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Directory of Services to Support People to Stay Well in Their Communities Over the Winter – Information for Health and Care Professionals
[bookmark: _Hlk151014471]The below table includes a directory of support services, aimed at supporting the public during the winter months, with a specific focus on community and frailty elements. 
Health and care professionals can efficiently guide individuals towards the assistance they require, fostering a resilient and healthy community during the challenging winter season. This resource highlights the support available to York residents to navigate winter with confidence and ensuring that help is readily available when needed the most.
Services: 
	1. Frailty Advice & Guidance Line
2. Frailty Crisis Response Hub
3. Community Response Team
4. Urgent Community Response Team 
5. Virtual Frailty Ward
6. York Integrated Care Team
7. Adult Social Care Community Team
8. Adult Social Care Emergency Duty Team
9. Reablement (Adult Social Care Intensive Support Service)
10.Extra Discharge Support Service
11. Age UK Out and About Service
12. Health Navigator
13. Frailty Clinic Assessment Service

	14.Social Prescribing in York
15.Local Area Coordinators
16.Asylum Seekers support
17.Immedicare Telemedicine Service
18.York Place Quality and Nursing Team- Care Provider Support
19.Frailty Same Day Emergency Care 
20.Rapid Assessment Therapy
21.St Leonard’s Hospice @Home and   Carer Support service
22.Mental health support /other support
23.Dementia Forward
24.Be Independent
25.Move the Masses
26.District Nursing
27.One team







	Service name
	Details of the service available 

	
[bookmark: A]1.Frailty Advice & Guidance Line
	· Name of service: The Frailty Advice & Guidance line is ran by a GP with a specialist interest in Frailty working the in the Frailty Crisis Response Hub (see below), and is available to the whole system to offer advice and guidance for frail patients experiencing a crisis in the community in order to support admission avoidance. 

· Eligibility: 

Inclusion Criteria: 
· Living in own home or residential/care setting with frailty (Rockwood Score of 5 or more prior to acute illness)

Exclusion Criteria: 
· Patients requiring acute pathways, eg. PPCI, Stroke, #NOF etc. (unless YAS clinician feels conveyance is not in the patient’s best interests – refer to Advance Care Plan)
· Patients experiencing a mental health crisis requiring assessment by a specialist mental health team
· Patients needing acute/complex diagnostics and clinical intervention in hospital 

· How to make a referral: Call YICT team and ask for the Frailty Advice & Guidance Line

· Opening hours: Monday to Friday 9am – 8pm (increased hours during junior doctor strikes)

· Telephone/email contact: 01904 928844 


	
[bookmark: B]2.Frailty Crisis Response Hub
	· Name of service: The York Frailty Crisis Hub is a new service for this Winter and is a fully integrated collaborative team from four different providers working together at Acomb Garth Community Centre to support and keep people that are vulnerable and frail safe in their homes whenever possible, whilst respecting people's wishes. 

· The team comprises:
· GP with a specialist interest in Frailty (provided by the York Integrated Community Team)
· Social worker (provided by the Local Authority)
· Social prescriber (provided by York Community and Voluntary Sector)
· Community therapist (provided by the Community Response Team). 

· How to make a referral: referral is via the usual referral routes of the individual services that make up the hub and cases will be discussed in a multidisciplinary setting and may result in a collaborative response.


	
[bookmark: C]3.Community Response Team
	· Name of service: The York Community Response Team (CRT) is a large multi-disciplinary health care team consisting of nurses, therapists, and support workers. The team provide assessment, short term intervention, rehabilitation, reablement and recovery, supporting both discharge and admission avoidance. 

· The same team also delivers Urgent Community Response (care with 2 hours) and supports the Frailty Virtual Ward, however the CRT element is typically care provided within 1-2 days for a period of around 6 weeks.

· Eligibility: Patients 18 years and over, within their own home environment (including care homes), registered with a York GP (except Pocklington).

· How to make a referral: Call the CRT telephone number below

· Opening hours: 8am – 8pm, 7 days per week, 365 days per year

· Telephone/email contact: 01904 721343 / 07943876398


	
[bookmark: D]4.Urgent Community Response Team
	· Name of service: The Urgent Community Response Team (UCR) provides urgent care to people in their homes (including care homes) to avoid hospital admissions, and care is typically provided within 2 hours. 

· Conditions typically referred to Urgent Community Response Teams include falls (with no apparent serious injury requiring hospital admission), reduced function/mobility/decompensation of frailty/confusion/delirium caused by a minor stressor event such as a UTI, cellulitis, chest infection.

· Eligibility: Over the age of 18 experiencing a health or social care crisis that requires urgent treatment or support within 2 hours and can be safely delivered in the home setting. 
Patient’s must be registered with a York GP to access this service.

· How to make a referral: UCR referrals are made via the CRT single point of contact. This is a clinician-to-clinician triage conversation to establish suitability of referral for UCR service.

· Opening hours: 8am – 8pm, 7 days per week, 365 days per year

· Telephone/email contact: 01904 721343 / 07943876398


	
[bookmark: E]5.Virtual Frailty Ward
	· Name of service: The Virtual Frailty Ward (VFW) is a Geriatrician-led service, delivered by York Hospital / CRT, and enables people to receive hospital-level care in their own home.

· Eligibility: Frail and a requirement for hospital-level care that can be safely and effectively delivered by the FVW team in the person's own home.

· How to make a referral: Patients are primarily identified by the teams at York Hospital, including RAFA/RATS/UCR/CRT.

