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Executive Summary 
The purpose of the evidence base is to collate and analyse the available 
data to inform the development of commissioning intentions and a new 
service delivery model for Adult Social Care (ASC) preventative services in 
Cornwall.  

The redesign of the ASC prevention offer will be aligned to the overarching 
Shaping Our Future (Cornwall’s Sustainability and Transformation Plan) 
whole system prevention strategy. This strategy considers wider 
preventative measures across the Council, Public Health, the NHS in 
Cornwall, and partner organisations.   

1. Population Needs Assessment 

• The total population of people aged 65 and over is predicted to 
increase by about 33% by 2030.  

• The percentage of the population in Cornwall aged 18-64 with a 
learning disability, autism, physical disability, visual impairment or 
mental health need is predicted to remain stable; however the 
percentage of the population aged 65 and over with those needs is 
expected to dramatically increase. 

• During the trial of the Three Conversations approach in Adult Social 
Care, 75% (just over 1,000) people who had “Conversation 1” were 
provided with information and advice and/or connected to available 
community resources. At least 20% of these required support that 
could potentially be picked up by the local community in relation to 
the following: general info and advice, benefits/money, housing, 
social isolation, hospital discharge/frequent users of emergency 
services, work/volunteering/activities in communities 

• According to Public Health England, priorities in Cornwall are reducing 
smoking, physical inactivity, unhealthy diets, excess alcohol, and lack 
of social connections. 

• 68 individuals were reported as rough sleeping in 2017 compared to 
99 reported the previous year. Data regarding homelessness 
prevention or relief where the household was assisted to obtain 
supported accommodation shows that during 2016/17 there were a 
total of 133 people and during quarters one to three of 2017/18 there 
were a total of 147 people assisted to access supported 
accommodation.  

• Empowering people and asking them to take on more responsibility 
for their health and wellbeing is a priority for residents of Cornwall. 

2. Review of service provision 
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Adult Social Care Prevention 

Cornwall Council is the lead commissioner for the Adult Social Care (ASC) 
prevention contracts that are coming to an end 2018/19: 

• Wellbeing services (for all client groups)-the services result in a high 
number of unpaid support hours through the use of volunteers. (Two 
of these contracts are jointly funded by the Council and NHS Kernow 
Clinical Commissioning Group)  

• Long term supported accommodation for people with learning 
disabilities, autism and/or mental health needs for people who may 
or may not have eligible needs 

• Complex needs supported accommodation, community outreach and 
street outreach support for people who are homeless/rough sleeping 
with complex needs 

• HIV community support for people living with HIV 

Other Projects and Provision 

Projects undertaking work linked to this prevention project that need to be 
taken into consideration include: 

• Projects set up to look at how to map community assets, better 
linking people to local communities and developing social prescribing; 
including projects that form part of the prevention theme under 
Shaping Our Future led by Public Health 

• Projects aimed at the development of social care accommodation, the 
modernisation of day services and short breaks, the development and 
procurement of new contractual arrangements for home care and 
supportive lifestyles, the review of community equipment and 
technology enabled care; by Adult Social Care and NHS Kernow under 
the Transforming Adult Social Care (TASC) programme. 

• Work to review services for people with mental health needs, 
including employment support and supported/crisis accommodation, 
led by NHS Kernow, Adult Social Care and Cornwall Partnership 
Foundation Trust under the Mental Health Local Delivery Plan/other 
mental health commissioning plans  

• Projects and services to reduce rough sleeping, prevent 
homelessness and address housing needs in Cornwall, led by 
Strategic Housing and Cornwall Housing under the Rough Sleeper 
Reduction Strategy, the Homelessness Strategy and the Housing 
Framework  

• Projects aimed at providing support with relocation and information 
and advice on accessible housing options and adaptations, including 
the development of Independent Living Centres, as well as 
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addressing the housing needs of wheelchair users who are registered 
on Homechoice (social housing register). Led by Strategic Housing, 
Cornwall Home Solutions, Cornwall Housing and Adult Social Care. 

