be shaped by healthcare professionals working in the service and support healthcare professionals working in prison through continuous professional development and bespoke training and peer support. 
· provide a forum to make national, strategic, partnership decisions that are implemented. 
· provide a forum for networking and support at all levels  across NHS, integrated Joint Boards (IJBs), Scottish Prison Service (SPS) and other partners. 
· provide advice and expertise to support clinical practice, policy development and research. 
· have authority to drive improvement and strive for consistency in service delivery, evidenced through data and intelligence.
4.1.2
Local structures

The governance arrangements around health and social care in prisons are different for prisons across Scotland.   It will not be possible or advisable to dictate one particular governance model but we need to enable each prison area to make decisions about how to achieve outcomes in the best way for their area.

Examples of governance structures:

HMP Grampian 
· Security, risk and case management services are delivered by SPS

· Health is delivered through Aberdeenshire Health and Social Care Partnership (H&SCP).

· Criminal Justice Social Work (CJSW) is part of the H&SCP so the Prison Base Social Work (PBSW) although commissioned by SPS is delivered by the HSCP.

HMP Addiewell 
· HMP Addiewell is a privately run prison and follows Sodexo policies and protocols.

· Health is delivered directly from NHS Lothian

· CJSW is part of West Lothian Council so the PBSW is commissioned by Sodexo and is delivered by the local authority.

HMP Low Moss 
· Security, risk and case management services are delivered by SPS

· Health is delivered by Glasgow City H&SCP who host police and prison healthcare across NHS Greater Glasgow and Clyde.  
· CJSW is part of East Dunbartonshire Council so the PBSW, although commissioned by SPS, is delivered by the local authority.
This means that in some prisons, there is no existing relationship with the local H&SCP.  It is unlikely that any single national governance model will make sense within all prison areas.  Therefore, we need to identify or develop local multi-agency governance structures that will identify local priorities, make spending decisions and resolve local issues.  
Prison based social work (PBSW) is currently commissioned by SPS or Sodexo and is, in most cases, specifically concerned with risk, statutory Throughcare and preparation for release rather than the health and wellbeing outcomes that social work teams in community service seek to address.  As mentioned previously, PBSW may be delivered by the local H&SCP or by the local authority where CJSW is delegated to the H&SCP.  One option might be to commission adult social work and care services through the PBSW route.  However, this solution would be unlikely to address the issues of equivalence to the community, pathways, access to resources and continuity of care on admission and release. It should also be noted that PBSW receive funding for services from SPS and any additional tasks would likely require additional resource and/or impact on service delivery.

Local governance needs not to only arrange for the direct delivery of care in prisons but to align with care delivery in the community and with the justice priorities of other stakeholders. It is not yet clear where this local governance structure might sit.  The minimum representation on any local governance body to ensure integrated services within and outwith prison is likely to include:

· Scottish Prison Service/ Sodexo/Serco
· Prison Health Services

· Community Health Services 

· Adult Social Care Services

· Commissioning and Contracting

· Community Criminal Justice Services

· Prison Social Work Services

See Appendix 1 for an example from HMP Grampian/Aberdeenshire H&SCP of an existing structure that might fulfil this role
Most of the above roles in already sit around the Community Justice Partnership in their areas.  This might prove a natural forum for supporting local governance to sit and could be explored.  The CJ Ps are already working on the following outcomes to which incorporate health and social care in prisons:
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Guidance for Local Partners in the New Model for Community Justice 2016
Recommendation:
(5)
The Operational Group explore with Community Justice Scotland the potential role of the Community Justice Partnerships in supporting integrated health and social care in prisons.
4.1.4 
What might a fully integrated health and social care team in prison look like?