· Opening hours: 24/7

· Telephone/email contact: If you think a patient is suitable for the Virtual Frailty Ward, call CRT on 01904 721343.


	
[bookmark: F]6.York Integrated Care Team
	· Name of service: The York Integrated Community Team (YICT) is a multi-disciplinary Anticipatory Care Team that provides an initial Comprehensive Geriatric Assessment and then regular reviews thereafter to ensure concerns identified are addressed early to prevent crisis situations.

· An agile, holistic, empathetic & personalised response is at the core foundation of what YICT offer. YICT also provide an in-reach service to expediate and support discharges from York Hospital when capacity allows, and patients on the YICT caseload can get in touch with the team directly when in need of support.

· Eligibility: The most frail and vulnerable residents in York.

· How to make a referral: Refer directly via YICT team 

· Opening hours: YICT are available 8-9pm, 7 days a week to support patients coming from RATS in ED or as part of the In-reach service. 

· Telephone/email contact: 01904 928844, nimbuscare.yict@nhs.net


	
[bookmark: G]7.Adult Social Care Community Team
	· Name of service:  Adult social care is about providing personal and practical advice and support to adults who need help to live an enjoyable life as independently as possible. 

· Eligibility: In order to get support from City of York Council, you must –
· be aged 18 or over
· be living within the City of York Council Local Authority area
· have needs which are eligible for support based on the National Care Act eligibility criteria (2014)
· How to make a referral: refer directly via Adult Social Care team 

· Opening hours: Monday -Thursday 9-5pm, 9-4.30pm on Fridays

· Telephone/email contact: 01904 555111, Textphone: 07534 437804 adult.socialsupport@york.gov.uk
· For more information please see guide attached:






	
[bookmark: H]8.Adult Social Care Emergency Duty Team

	· Names of Service: Contact the Emergency Duty Team for an urgent social care assessment and support outside of normal office hours. They provide advice and guidance, and carry out urgent assessments of adults, young people and children.

· Eligibility: All social care, housing and homelessness emergencies

· Opening hours: 
· Monday to Thursday: from 5.00pm to 8.30am
· Weekends: from 4.30pm on Friday to 8.30am on Monday
· Bank Holidays: 24 hours a day

· Telephone/email contact: 0300 131 2131


	
[bookmark: I]9.Reablement
(Adult Social Care Intensive Support Service)
	· Name of service: Reablement can help people who need support with daily activities because, for different reasons, they are finding it more difficult to do them. 

· Often provided when a person is discharged from hospital and needs support to get back to their usual level of independence ('step-down'), or when they have experienced a stressor event in the community and require support for a time-limited period to get back to their baseline ('step-up').

· Eligibility: The service is for anyone over the age of 18 who is eligible for social care support and who would benefit from a period of reablement. It is not suitable for people who already have a long term care provider or people who have a serious illness which requires specialist care and pain support (palliative care).

· How to make a referral: refer directly via Adult Social Care

· Opening hours: Monday-Friday 9-5pm

· Telephone/email contact:  Adult Social Care on 
01904 555111 adult.socialsupport@york.gov.uk,  
emergency outside office hours, or at the weekend contact Emergency Duty Team for advice on 0845 0349417.

· For more information please see guide attached:



	
[bookmark: J]10.Extra Discharge Support Service

	· Name of service: Age UK Home From Hospital: A free service enabling older people to be more confident and comfortable at home after their hospital stay, support for up to six weeks for older people in York when they leave hospital.

· Eligibility: those aged 60 or over who live in the York area and who have either: • Been in A&E • Had a day procedure • Had a hospital stay • Have CYC reablement support. Unable to offer support for • those aged under 60 with some complex long term care needs.

· How to make a referral: refer directly via Age UK

· Opening hours: Monday - Friday 9:30-3:30pm

· Telephone/email contact: 01904 726191, ageukyork@ageukyork.org.uk


	
[bookmark: K]11.Age UK Out and About Service

	· Name of service: Age UK Out and About Service Providing support for 6-8 weeks post discharge, helping frail and elderly people to integrate back into their communities, reducing isolation and loneliness and admission avoidance.

· Eligibility: frail and elderly people

· How to make a referral: this service is free of charge. You can refer directly by calling Information and Advice service on 01904 634061.

· Opening hours: 9:30- 3:30 pm Monday to Friday

· Telephone/email contact: 01904 634061, firstcall@ageukyork.org.uk
For more information please visit the website Age UK website


	[bookmark: L]12.Health Navigator

	· Name of service: Health Navigator: Health coaching for individuals with long term conditions to provide additional support, to individuals to manage their conditions and stay well.

· Eligibility: This programme is currently open to patients registered with Haxby Group Practice, Priory Medical Group, and York Medical Group, although referrals from other York practices may be considered. Typical patient profiles include those with 2+ LTCs that may include: diabetes, respiratory conditions, cardiovascular diseases, and anxiety/depression. 

· Exclusion criteria: Under 18s, Primary diagnosis of an acute mental health issues, cognitive impairment, end of life, homelessness.

· How to make a referral: Professional referrals accepted only via email. 

· Opening hours: Standard office hours, 09:00-17:00, excluding bank holidays.

· Telephone/email contact: for general queries only
         info@hn-company.co.uk  Please do send patient identifiable 
         information to this address.


	
[bookmark: M]13.Frailty Clinic Assessment Service
	· Name of service: Frailty assessment is a preventative service aimed at catching patients before they have falls or their condition deteriorates, as well as addressing chronic conditions and identifying any mental, social or physical health and memory concerns early. The aim is to reduce the number of hospital admissions by keeping patients healthy and safe at home for as long as possible.