3. Engagement and Consultation 

Engagement and consultation has been completed during 2016 and 2017 in 
relation to what prevention services are needed (more information on our 
website www.cornwall.gov.uk/preventionservices ). The key themes which 
emerged included: 

• Provide information and advice – ensure that people are able to 
access accessible information and advice 

• Commission support services to meet needs: 

o support needed to help vulnerable people with independent 
living and leading an ‘ordinary life’, including help with form 
filling, self-management and links to community resources 

o befriending/peer support needed to reduce loneliness and 
social isolation 

o support needed before/during/after discharge from hospital 
with practical tasks and links to community resources 

o improved links needed between voluntary sector support 
solutions and the health and social care system 

o crisis accommodation needed for rough sleepers 

o supported accommodation needed for homeless people with 
high/medium level of complex support needs 

o outreach provision needed for people at risk of homelessness/ 
rough sleeping/people who are homeless with low level support 
needs. 

• Monitor individual outcomes - commission services that support 
vulnerable people to achieve the following individual outcomes: 

o Access appropriate housing 

o Manage money 

o Access education, employment and training 

o Make links to local community activities and projects 

o Self-manage health and wellbeing 

o Access other services when needed and make informed 
decisions  

• Encourage community resilience – support local communities to 
understand what is needed and wanted and to develop local projects. 

http://www.cornwall.gov.uk/preventionservices
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4. Legislation and Guidance 

The key themes relevant to this report that need to be taken into 
consideration are: 

• According to the Care Act 2014 services, facilities or resources need 
to be provided or arranged that help an individual avoid developing 
needs for care and support by maintaining independence and good 
health and promoting wellbeing.  

• The Homeless Reduction Act is new legislation being enacted in April 
2018 which increases the statutory duty for the prevention of 
homelessness to local authorities. Based on the introduction of a 
similar duty in Wales in 2015, local authorities have been advised to 
prepare for an increase in applications of approximately one-third.  

• The NHS Forward View describes intentions to develop evidenced-
based action plans to prevent health conditions from developing and 
investing in the voluntary and community sector.  

• The Five Year Forward View for Mental Health includes the following 
priority action for the NHS by 2020/21:  ‘Promoting good mental 
health and preventing poor mental health– helping people lead better 
lives as equal citizens’; including creating ‘mentally healthy 
communities’ 

• Rights, independence, choice and control, health, work opportunities 
and inclusion in local communities need to be promoted for people 
with a learning disability, autism, physical disability, mental health 
needs and other disabilities. This includes targeting activities to help 
higher risk and vulnerable individuals to live healthier, more 
independent lives. 

• There is growing evidence demonstrating the impact that loneliness 
and social isolation can have on people’s physical, mental and social 
health. 

• There are two approaches to homelessness services: the traditional 
supported accommodation pathway and the Housing First pathway. 
The Housing First model bypasses transitional accommodation by 
placing the most vulnerable homeless people directly from the street 
into independent tenancies with tailored support, without insisting 
that they engage in treatment. There is evidence of a need for both 
pathways.  

• Joint commissioning with health, public health and other public 
services should take place where appropriate. 

• Work needs to take place with the voluntary, community and social 
enterprise (VCSE) sector in order to build community resilience and 
make use of community assets. 
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5. Local Strategic Context 

A summary document, Our Aims for 2017, was developed to outline what 
we aim to achieve over the course of the year to deliver the Council 
Strategy and improve the areas that are most important to residents. The 
prevention commissioning intentions will support delivery of the Council 
Strategy by: 

• Engaging Our Communities – we will enable and empower residents, 
town and parish councils plus the voluntary, community and local 
business sectors to play an active role in identifying local needs and 
assets, gaps and barriers to residents supporting each other, 
priorities for the Council and how to better connect people to 
community resources 

• Healthier and Safer – we will protect the most vulnerable and ensure 
everyone has the best possible opportunity to improve their physical 
and mental wellbeing and stay safe through offering low level support 
to people with additional needs and links to community assets 

• Efficient, Effective and Innovative – we will identify, design and adopt 
innovative approaches to funding, technology and assets to enable us 
to meet future financial challenges and deliver services in the most 
efficient and effective ways; including using online platforms to help 
us to understand need and allocate funding at a local level to prevent 
social isolation 

Taking Control, Shaping Our Future is a summary of the Sustainability and 
Transformation Plan (STP) for Cornwall and the Isles of Scilly. This 
programme of work known as ‘Shaping Our Future’ is a key priority for 
everyone working in health and social care in Cornwall. Shaping Our Future 
has three aims: 

• Improve the health and wellbeing of the local population 

• Improve the quality of local health and care services 

• Deliver financial stability in the local health and care system. 

Commissioning preventative services will support the priority actions 
through delivering: 

• Better low level support and opportunities for people with mental 
health problems and long term conditions 

• Targeted lifestyle advice and information for people with additional 
needs to self-support and self-manage their own health and 
wellbeing. 