“We want to ensure that adult health and social care services are firmly integrated around the needs of individuals, their carers and other family members; that the providers of those services are held to account jointly and effectively for improved delivery; that services are underpinned by flexible, sustainable financial mechanisms that give priority to the needs of the people they serve rather than the needs of the organisations through which they are delivered; and that those arrangements are characterised by strong and consistent clinical and professional leadership.”
Nicola Sturgeon, MSP, Deputy First Minister and Cabinet Secretary for Health and Wellbeing, on the purpose of integration (December 2011)
To deliver any sort of equivalence with community based services, an integrated health and social care team in prison would probably include the following:

· Primary healthcare team
· Allied health professionals to promote function, enablement and rehabilitation

· Access to equipment stores and budgets

· Social care officers perhaps also trained in social care assessment, aids and adaptations

· Adults care social workers to oversee and advise on care assessment and planning and bring expertise to adult support, protection and adults with incapacity work and ensure continuity of social care on release.

· Commissioning/procurement expertise depending on the model of personal social care. 
· Prison based social workers assessing risk and developing and delivering programmes to support social inclusion and reduce offending

There would be significant benefits in bringing in Prison Officers who deliver personal support, integrated case management and throughcare support into this team to ensure that each person in prison has their individual risk and health and social care needs considered in the round and to promote clear lines of communication within the prison but also with external agencies such as housing and benefits.    As mentioned previously, SPS is reviewing some of their processes in this area so there is significant opportunity to work together to align assessment and care/case planning over time. 
The balance and roles of the integrated team in each prison need to be decided locally to fit local structures and existing roles.  Where possible services in prisons should use or mirror the policies, processes and recording systems in the local H&SCP/lead agency.  This will support transitions across H&SCPs for people transferring between prisons or being released to the local or another H&SCP.

4.1.3
Assessment and referral for social care
As in the community, professionals have their own specific areas of expertise but all can refer for social care.  There are a variety of models already in existence that upskill multi-disciplinary teams to undertake a range of basic assessments in areas such as aids and adaptations (Barlinnie Aids and Adaptations Service, Appendix 2) or that deliver an holistic assessment service designed to pick up a wide range of functional issues and deliver a multi-disciplinary care plan (HMP Grampian Functional OT Service, Appendix 3)
The referral to social care process will depend on the model of intimte/personal/social care (4.2) used in that prison area.  

4.2
Intimate, personal and social care care models
4.2.1
There are several potential models for delivery of intimate, personal and social care in prisons. 
1. Current model: Services bought by the responsible organisation from a range of care at home providers as people need the support –generally spot purchase but could be commissioned differently.
2. Social Care Officer Team Model:  A team of people delivering social care is based within the prison (Appendix 5 shows the key element of the proposed HMP Edinburgh business case which has yet to be approved by SPS, implemented, tested or evaluated).
3. National Contract External Provider Model:  Service would be bought from a single or nationally agreed range of care at home providers – could be block or spot purchase.
4. National Contract Social Care Officer Team Model: A single provider is contracted to deliver a team of people delivering social care is based within each prison. 
All of these models need clear processes for assessing workers to purchase or organise the care and there is likely to be some administrative support need as there is in community teams.
An options appraisal with contributions from Social Work Scotland Contracts and Commissioning Network, Scottish Care and CCPS is at Appendix 5

The options that have a social care team as part of the integrated team within the prison come out as the better option whether delivered by local arrangement or as part of a national contract.  
4.2.2
Models needing establishment or confirmation of pathways:
Often people with significant health needs who need high level of intimate, personal and social care support have needs that exceed the capacity of the prison they are in.  The models of care for alternative accommodation and delivery of care in the community may already exist but there are often difficulties in finding services, negotiating risk and in ensuring that the care continues uninterrupted.  Examples include:

· Transfer within SPS to more appropriate accommodation (specialist facility, care hub or accessible cell)

· Release to hospital or hospice

· Release to care home

· Release to own home

· Release supported by package delivered by local health and social care partnership