· Eligibility:  It's for patients who are showing signs of frailty and at risk of deteriorating clinically in the months ahead. 

· How to make a referral: via Nimbuscare 

· Opening hours: Clinics take place at Acomb Garth Community Care Centre every Wednesday, from 9am to 1pm.

· Telephone/email contact 01904 943 690, nimbuscare.operationalservices@nhs.net . For more information, please visit  Nimbuscare website  





	
[bookmark: N]14.Social Prescribing in York
	· Name of service: Primary Care Link Workers are part of the Social Prescribing Team at York CVS. The Primary Care Link Workers are social prescribers based in GP surgeries across York, working alongside individuals to get to know them, and ultimately help them improve their health and wellbeing.

· Eligibility: people with social issue, (e.g. loneliness, isolation, financial problems), social prescribing helps provide individuals with an alternative to medical intervention.

· How to make a referral: via GP practice or self-referrals. 
· Opening hours: Monday-Friday 9-5pm

· Telephone/email contact: 01904 437911 More information on the York CVS website.


	
[bookmark: O]15.Local Area Coordinators
	· Name of service: Local Area Coordinators work with individuals and families of all ages and abilities. They help raise awareness of available resources within the local community.

· Eligibility: support people with a wide range of issues.

· How to make a referral This directory contains contact details of all Local Area Coordinators working within local communities in York LACDirectory

· Opening hours: Monday-Friday 9-5pm

· Telephone/email contact:  via  LACDirectory If your area isn't covered by a Local Area Coordinator, contact our Community Facilitator.




	
[bookmark: P]16.Asylum Seekers support
	· Name of service: Asylum Seekers support to some of our most vulnerable patients and families with children, residing in Staycity. To proactively manage their care, the ICB has commissioned bespoke support via Nimbuscare which provides a specialist in-reach service to manage what are often complex needs for these people. 

· Eligibility: Asylum Seekers

· How to make a referral: via Nimbus care

· Opening hours:  Monday-Friday 8-8pm

· Telephone/email contact:  01904 943 690, nimbuscare.operationalservices@nhs.net . to find out more please visit  Nimbus care 


	[bookmark: R]17.Immedicare Telemedicine Service

	· Name of service:  Available to 31 nominated older adults and LD/MH care homes in York, the Immedicare service aims to support response to deterioration early and help keep care home residents within their place of residence, preventing hospital conveyance and calls to other services. 

· Able to support with all urgent care contacts, with the most frequent calls received for falls, suspected UTI's, chest infections, skin complaints and medication issues. The team provides video-assessment, supervision, advice and guidance, and can support staff while awaiting an ambulance, and can perform virtual verification of death where appropriate and issue prescriptions.

· Eligibility: Care home residents within nominated homes.

· How to make a referral: Homes provided with a secure clinical laptop to access a remote consultation. Staff are encouraged to call as soon as they are concerned about a resident/notice deterioration.

· Opening hours: 24/7, 365 days a year

· For further information please contact: sam.varo@nhs.net 07593 382927- ICB lead for the service.




	
[bookmark: S]18. York Place Quality and Nursing Team- Care Provider Support
	· Name of service: Care Provider Support, ICB Quality and Nursing Team. work as part of an integrated quality team alongside North Yorkshire Council and closely with other partner Local Authorities to promote delivery of high quality care. 

· Support delivery of best practice through React to Falls Prevention, React to Red, Identifying and Responding to Deteriorating Residents and Improving Hydration training programmes. Act as a link between health and social care services, leading workforce and leadership in the care sector and closer integration between services through digital enhancement.

· Eligibility: quality improvement support to all care providers across North Yorkshire and York

· How to make a referral: via York Place Quality Nursing Team

· Opening hours: Monday-Friday 9-5pm

· Telephone/email contact hnyicb-voy.yorkplacequalitynursingteam@nhs.net

· Find out More About our Quality Assurance and Improvement Team- Working With Care Providers Across North Yorkshire and York

· MULTIDISCIPLINARY SUPPORT TO INDEPENDENT CARE PROVIDERS, please see document for more details: 




	
[bookmark: T]19.Frailty Same Day
Emergency Care (FSDEC)
	· Name of service: Frailty Same Day Emergency Care Located at York Hospital

· Eligibility: services available to all patients in the York area who fit the following criteria:
· Patient is 75 yrs or older AND has a Clinical Frailty Score (CFS) of 5 or more
· Patients are likely to be able to return to their usual place of residence same day following assessment
· Patient is presenting with a medical condition that cannot be managed in the community
NEWS2 is 4 or less and less than 3 in any one parameter. 

Examples of suitable conditions include (but not limited to) UTI, confusion, falls, COPD, heart failure, syncope, cardiac arrhythmia, anaemia, urinary retention, dementia, Parkinson’s, low-risk chest pain (now pain free and no ECG changes). Patients should not be referred to FSDEC if outside of the above criteria or;
       -Infection risk (e.g, Covid, Flu, D&V)
       -Suspected #NOF or undiagnosed fracture
       -Trauma related problems including head injury
       -Patients requiring specialist pathways (e.g. PPCI, Stroke, red Flag Sepsis, Vascular, Major Trauma)Sepsis,                                                                          

· How to make a referral: via the service, call to discuss if unsure of suitability  

· Opening hours: service available 7 days per week 
from 08:00, last routine referral is 15:00.