Cornwall Homelessness Strategy 2015-2020 and Rough Sleeping Reduction 
Strategy 2017-2020 set out our plans to: 
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• Tackle the causes of homelessness and wherever possible prevent its 
occurrence 

• Support homeless households and ensure that there is sufficient 
accommodation available for those who do become homeless 

• Prevent rough sleeping and support rough sleepers, including those 
who have become entrenched to a life on the streets.  

The prevention commissioning intentions will support these aims, by 
providing support to rough sleepers and to homeless people with complex 
needs, including outreach support and supported accommodation; offering a 
pathway of support to independent living. 
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Introduction  
Under the Care Act 2014 local authorities must provide or arrange for 
services, facilities or resources which would prevent, reduce or delay 
individuals’ needs for care and support.  

The purpose of the evidence base is to collate and analyse the available 
data to inform the development of commissioning intentions and a new 
service delivery model for ASC preventative services in Cornwall. The 
document will be used by both health and social care commissioners and 
providers to better understand needs.  

The document provides both quantitative and qualitative data to provide a 
valid and reliable evidence base for future commissioning and service 
development. This includes quantitative demand, performance and 
outcomes data; as well as qualitative data gathered through engagement 
with commissioners, providers, service users and other stakeholders. 

The commissioning intentions consider how we will work with partners and 
local communities to improve the quality of life and opportunities available 
for people with low level support needs in Cornwall. The redesign of services 
will be aligned to the Shaping Our Future overall strategy for prevention 
(Cornwall’s Sustainability and Transformation Plan).  Interventions will 
follow an asset based approach to self-support and make best use of 
existing community resources.  

Population Needs Assessment  

National and Local Landscape 

Population 

There are 553,685 people 
living in Cornwall 

24% of the population are 
aged 65 years and over 
compared to the England 
average of 18% 

Vulnerable 
groups 

12% of people are providing 
unpaid care compared to the 
England average of 10% 

Housing 

7% of households lack 
central heating in 
Cornwall compared with 
3% across England Economy 

33% people aged 16-74 are 
economically inactive (not 
working or studying) in 
Cornwall compared with 30% 
across England 
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Education & 
skills 

22% of people have no 
qualifications in Cornwall 
which is the same as the 
average across England Access & 

transport 

17% of households have no 
car in Cornwall compared 
with 26% across England 

Health & 
wellbeing 

21% of people have a 
limiting long-term illness in 
Cornwall compared with 
18% across England 

Communities 
& environment 

The % of people 'satisfied 
with their neighbourhood' is 
higher than the average 
across England 

44% are rural residents 
compared to the England 
average of 11% 

Source: Oxford Consultants for Social Inclusion (OCSI), www.ocsi.co.uk / 01273 
810 270. ©OCSI 2016.  

People with Additional Needs 
The population of Cornwall aged 18-64 years is predicted to increase by just 
over 2% by 2030. The percentage of the population in Cornwall aged 18-64 
with a learning disability, autism, physical disability, visual impairment or 
mental health need is predicted to remain stable, as well as people aged 
30-64 with early onset dementia, as can be seen in the table below. 

Predicted demographics of 18-64 population in Cornwall with additional needs 

 2015 2020 2025 2030 
% 
change  

Total population aged 18-64  313,700 317,600 319,900 321,300 2.42% 

Learning Disabilities (moderate or 
severe)  

1,727 1,748 1,766 1,789 3.59% 

Autism Spectrum Condition  3,070 3,119 3,145 3,166 3.13% 

Physical Disability (serious)  8,038 8,280 8,434 8,305 3.32% 

Serious visual impairment 204 206 208 209 2.45% 

A common mental disorder 50,785 51,432 51,706 51,922 2.24% 

A borderline personality disorder 1,424 1,441 1,448 1,454 2.11% 

An antisocial personality disorder 1,077 1,094 1,103 1,110 3.06% 
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A psychotic disorder 1,263 1,279 1,285 1,291 2.22% 

Two or more psychiatric disorders 22,604 22,904 23,038 23,144 2.39% 

Source: Projecting Adult Needs and Service Information (PANSI) Accessed July 2016 

 
The total population of people aged 65 and over is predicted to increase by 
about 33% by 2030. The percentage of the population aged 65 and over 
with learning disabilities, autism, visual/ hearing impairments, dementia, 
mobility issues or severe depression is expected to dramatically increase, as 
set out in the table below. 