Where there are problems with these pathways and resources, this can impact on decisions around parole resulting people not be able to move out of prison.  This means the rights of people in custody are being breached as, if they were well or able-bodied, they may have been released from prison. 
4.3
Third Sector and commissioning of broader social care
The National Prisoner Healthcare Network is running a short life working group looking at the involvement of third sector organisation in prisons across Scotland.  
Recommendation:
(6)
The Workstream and operational group note the examples of good practice and the options appraisal in the Appendices.  
5
Tests of change

There are three strata of potential tests of change:

5.1
National governance
What should the national approach to integrated health and social care in prisons be?  This is being considered as described at section 4.1.1.  
5.2
Local governance and service structure
How can integrated health and social care be delivered in each prison area?  What might the governance system be that brings the partners together to identify priorities and allocate resource?  
As previously stated, these questions can only be explored and options identified by local partners around each prison. We need therefore to formally bring together several local groups of the key stakeholders to ask themselves these questions and to explore the roles, processes and pathways that they need.  Those keen to be a site for a test of change could provide some standard information to allow the Workstream/Programme Board to decide where and what test of change should go ahead. 
Elements that need a significant focus include:
· Type and site of governance group

· Screening, integrated assessment and referral pathways

· Improving provision for people in custody with disability

· Contracting and commissioning through H&SCPs

· Continuity of care provision on release 
· Development of pathways for people with high level complex needs to appropriate community resources that link to Throughcare and Parole Board processes.

5.3
Elements of service delivery/good practice examples: There are very different approaches already in prisons in terms of aspects of service such as functional occupational therapy, integrated case management, support on release and aids and equipment. A list of initiatives has been compiled as part of the Workstream work and will be made available to support the development of services in and around prisons.  Where local decision makers want to test good practice elements of service they can cost that and include it in their bid for test of change funding.  
Appendix 1
Grampian Health and Wellbeing Programme Board

Terms of Reference for Grampian Health and Wellbeing Programme Board
Strategic Statement

The Grampian Health and Wellbeing Programme Board was set up to make improvements following the HMIPS report and recommendations 2016.

The Grampian H&W Programme Board is a mechanism which manages change as well as project management, the Board will focus on what is possible, realistic and deliverable, ensuring that it delivers high quality products which are operationally valuable. 

The Board will work to support the delivery of business objectives agreed across the three workstream; Substance Misuse, Mental Health and Healthcare Service Delivery.

As its main objective, the Board will adopt a collaborative approach working alongside key partners, to successfully develop and deliver an integrated healthcare model of care between HMP & YOI Grampian and the community.

Chair of Group (Joint)
Governor in Charge, HMP & YOI Grampian, and 

Chief Officer, Aberdeenshire Health and Social Care Partnership
Group Secretariat and Support 
Governors PA
Remit The Grampian Programme Board is responsible for driving forward the three workstreams and ensuring the successful delivery of associated products, within agreed timescales, in line with the operational plans and priorities for the establishment and NHS Grampian healthcare standards and targets.

Indicative Timescales and meeting arrangements

Inaugural meeting held on 6th December 2016.
Meeting Papers
Meeting papers will be posted on [location to be agreed locally] and circulated a minimum of one week prior to meetings. 
Minutes of Meetings
Minutes will be formally recorded as Action Notes and approved provisionally by the Chair prior to distribution electronically. Minutes will be formally approved for accuracy and signed off at the subsequent meeting by attendees. Minutes will be available through [location to be agreed locally].
Reporting Structure

Healthcare Change Management Governance Structure is available via the Programme Board Secretariat.
Membership
Group membership is indicated below.  Further representation from associated partners and experts will be invited as required.