· Telephone/email contact:  01904 726616


	
[bookmark: U]20.Rapid Assessment Therapy (RATS)
	· Name of service: (RATS) Rapid Assessment Therapy team are a group of occupational therapists’ physiotherapists and social workers who work within ED and cover the frailty FSDEC and urgent care centre.
  
· Eligibility: The RATS team focus is admission avoidance rapid assessment and discharge. They are able to access support services and step-up patients in the local area via CRT, IPU or temporary respite. They have greater access to these services than other therapy teams in the acute setting. 

· How to make a referral: They team take referrals from each area via a morning and afternoon handover but can also screen and see patients who are frail or have mobility issues

· Opening hours: The RATS team operate on a 7 days service 8:00 till 20:00 cover.

· Telephone/email contact: To contact any members of the RATS team for advice or to handover patients who have attended ED, you can contact on 01904 726656.    


	
[bookmark: W]21. St Leonard’s Hospice @Home and Carer Support service
	· Name of service: Services supported by Single Point of Coordination re:
· York Hospital’s Macmillan Community Palliative Care Clinical Nurse Specialist service
· St Leonard’s Hospice@Home service
· St Leonard’s Sunflower Wellbeing Hub
· St Leonard’s Carer Support service
· St Leonard’s Bereavement Support service (call our dedicated bereavement phone number 01904 777 760)
· Marie Curie night sit referrals and allocations

· Eligibility: The referral criteria to access Carer Support is essentially:
· Patients must be 18 years of age or above and have a life limiting condition. 
· All referrals must be Fast Track funding eligible. 
· Patients must consent to a referral being made to the Carer Support Service or a Best Interests decision made on their behalf.
· Patients must be registered and assigned to the District Nursing service. 
· All patients must have a carer in need of a break, whom otherwise would not be able to get out due to their caring responsibilities.

· How to make a referral: via Single Point of Coordination team

· Opening hours: The service operates daily from 8.00am until midnight.
The Hospice@Home service is extending from 8am – 12mn to a full 27/7 service from January 2024 to enable us to care for more patients in their own homes.  This is a responsive service that prevents admission to hospital but also enables rapid discharge home to die if patients are identified in ED.
Contact with SPOC to co-ordinate support as an alternative to 999 is crucial.

· Telephone/email contact A single point of co-ordination for end of life and palliative care advice and support, phone number 01904 777 770. 

Access to the Hospice@Home Leaflet and Referral Criteria: Hospice@Home - St Leonard's Hospice (stleonardshospice.org.uk)



	
[bookmark: W1]22. Mental health support /other support
	· Crisis Line – York (TEWV): a free phone line, open 24 hours a day, 7 days a week. For all ages, offering support for anyone in a mental health emergency. 0800 0516 171

· The Haven: offers out of hours mental health support to anyone aged 16 or over. Monday to Friday 6pm-10pm and Weekends 12pm -10pm. 30 Clarence Street, York, YO31 7EW 

· Ways to Wellbeing: Connecting people to local community support to make them feel better, phone number 01904 621133, Option 4 waystowellbeing@yorkcvs.org.uk. Mon - Fri 9am - 4.30pm

· York Carers Centre: an independent charity to ensure unpaid carers throughout York have access to confidential information, advice and support, phone number  01904715490 enquiries@yorkcarerscentre.co.uk .The telephone lines are open Monday to Friday 9.30am to 4.30pm (4pm on a Friday) for information and advice. Free evening Advice Line on Wednesdays from 5 to 8pm on main number: 01904 715 490.

· Live Well York: an information and advice community website for adults and families. They have a page signposting to health and wellbeing support in York. www.livewellyork.co.uk

· Qwell: a safe and confidential space online to share experiences and gain emotional wellbeing and mental health support from users and qualified professionals. https://www.qwell.io/





	
[bookmark: W2]23. Dementia Forward
	· Name of service:  Dementia Forward (DF) is the leading dementia charity for York and North Yorkshire that provide support, advice and information to anybody affected by dementia across the county, and have developed a comprehensive range of services; all with people living with dementia at their heart.

· Eligibility: people living with dementia

· How to make a referral: via DF service 

· Opening hours: Mon-Fri 9am-4pm

· Telephone/email contact: helpline on 03300 578592 or by email to info@dementiaforward.org.uk more info on
website: https://www.dementiaforward.org.uk/


	
[bookmark: W3]24.Be Independent
	· Name of service: Be Independent helps citizens to live independently by bringing emergency care and specialist equipment to their home; services can play a key role in supporting their better health and care, and to maintain their own independence, in York.

· Eligibility: anyone needed specialist equipment to live independently 

· How to make a referral: Be independent professional partners can refer customers here

· Opening hours: General enquiries: 9.00am to 5.00pm, Monday to Friday

· Telephone/email contact Telephone: 01904 645000, email: be.independent@york.gov.uk
· Find out more about what Be Independent offers including:
· York Telecare Response Service
· Equipment Loan Service



	
[bookmark: W4]25. Move the Masses
	· Name of service: Move the Masses is a charity which aims to create healthy communities by enabling people to improve their wellbeing through exercise. One of their most well known projects is called Move Mates, which sees volunteer walking buddies pair up with people who do not have the confidence to go out of their home by themselves.

· Eligibility: people who do not have the confidence to go out of their home by themselves.

· How to make a referral: via Move the Masses team 

· Opening hours: Monday - Friday 9-5pm

· Telephone/email contact hello@movethemasses.org.uk  Call 01904 373017
· Further information on the activities offered by them can be found here.