Predicted demographics of 65+ population in Cornwall with additional needs 

 2015 2020 2025 2030 
% 
change  

Total population 65+  132,300 145,400 159,500 176,300 33.26% 

Learning Disabilities (moderate 
or severe)  

377 406 432 472 25.2% 

Autism Spectrum Condition  1,238 1,363 1,500 1,656 33.76% 

Visual impairment (moderate or 
severe) 

11,359 12,814 14,740 16,339 63.69% 

Hearing impairment (moderate 
or severe) 

1,460 1,641 1,880 2,227 52.53% 

Dementia 9,013 10,419 12,431 14,765 63.82% 

Mobility issues - unable to 
manage at least one mobility 
activity*   

23,760 26,960 30,803 35,417 49.06% 

Severe depression 3587 3,947 4,506 4,990 39.11% 

Source: Projecting Older People Population Information (POPPI) Accessed July 2016 

* Mobility activity - going out of doors and walking down the road; getting up and 
down stairs; getting around the house on the level; getting to the toilet; getting in 
and out of bed. 

People with Adult Social Care Needs 
Low Level Packages 
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The Adult Social Care service receives around 22,000 requests for help and 
advice each year. The rate of referral can vary between 450 and 570 per 
month for assessments. On average there are 600 new cases waiting for an 
assessment. Approximately 370 assessments are completed per month. 
Care is provided for more than 7,000 people, either in their own homes or 
in residential or nursing care homes, as well as support for around 2,000 
carers.  

Consideration needs to be given to ensuring that people are able to better 
self-manage and access provision within their local community where 
appropriate. Analysis of low level care packages carried out by the Council’s 
data team (total packages for less than £150 per week) has identified that 
approximately 2,000 people are receiving low level packages and that 52% 
of these are for people who require physical support and are over 65 years 
old. Within this cohort there may be a small number of people who do not 
require packages of care and would be better supported in their local 
community. 

 

Trial of Three Conversations 

During 2017 innovation sites in east, mid and west of Cornwall trialled the 
Three Conversations approach to social care with the aim is to remove the 
traditional ‘assessment for services’ approach and create a new culture 
where practice is based on three conversations: 
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The data shows that 75% (just over 1,000) of conversations started over a 
six month period were ‘Conversation 1’ where people were provided with 
information and advice and/or connected to available community resources. 
Further analysis of the reason for contact at Conversation 1 shows that of 
those requesting support at this stage, 20% required support that could 
potentially be picked up by the local community in relation to the following: 

• general info and advice 

• benefits/money 

• housing  

• social isolation 

• hospital discharge/frequent users of emergency services 

• work/volunteering/activities in communities. 

A further 14% required support related to particular primary needs, but it is 
not clear as to the type of support required: physical/mobility needs; 
mental health; dementia/memory loss; learning disabilities/ autism; 
sensory loss; substance misuse. 

Thirty-three percent required Adult Social Care support related to an 
assessment, changes in needs, personal care and domestic tasks. 17% 
required equipment and the remaining people required other support (e.g. 
links to transport and GPs).  

Young People in Transition 

Data from the Local Authority EMS One report 2015 shows that there were: 
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• 806 children aged 5 – 10 resident in Cornwall with a Statement of 
Special Educational Needs (SEN) or Education, Health and Care (EHC) 
plan 

• 1,018 young people aged 11 – 15 resident in Cornwall with 
Statement of SEN or EHC plan 

• 359 young people post 16 in Further Education provision with a 
Statement of SEN or EHC plan or Learning Needs Assessment  

Approximately 1,300-1,500 people aged 14-25 years were recorded by 
Children, Families and Adults as having a disability in 2016. However, 
further information on the numbers of people and the needs of those people 
is required to better understand those that would be eligible for Adult Social 
Care and those that may require support from preventative services.  

People Accessing Health Services 
According to Public Health England1, health priorities in Cornwall are: 

• reducing smoking 

• physical inactivity 

• unhealthy diets 

• excess alcohol 

• lack of social connections.  

These five behaviours lead to five health conditions (cardiovascular disease, 
cancer, mental illness, lung disease and musculoskeletal problems) that 
cause the majority of deaths and disability in Cornwall.  

People who are Rough Sleeping/ Homeless 
In 2016 the Rough Sleeper Count in Cornwall suggested 99 rough sleepers 
in the locations shown on the map below. 