	Position
	Organisation
	Remit

	Governor in Charge
	HMP & YOI Grampian
	Joint Chair of Group

	Chief Officer
	Aberdeenshire HSCP
	Joint Chair of Group

	Governor PA
	HMP & YOI Grampian
	Secretariat

	Partnership Manager
	Aberdeenshire HSCP
	Member

	Social Work Manager (Adult Services)
	Aberdeenshire HSCP
	Member

	Head of Health and Wellbeing
	SPS HQ
	Member

	Head of Offender Outcomes
	HMP & YOI Grampian
	Member

	Health Centre Manager
	NHS Grampian
	Member

	Chair of Substance Misuse Work stream
	CPHM NHS Grampian  
	Member

	Chair of Mental Health Work stream
	NHS Grampian
	Member

	Chair of General Service Delivery Work stream
	Aberdeenshire HSCP
	Member


Appendix 2
HMP Barlinnie Aids and Adaptations Service
This is currently a test of change, due to be reviewed end of March 2019. It aims to ensure that prisoners in HMP Barlinnie have timely access based on assessed need to equipment that will improve their functional abilities. Occupational therapy needs in Barlinnie range from low level provision of equipment to more specialised interventions around functional assessment, lifeskills work and preparing prisoners for liberation, from both a practical and psychological perspective.
Equip-u provides and maintains assistive technologies for vulnerable citizens across 6 council partners and NHS Greater Glasgow and Clyde. Prison Health care staff have been trained around assessment and access to core list of aids and adaptations equipment from Equip-u. 

Whilst the need for Occupational Therapy input to prisons within the Greater Glasgow and Clyde area was clear and agreed, no additional funding was available. Through discussion with prison healthcare staff and benchmarking with other areas in Scotland, it was agreed that prison healthcare staff would be trained to assess for and provide low level equipment. This would focus professional occupational therapy time on the more specialist interventions 

A steering group to develop the role and provision of occupational therapy within prisons has been established which includes key OT professional representatives, the manager of Equip-u and senior prison health care staff. This group has managed the training and practical aspects related to the test of change and will be involved in the evaluation, lessons learned and next steps. 

Cost of programme: Prison health care staff were trained by Equip-u staff at no formal cost 

Appendix 3
HMP and YOI Grampian Occupational Therapy (OT) Service
Funded by NHS Grampian, HMP & YOI Grampian has the only permanent prison based Occupational Therapist delivering occupational therapy to support health, wellbeing and desistence. The service consists of 0.5 WTE Band 7 Occupational Therapist who works with remand, short term, long term and life prisoners whose ability to participate in meaningful everyday occupations creates problems in relation to their health, prevents progression through the prison system or creates barriers to successful community reintegration. 
The design of the post was informed by research conducted by Robert Gordon University. Their study (Bissett et all, 2014) demonstrates how adopting an occupational perspective of health can facilitate the SPS vision (2013). This perspective provides a context from which to conceptualise the complex needs of prisoners in a holistic and person centred way to facilitate engagement, promote health and support desistance (Bissett et all, 2014).  The HMP Grampian occupational therapy service contrasts with many other prison based occupational therapy services which are positioned aligned to conditions.
The study demonstrates the value of introducing prison occupational therapy based on the Model of Human Occupation (Kielhofner 2008). This provides an occupation focussed framework to guide and evidence practice aimed at facilitating the development of prisoner’s skills in meaningful everyday occupations needed to maintain health and wellbeing in the prison setting, as well as those occupations needed for a successful community reintegration.
In the last 3 years, the OT at HMP Grampian has received 142 referrals. With current service resources, approximately 40% of referrals are pursued. The service has an average attendance rate of 87%. Prisoners often present with health co-morbidities, are seen by multiple services crossing numerous sector boundaries and their needs span primary, secondary and at times, tertiary care. 
Added Value and Outcomes

· Engagement of prisoners described as hard to engage

· Prevention, early intervention and health promotion through occupation.

· Prisoners reporting feeling more prepared for release, feeling proud of the work they have undertaken with the occupational therapist, seeing different possibilities and having hope for the future.

· Efficient use of prison and community resources, enabling access to the right supports at the right time as a result of Occupational Therapy assessment. 