	
[bookmark: W5]26. District Nursing

	· Name of service: District nurses supporting patients living in their own homes, including residential care homes and meet the definition of housebound are able to access the service.
Housebound is an individual who is unable to leave their home environment due to a physical or psychological illness.  An individual is not housebound if they are able to leave their home environment with minimal assistance from other e.g. family, friends or Carers to attend the Doctor, Dentist, Hairdresser or leisure venues. 

· Eligibility: Each patient will be individually assessed to determine their eligibility for home nursing visits by a qualified community nurse”. This decision is based on individual needs and clinical judgement. Care needs typically addressed by the district nursing team include:
· end of life/ palliative care
· wound care/leg ulcer management
· catheter management
· administration of medication.
· Care of Hickman/PICC lines and discontinuation of chemo pumps 
· This list is not exhaustive, referrals will be triaged, refers will be advised if patients are not suitable for the district nursing service
· How to make a referral: via DN team 

· Opening hours: 24 hour service accessed via single point of access 

· Telephone/email contact: 01904 721000


	
[bookmark: W6]27. One team

	· [bookmark: _Hlk152666190]Name of service: The One Team is multi-provider collaboration that meets daily to collaborate in the provision of support to enable patients to be discharged to their own homes. The team consists of CRT, YICT, Reablement and Social Care, Domiciliary Care Providers, voluntary care services supporting discharge and the York Hospital Discharge Team.

· Eligibility: Inpatient at York Hospital suitable for discharge to home with support.

· How to make a referral: N/A – all suitable patients at York Hospital reviewed routinely.
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What is care and support?
‘Care and support’ is the term used to describe the help some adults 
need to live as well as possible with any illness or disability they may 
have including help with things like: 
•	 getting out of bed 
•	 washing 
•	 dressing 
•	 getting to work 
•	 cooking meals or eating 
•	 seeing friends 
•	 caring for families 
•	 being part of the community 


‘Help’ might also include emotional support at a time of difficulty and 
stress, helping people who are caring for an adult family member or 
friend, or even giving others a lift to a social event. 


Care and support includes the help given by family and friends, as well 
as any provided by us and other organisations. 


Who can get care and support through 
the council?
To get adult social care and support from us you must:
•	 be aged 18 or over
•	 be living within our area
•	� have needs which are eligible for support based on the national 


Care Act eligibility criteria
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Assessments
Before we can offer you care and support services we will need to find 
out more about your circumstances. To help us do this we’ll complete 
an assessment to look at your needs. 


If your assessment identifies that you’re eligible we’ll help to arrange 
your social care services. If your needs are less severe we will offer 
you advice about other services and organisations which may help you 
in your daily life, including:
•	 benefits advice
•	� local services, care providers and groups, such as 
	 www.connecttosupport.org/york


Choosing your care and support
You can choose the services which suit your needs, so that you’re in 
control of your care and support.


First tell us about your needs; we’ll discuss how any disability, illness 
or impairment affects your life during an assessment and work out the 
cost of helping you. 


We’ll also let you know if we can help with paying for your support 
and, if appropriate, agree an amount of money we’ll pay, known as 
your ‘personal budget’. 
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Your support plan
We’ll ask you to tell us about:
•	 the things you want to change in your life 
•	 the things you want to stay the same
•	� how you’ll use your personal budget to make these things happen


This information will then be recorded in your ‘support plan’. You can 
ask a friend or family member to help you, if you choose to write the 
plan yourself. We’ll need to agree your support plan before you can 
receive any personal budget payments.


Direct payments
You can make your own care and support arrangements if you receive 
your personal budget as a ‘direct payment’, or:
•	� we can help you find high quality and good  


value services, or
•	� someone else can manage your support arrangements and direct 


payment, but this will need to be agreed with us


You will have control over how the money is used to help you, but 
your direct payment can only be spent on the things agreed in your 
support plan. 


Ongoing support
We will check with you regularly to make sure that everything is 
working for you. We can also talk about any problems that you might 
have or any changes you need to make.
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Paying for care
We use a ‘financial assessment’ to work out:
•	� how much, if any, of your care costs we can help with 
•	 how much of your care costs you need to pay 


We’ll follow Government guidelines to work out your contribution; 
depending on your income, savings and any assets you have, you may 
have to pay for some or all of your care. 


We will also check whether you are getting the right amount of 
welfare benefits and help you to claim what’s due to you, to make sure 
you don’t miss out. 


Calculating your contribution
There is a limit to the amount of ‘capital’ you can have and get help 
paying for your care. Your capital includes savings, investments and 
property. 


If you are in a care home you may be eligible for a ‘deferred 
payment’, to cover some or all of your care costs; we can help to 
explain this further if needed.


The Government says you must keep at least £24.90 of your income 
per week to cover any expenses such as toiletries, newspapers or 
hairdressing. This is known as your ‘personal expenditure allowance’.
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Minimum income guarantee 
If you are not in a care home and have a weekly income (including 
income calculated from your savings) of less than the ‘minimum 
income guarantee’ the Government says you need to live on, you will 
not need to contribute towards the cost of your care. The levels depend 
on your age and can vary if you receive some disability premiums. 


Any income you have above the minimum income guarantee will be 
treated as being available for you to contribute towards the cost of 
your care. However, further allowances will be made for any 
reasonable disability related expenditure you may have. 


You will not be asked to contribute more than the actual cost of your 
care services. 
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Free services
The following care and support services are 
provided free of charge: 


•	� small items of equipment and minor adaptations to assist with daily 
living at home 


•	� intermediate care, including reablement support services, for  
up to six weeks


•	� care and support for people with Creutzfeldt-Jacob Disease


•	 services which the NHS have a duty to provide 


•	 assessment of need 


•	 care planning including provision of information and advice 


•	� help in completing the financial assessment 


For more information visit www.york.gov.uk


Further information
More information on paying for care and support is available at:


•	 Money Advice Service, tel: 0300 500 5000


•	� Citizens Advice Bureau, tel: 08444 111 444 or 01904 623648


•	 Age UK, tel: 0800 1696565


•	 Care aware, tel: 0808 252 9887 or www.careaware.co.uk


•	 Macmillan, tel: 0808 808 0000


•	 Mencap, tel: 0808 808 1111
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Safeguarding Adults
‘Safeguarding’ means protecting an adult’s right to live in safety, 
free from abuse and neglect.


It is about people and organisations working together to prevent 
and stop both the risks and experience of abuse or neglect. It is 
essential that we make sure the person’s views, wishes, feelings 
and beliefs are a key part of deciding on any action.


‘Abuse’ is when someone does something to you that you do not 
like and you want to stop.


‘Neglect’ is when you are not being given the care and support 
that you need to live your life
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How to raise a safeguarding concern
If you think you or someone you know is being abused or 
neglected, you should tell someone you trust. Ask them to help 
you stop it, report it or make a complaint and remember that you 
understand abuse or neglect is never your fault.


Supporting people when concerns are raised about abuse or 
neglect can be very difficult and distressing for everyone involved. 
Deciding what is the right thing to do can be stressful, particularly if 
the person you are concerned about is reluctant to accept support. 
If you are not sure what to do you can always seek advice.


To report a crime:
•	 in an emergency, contact the police, tel: 999
•	� if the person is not in immediate danger,  


contact the police, tel: 101


To report a safeguarding concern:
•	� contact adult social care, tel: 01904 555111 (office hours)  


or fax 01904 554055
•	� hearing impaired customers can use the text facility  


07534 437804 and generic fax number 01904 554017
•	 out of hours, tel: 01609 534527
•	 or find out how to report child abuse


If you’re not sure what to do our adult social care team or 
Safeguarding Adults Board can give you advice.


If you are a paid worker or volunteer you will need to refer to the 
Safeguarding Adults ‘concern form’ to tell us about your concerns.
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What will happen when I have raised 
a safeguarding concern? 
We will always take it seriously when someone tells us that they 
believe an adult with care and support needs has experienced 
abuse or neglect, or they tell us about a situation that could lead 
to abuse or neglect.


Everyone is different and will need different information, advice 
and support depending on their situation.


We will always make sure that the adult with care and support 
needs receives the help and support they need to take action and 
make choices that help them to retain choice over their own life.
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More information about adult social 
care and support in York
For more information about adult social care and support services is
available in York visit www.york.gov.uk or contact:


City of York Council’s Adult Social Care Team
West Offices, Station Rise, York, YO1 6GA


Telephone: 01904 555111 


Email: adult.socialsupport@york.gov.uk
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Reablement


What is Reablement?


Reablement can help you regain skills and confidence to help you live independently. 


For example, the reablement service can help you to:


•	 Find new ways to do things so that you feel safe and more confident.


•	 Regain skills and confidence to carry out daily living activities like washing, dressing and meals.


•	� Look at what else might help (e.g. support to go out, personal alarms, home adaptations  
or other equipment).


•	� Involve your relatives and/or carers in helping you to live more independently – and discuss any support 
they may need, this may include a Carers Assessment.


Who is Reablement for?


Reablement can help people who need support with daily activities because, for different reasons, they are 
finding it more difficult to do them.  


The service is for anyone over the age of 18 who is eligible for social care support and who would benefit from 
a period of reablement. It is not suitable for people who already have a long term care provider or people who 
have a serious illness which requires specialist care and pain support (palliative care). 


What does Reablement involve?


Before starting a programme of reablement, you will need to have an assessment, which highlights which areas 
of your life you need support and what your strengths are. 


We will ask you to set realistic goals which our support workers can help you achieve. Each week we will 
discuss the progress you are making and identify new goals as required.


After three weeks we will visit again and complete a review. We will work with you and decide whether you 
need longer term support or whether you need reablement to continue building on the progress that has 
been made.


City of York Council


  01904 555111      


  adult.socialsupport@york.gov.uk   www.york.gov.uk/health/carers
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What happens after Reablement?


If reablement has worked well you may find you can manage on your own or only need a little support.


If you need longer term support we will arrange for you to have a social care assessment. The assessment 
will look at your individual needs and goals. We will talk with you about the support options available and 
what will work best for you.


Will I have to pay for Reablement?


Whilst your social care needs are being assessed, you will not be charged for your reablement support 
(this can be from a few days or up to a maximum of six weeks). We will review your progress at three 
weeks and, if the reablement period is completed and you require ongoing support, you may need to 
contribute to the cost of care depending, on your financial assessment.


A Customer Finance Advisor will help you complete a financial assessment form. The purpose of the 
financial assessment is to determine whether you are eligible to have some, all or none of your care and 
support costs funded by the council. 


If you are eligible for funding support, we will tell you how much you need to contribute towards your care 
and support services. The Customer Finance Advisor will offer to check that you are receiving all of the 
benefits that you are entitled to, and help you claim any benefits you are entitled to, but don’t yet receive. 


How can I get Reablement?


You can refer yourself or ask a family/friend or a health professional working with you to contact Adult 
Social Care on 01904 555111. If you already have a social care manager please talk to them about it.