· Early small-scale evidence of a reduction in demand for substance misuse, mental health and primary care teams after commencing occupational therapy.  

· “When I came back to jail I was saying to the boys, when I get out, I will be back in again. I had no outlook. Now I see a different possible life for myself”. Service User. Collated in 2017 via Care Measure.
· “I have found this a more meaningful and positive approach. I have never had this kind of thing before – I’ve always thought about it but never had anyone look at it with me”. Service User. Collated in 2016 via care measure.
· “Occupational therapy is helping to support individuals previously hard to reach. We are able to engage them in meaningful daily occupation, building skills, motivation, good habits and providing regular purposeful routine. This in itself not only supports the overall improvement in health and wellbeing but better prepares individuals to contribute more effectively to their communities on release and hopefully desist from crime.” HMP & YOI Grampian Management 2016.
· HM Inspectorate of Prisons for Scotland Report on HMP & YOI Grampian, 2015:

“The Occupational Therapy service was valued in preparing some of the most vulnerable prisoners for release” (Page 63).

“This approach (occupational therapy) produced some very positive results for prisoners who were not otherwise engaging positively in opportunities within the prison” (Page 7). 

“There was evidence that this service had already provided positive support to prisoners who otherwise may have been ‘missed’ by more established interventions and teams” (Page 55).
Case Study – Arran:  44 contacts over a period of 10 months, equating to approximately 31 hours face to face contact and costing approximately £1,674.
Arran developed skills for managing sensory difficulties in busy environments leading to him undertaking 6 weeks of a Substance Related Offending Behaviour programme and participating in yard exercise after avoiding the yard for 2 years. He discovered interests and developed confidence in his ability to do a range of domestic tasks and pro social leisure activities. Furthermore, he discovered skills which could be valuable for employment. 3 weeks after starting work with occupational therapy there was a reduction in the volume of contact with the substance misuse and mental health nursing teams. We overcame barriers to Arran accessing community supports and he obtained a place in a supported accommodation unit after release with daily access to a mental health support worker. In the 8 weeks prior to this admission, Arran’s longest period out of prison was 5 days. After release, with ongoing follow up from a community occupational therapist, Arran achieved 3 weeks out of prison. 
Annual cost of 0.5 WTE OT:   £26,588
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Appendix 4
Options appraisal for the delivery of intimate/personal care 
1 SPS Current Model:  Mixed Agency Procurement but delivered through the local Health and Social Care Partnership

At the moment, where SPS identify a social need (usually through NHS Prison Health), care is procured through SPS who develop relationships with local care agencies.
Cost
Currently £850,999 for 2018-19 but likely to increase.  The table below shows what it might costs given the potential number of people needing support and the national average number of care at home hours delivered.  
	Potential number of people
	Average number of hours of home care 

Social Care Statistics, December 2017 update

	Annual cost based on £18 per hour per agency worker 

	300
	11.7
	£3,285,360

	700
	11.7
	£7,665840

	1400
	11.7
	£15,331,680


Benefits

· Local flexibility to meet local need and priorities. Not locked into a contract with care staff if SPS population management plans change.
· Potentially delivers very similar service to that which would be delivered in the community particularly if contracted through the same assessment and contracting teams that arrange care in the community.  

· The relationships and commissioning power that the H&SCPs have will deliver more effective and efficient services that SPS is currently able to.
Disadvantages

· Coordinating care agencies and their workers takes time 
· Pressures of recruitment and retention for care agencies and the challenges of working in a prison environment result in high agency care worker turnover and missed shifts. This leaves NHS or SPS staff to deliver the necessary care.  

· The level of skill and qualification of agency workers can be variable.