If there is an emergency outside office hours, or at the weekend you can contact our Emergency Duty 
Team for advice on 0845 0349417.
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City of York Council


  01904 555111      


  adult.socialsupport@york.gov.uk   www.york.gov.uk/health/carers


If you would like this information in an accessible format  
(for example in large print, in Braille, on CD or by email)  
please call (01904) 551550


This information can be provided in your own language.
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OFFER OF MULTIDISCIPLINARY SUPPORT TO INDEPENDENT CARE PROVIDERS



Across the North Yorkshire and York area, work to support the independent care sector in preventing and managing outbreaks of Covid-19 has helped consolidate and expedite collaboration between Health & Social Care colleagues to develop the offer of support to you, the people you support and staff.



As a result of learning from the last 2 ½ years, Humber and North Yorkshire Health and Care Partnership (HNYHCP), previously known as the Vale of York and North Yorkshire CCGs) & North Yorkshire Council (NYC) are working together on to deliver an integrated approach to quality assurance and quality improvement.  



The team is formed of the NYC Quality & Service Continuity Team and York Place Quality Nursing Team working as an integrated service led by Principal Nurse/ Head of Quality Improvement.  The Quality Assurance and Improvement Team has Quality Nurses, Quality Improvement Officers and Quality Assurance Officers working together, with a risk-based approach, to provide support and advice to providers across York & North Yorkshire (including Craven). By working as a single service, we are able to ensure that the most appropriate support is provided by the most appropriate staff for the job.





This offer does not detract in any way from the proactive and innovative work that is already underway by providers. Colleagues across the independent care sector have and continue to work incredibly hard under great pressure to keep people and staff as safe as possible.  It is hoped that by all partners working together providers will feel able to call on extra resource or expertise to help compliment existing structures to look after people and staff.



Background



Purpose and values underpinning the requirements:



As Health & Social care partners across Humber and North Yorkshire Health and Care Partnership (HNYHCP)& North Yorkshire Council (NYC) we know how vulnerable the people you support are and will aim to work collaboratively to:



· Support the delivery of high quality care 

· Prevent harm

· Share best practice

· Provide opportunities to influence and collaborate on service and quality improvement.  



What is the offer to our colleagues in the independent care sector?



The offer from the HNYHCP and NYC to providers includes seven elements:



1. Training and Care Sector Engagement – sharing, learning and good practice

2. Leadership and Workforce support

3. Commissioning responsive supportive care

4. Digital Support

5. Effective Communication with and between providers

6. Joint working for system wide care and response

7. Recovery plans





Further detail is provided below:

Element one - Training and Care Sector Engagement – sharing, learning and good practice





· Weekly bulletins will continue to share good practice and learning 

· Care Connected, a regular virtual meeting provides a forum to raise concerns or queries and for the HNYHCP to facilitate support in responding to these including ethical dilemmas and training as requested by the membership

· The HNYHCP and NYC will co-ordinate an offer of training in areas including, but not limited to:

· Personal Protective Equipment (PPE) including what PPE is required and appropriate and how best to use it as well as working to support you where there are issues with obtaining PPE

· Infection Prevention Control

· Covid-19 specific messages and guidance

· Catheter care

· Sepsis awareness

· Falls prevention

· React to Red

· Nutrition and Hydration

· Dementia training

· Mouthcare

· Safety huddles, how to run these effectively

· Early identification of the deteriorating resident

· Advance care planning with the support of primary care colleagues

· End of life care with support from the Hospice teams

· Deprivation of Liberty Safeguards and Mental Capacity Act guidance including standard documents to be used and a forum for asking questions

· Safeguarding support, advice, and guidance

· Moving and Handling

· Defensible documentation

· Risk assessment and care planning



· Supportive calls will be made to providers who report challenges

· Infection prevention and control expertise will be available from HNYHCP and NYC super trainers who will then train in these key skills.

· The HNYHCP and partners will support the care sector with learning from incidents and root cause analysis

Element 2 - Leadership and Workforce





· Support for registered managers via registered managers network and Partners in Care/ Care Connected Network.  These forums may blend as the team evolves.

· HNYHCP & NYC recognise the enormous toll this is taking on care sector staff, sharing of support for health & wellbeing for social care workers including mental health and wellbeing through IAPT and bereavement services.

· Support to Registered Managers with professional advice and support and incidents as requested from HNYHCP Senior Nursing team and the Quality & Service Continuity Team.

· 'Care for Others, Make a Difference' campaign for recruiting into the care sector alongside the ‘Bring Back Staff’ to maximise use of NHS returners to nursing homes, student nurses and mutual aid from other commissioned services

· Establishment of education resources and materials which will be made available to the care sector from organisations such as Skills for Care

Element 3 - Commissioning responsive, supportive care





· There will be the provision of registered nurse offer for daily support to each care home through community / acute providers. This is to ensure that people supported receive the best advice and care from community services such as wound care, continence, long term conditions and no-one ‘slips through the net’

· Telemedicine will be supported in a number of identified providers to support staff and residents in accessing clinical advice/ care/ referral

· There will be the provision of clear support from specialists to every care home and a ‘directory’ detailing that support

· St Leonard’s Hospice have committed to supporting with the provision of exemplary end of life care services in the care sector and are available for to consult with for support people in your care and bereavement support for staff

As mentioned above, the toll this takes on staff is recognised and to support staff there will be the provision of clear support for staff wellbeing and mental health e.g. IAPT for care home staff, bereavement support, clear documentation for supporting homes to make best interests decisions, dementia care, mental capacity advocates where required

· There will be the provision of clear and effective discharge planning processes from hospital and follow up visits the day following discharge, from most appropriate health professional and you will be made aware of the pathway so that you can ensure you are comfortable with residents coming into your homes.

· There is already the provision of effective IPC support from community infection prevention and control services and QAIT support

The principle of ‘one care home one GP practice’ is the cornerstone of the multidisciplinary support. The enhanced offer from primary care will include:

· A named clinical lead from the practice for each care home

· Weekly ‘check ins’ with each home. This needs to be multidisciplinary in nature drawing on expertise and support as required for the population needs and can be a virtual ‘check in’

· Development of a process and establishment of personalised care plans including advance care plans

· Clinical pharmacy support including medication reviews







Element 4 - Digital Support





· The HNYHCP have already arranged for the provision of Tablets allocated to care homes for virtual GP consultations enabling a new way in working for Health Care Practitioners reducing visit times and increasing speed of assessment and consultation.

· The Capacity Tracker allows the HNYHCP and NYC to identify capacity in the market and challenges facing providers, allowing support to be offered to those settings, as appropriate. This has been extended to organisations including the Hospice, Mental Health, Learning Disability, and community units.

· NHS Mail provides a secure means of communicating information including, where appropriate, sensitive, and confidential patient information to colleagues in the NHS. It also enables care sector colleagues to comply with the requirements of the Data Security Protection Toolkit. A significant number of care sector colleagues have now begun to transition to NHS Mail across the HNYHCP, and support is available to transition if providers have not already done so.

· Further development of telehealth solutions for effective monitoring and response with the provision of Immedicare is now available in many care homes and the aspiration is to extend this offer further

Element 5 - Effective Communication with and between providers





· The Trusted Transfer documentation used by care homes continues to be supported for enabling communication on admission and to support discharge. Urgent messages and signposting to updated guidance are and will continue to be circulated as required by the HNYHCP & NYC communications, it is anticipated these may blend as the team evolves in response to providers needs

· Interface between secondary care and care providers for resolution of issues and sharing of best practice (through discharge standards group)

Element 6 - Joint working for system wide care and response





· Building a provision to support specialist nurses and care providers in the training and education provided to enable wider skill set i.e. insulin administration, end of life care

· Pathway to Outstanding supports providers to improve their current Good CQC rating to achieve outstanding.

Supporting care providers with requests and queriesElement 7 - Recovery plans





· We will aim to provide clarity to care homes as services are re-introduced and enable people to access these, where possible, including referrals/planned care etc. 

· Early planning for the next flu & booster vaccination season and how this might be operationalised under different circumstances in the future, planning for future service delivery, models and payment mechanisms e.g. CHC, making sure that we don’t lose examples of transformation and different ways of working so that these can be carried forward in the future.





Please help us to help you:



Providers are encouraged to share examples of good practice. The team want to learn and work with providers for local solutions that work. 



Providers are encouraged to make use of the training available and escalate concerns as soon as possible so that the team can try to support you to resolve these.





Next Steps:

Some parts of this offer are under development as the team evolves. The team will continue to communicate out further information regarding the overall partnership offer to care providers to support continued efforts to deliver enhanced healthcare in care homes and across the care sector for our most vulnerable people.



For further information and to see how the QAIT can help your service please contact sarah.fiori@nhs.net
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Referral Criteria for St Leonards Hospice@Home Team



The following information provides guidance on which patients are likely to benefit from a referral to St Leonards Hospice@Home (H@H) team, and which patients are likely to be unsuitable. Informal discussion is encouraged to discuss uncertain situations and to agree appropriateness of these referrals before they are made.



· Referrals to the Hospice@Home service can be made through Single Point of Co-ordination (SPOC) via direct telephone contact (01904 777770).

· All referrals will be triaged by the Nurse in Charge, using a bespoke triage tool which is based on a validated suite of outcome measures. 

· [bookmark: _Int_e8tcp6lE]Depending on the urgency score and current caseload demands, an approximate time frame of response will be given to the referrer and contact will be made with the patient/family. 

· All referrals, assessment and contacts will be clearly documented on SystmOne (S1), utilising the tasking function to communicate effectively between the necessary community services involved with the patient. 

· Any healthcare professional involved in the patient care can refer to H@H. Any enquiries from patients/families regarding referrals will be directed back to their key worker. 

		Referral Criteria 

All the below:

· Patients must be 18 years of age or above and have a life limiting condition.

· All referrals must be Fast Track funding eligible. 

· Patients must consent to a referral being made to the Hospice@Home service or a Best Interests decision made on their behalf.

· Patients must be registered and assigned to the District Nursing service. 

· The service is available to patients in their own home, inclusive of care homes and residential homes.

· All referrals must have an Australian Karnofsky Performance Score (AKPS) of 60% or below with a need for hands on personal care.









		Discharge from Hospice@Home team:

Examples of reasons for discharge are detailed below:

· If the patient has a stable phase of illness or a prognosis longer than weeks and their needs can be met by an alternative service i.e, fast track care package. 

· Its recognized prognosis is complex, so the use of a standardized discharge framework tool is used to guide decision making in uncertain situations.

· Patient condition or Karnofsky improves while in a stable phase of illness.

· Patient dies.

· Patient moves out of area.

· Patient declines service.

· Patient is referred to another team or agency.

· Unable to maintain a safe working environment for the H@H team.

· Patient admitted to Hospital/hospice/care home.



If discharge is appropriate, this will be discussed with the patient and family. 

The patient’s key worker/referrer will also be notified of the discharge from the H@H service.   
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