· Inconsistency of care plan development and communication between roles within the prison setting.  Where agency care workers deliver care in prison it is currently common for concerns about tissue viability or other/health/care needs not to be shared effectively due to the nature of the structure and governance of this model.
· Agency care staff will not be key trained (SPS training to allow workers to move freely around the prison). This can cause delays getting in and around the prison and presents an additional security risk.
· Inconsistency of delivery across the country as different H&SCPs contract and commission different types of service.
2
Social Care Officer Team Model

A team of care workers is employed (either directly through the H&SCP or from a local provider) to be based within the prison to deliver intimate care to those who need it.  When not required for intimate personal care tasks, care workers may also support people to socialise, attend groups or work.  This would be based alongside the prison health or an adult social work/care team to deliver an integrated approach. Issues of worker and service registration and inspection regime depend on the structure used for this model.
Cost £130,631 per year for two members of staff 8am to 8pm on weekdays and 8am to 5pm at weekends in one establishment.  
Benefits
· Potential for higher quality care as the accountability and governance arrangements are clearer.  Depending on who is employs the team, staff may have access to training through NHS/H&SCP or local provider structures.  

· The care team will offer greater consistency and reliability than a mixed agency approach.  The organisation that manages the team will be responsible for covering sickness and other absence.
· Improved security as staff can be fully trained as are other prison workers.

· Care plans can be developed by an integrated Health and Social Care Team with a multi-disciplinary approach to maximising independence.  
· More efficient use of care workers time. In less busy times (e.g. between meals) care staff could take part in value added activities like basic assessments for equipment, rehabilitation exercises etc. This may help to reduce worker fatigue.
· Maximise relationships within the prison (Prison Officers and Case Management processes), local long term condition organisations, hospices etc.

Disadvantages

· May not be flexible enough to respond to significant increases in levels of need.  

· Overnight care and care in the evenings at weekends may still not be delivered in this model due to the security requirements in prisons.

· May not be a suitable model for smaller establishments with low number of people needing intimate and personal care. 
· Inconsistency of delivery across the country as different H&SCPs contract and commission different models of care teams.
3
National Contract Model
In this model, a single contract with a registered care at home provider delivers all the care across all HMP establishment
3 (a)
National Contract Agency Model
As the agency model above, workers move in and out of the prison to deliver specific personal care tasks, but one national level contract is agreed with a care at home provider.  

Cost
Potentially some reduction of the costs in Option 1 due to scale.  
Benefits

· One agency would be delivering all the care in Scottish prisons which would reduce bureaucracy and costs around duplication of commissioning and procurement tasks. 

· Improved consistency of training, quality, governance and communication.
· Potentially more flexible than a prison care team model in terms of the skills mix.  
Disadvantages

· May not join up with or naturally mirror services in the community.

· There may not be many providers who are able to cover the whole of Scotland (although they could sub-contract with other local providers)
· Locked into a procurement process that may not suit all prisons
· Risks not being particularly person-centred
· We would need clarity about who decides the level of care provision in each prison and about who manages changes in the delivery in each prison.
· Being separate to locally delivered services, this risks lack of equivalence with the community and will not necessarily promote smooth transitions on release.  
3(b)
National Contract Social Care Officer Team Model
In this model, a single care provider is contracted to place teams of social care officer within prisons who will work alongside the health teams.

Cost
Potentially some reduction of the costs in Option 2 due to scale.  
Benefits

· One organisation would be delivering all the care in Scottish prisons which would reduce bureaucracy and costs around duplication of commissioning and procurement tasks. 

· Improved consistency of quality, governance and communication.

Disadvantages

· There may not be many providers who are able to cover the whole of Scotland (although they could sub-contract with other local providers)
· Locked into a procurement process that may not suit all prisons.
· Being separate to locally delivered services, this risks lack of equivalence with the community and will not necessarily promote smooth transitions on release.  
Intimate/personal/social care model options appraisal: based on the key benefit priorities


	Expected Benefit  (-1 = disbenefit expected; 0 = no perceived benefit; 1 = some benefit; 2 = significant benefit)
	Mixed Agency delivered through H&SCPs
	Social Care Officer Team
	National Contract: Agency
	National Contract: SCO Team 

	Likely to support more person-centred care
	0
	2
	0
	1

	Reduction in complexity of commissioning and procurement duplication across areas and managing multiple contracts
	1
	2
	2
	2

	Improvement in recruitment and retention. Reduction in missed shifts and staff turnover.
	0
	2
	1
	2

	Flexibility around local provision, responsive to changes in need and will work as effectively in small establishments 
	1
	-1
	1
	-1

	Higher quality care through clear accountability and supervision structures, improved access to training and consistent professional development
	0
	2
	1
	1

	Improved assessment and care planning including links to SPS Case Management, health care and throughcare.
	0
	2
	1
	2

	Improved security and access issues through integrated training and reduction in care staff turnover.
	0
	2
	1
	2

	Improved equivalence to services delivered in the local community and supports release
	2
	1
	0
	0

	More efficient use of care workers’ time with opportunities to support wider range of activites.
	0
	2
	0
	2

	Improved professional relationships and communication
	0
	2
	1
	2

	Can deliver overnight and weekend care (dependent on SPS policy)
	0
	0
	0
	0

	There is a wide choice of care providers to deliver this model
	2
	1
	?
	?

	TOTAL (Calculates manually)
	6
	17
	8
	13


Appendix 6
HMP Edinburgh Business Case for a Social Care Officer Team to deliver intimate and personal care. 

Executive summary (edited)
Last year HMP Edinburgh spent £140,698 on agency personal care workers. This cost does not cover true need. Despite consistent work by HMP Edinburgh Staff the national shortage of care workers and the challenges of working in a prison environment has led to high agency care worker turnover and missed shifts. 
In order to meet need HMP Edinburgh have had to work with several care agencies, often coordinating multiple suppliers simultaneously, as sometimes no one agency has been able to provide enough care workers to meet need. The level of skill, qualification and attendance has been variable. 

Coordinating care agencies and their workers is time intensive. In the past an SPS officer has spent approximately four hours per week coordinating agency care staff. NHS staff have also been affected, and have at spent large amounts of time coordinating NHS Lothian bank staff to provide emergency cover when agencies cannot supply staff. 

HMIPS noted the lack of joined up care plans and assessment between SPS, NHS and multiple care agencies as a concern in HMP Edinburgh’s 2017 Inspection. They also noted as a concern that agency care staff were not SPS key trained, and that this could cause delays. Non key trained staff is in part due to the changing roster of agency staff providing care – a security risk in itself. 

HMP Edinburgh’s spending on personal care has increased year on year. Between 2017/2018 and 2018/2019 SPS agency personal care cost increased by 41% from £100,089.50 to £140,698.25. It is likely that HMP Edinburgh’s costs will increase again in the coming year. 

This business case proposes that NHS Lothian employ care workers to provide all personal care from 8am to 8pm every week day and 8am to 5pm at weekends.  This would cover morning/ getting up hours, lunch, evening meal and bed down. Two members of care staff are required to operate some pieces of care equipment (e.g. hoists) and care for people with particularly high need/low mobility. NHS Lothian will manage the care workers and provide appropriate supervision and training. SPS would pay for these workers for just under 2 years. 
If this business case is approved by SPS, an SLA would be developed between SPS/HMP Edinburgh and NHS Lothian with the support of SPS Health and Social Care manager. This would ensure clear roles and responsibilities. 

Cost of provision: £130,631 per year - a potential saving of around £24k per year for an improved service.   NOTE: There remain issues around being able to deliver care 24/7 within the prison regime.  These are being raised at strategic level with SPS.
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� http://www.audit-scotland.gov.uk/uploads/docs/report/2017/nr_171026_nhs_overview.pdf


� https://www.gov.scot/publications/social-care-services-scotland-2017/
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