                                                 
1 Public Health England (2017) Cornwall Health Profile 2017. Public Health Profiles 
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The latest official estimate on the number of rough sleepers in Cornwall 
suggests a 31% drop over the last year. Official estimates show that whilst 
Cornwall still has a relatively high numbers of rough sleepers, 68 individuals 
were reported as rough sleeping compared to 99 reported the previous 
year. The figures come from Department for Communities and Local 
Government (DCLG) data on the number of rough sleepers in Cornwall on a 
typical night in November 2017.  

Cornwall Housing Options monitoring data shows that during 2016/17, 
there were 811 decisions made in relation to homelessness applications in 
Cornwall; 288 were found to be eligible, unintentionally homeless and in 
priority need. This included a total of 113 people who were single or couples 
without dependent children. Single people who present as homeless are 
more likely to have complex needs, including mental health, substance 
misuse and offending behaviours. 
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Accepted Homeless Applications 2016/17 
Single people and couples without children 

 
 

Cornwall Housing Options monitoring data includes data regarding 
homelessness prevention or relief where the household was assisted to 
obtain supported accommodation. ‘Homelessness prevented’ are cases 
where homelessness is prevented by positive action, for households at risk 
of homelessness (i.e. before homelessness occurs). ‘Homelessness relieved’ 
are cases where homelessness is relieved by positive action, for households 
who are already homeless (but not owed a main homelessness duty). This 
shows that during 2016/17 there were a total of 133 people and during 
quarters one to three of 2017/18 there were 147 people assisted to access 
supported accommodation. 
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Priorities of the Local Population 
In November 2016, all the major public sector health and care organisations 
published an outline plan to improve services based on the NHS England 
Five Year Forward View and Devolution Deal for Cornwall. This programme 
of work is known as ‘Shaping Our Future’ and is the number one priority for 
everyone working in health and social care in Cornwall. A public survey, 
community and provider events took place between late 2016 and early 
2017 to inform the programme. Comments from the engagement most 
relevant to this Prevention Project are captured below.  
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Review of Service Provision 

Adult Social Care Prevention Services 
This section outlines a number of services which the Council funds to deliver 
support and services on our behalf. Most of these contracts end in 2019 and 
will be recommissioned so we are consulting on how the services should 
look like to benefit people and communities. 

Wellbeing Services 

Wellbeing Befriending Services: The providers enable voluntary, mutually 
beneficial and purposeful Befriending opportunities in order to maintain 
independence and promote health and wellbeing, whilst also providing 
Carers with a short-break from their caring role and sign-posting them to 
appropriate support services. Service users are people who are experiencing 
a risk to their independence or wellbeing, who are aged 18 years plus and 
who live in Cornwall. These contracts also include funding from the joint 
health and social care carers budget.  

During 2016/17 the providers over delivered in terms of the number of 
people supported, achieving 245% of the target (approximately 350 people 
were supported on average at any one time). Approximately 200 carers 
were also supported to access a short break. The providers delivered just 
over 90% of the paid support hours, although one provider under delivered 
due to a restructure. Unpaid staffing hours were delivered through the use 
of volunteers, resulting in approximately an additional 20,000 unpaid hours. 
The main referral routes were through the VCSE sector or through Adult 
Social Care. 

The submitted demographic data for befriending services showed that 80% 
of service users were aged 75 and over. One provider submitted data 
demonstrating that over 50% of service users had a physical disability and 
over 25% had a mental health need. The main reasons for accessing the 
services were emotional/ mental health support, which the providers 
explained was linked to social isolation.  

The contracts will come to an end 31 March 2019. 

Volunteer Support Service: The providers offer support for realistic 
volunteering opportunities to be identified, prepared for and maintained by 
vulnerable people; as well as helping people to access other forms of 
support, including community and voluntary based activities and 
opportunities. Service users are people who are experiencing a risk to their 
independence or wellbeing, who are aged 18 years plus and who live in 
Cornwall.  

During 2016/17 the provider only supported half of the target number of 
people in the contract (approximately 40 people were supported on average 
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at any one time). The provider has stated this is due to the high needs of 
those being supported and the reluctance of people to move on from the 
service. This also explains the exit data which shows that 65% of exits are 
due to ‘not responding to the service’; people are not exiting if they are 
responding to the service. The provider delivered 100% of the paid support 
hours with approximately an additional 700 unpaid hours. The main referral 
routes were through the VCSE sector or through Truro College. 

The submitted demographic data for the volunteer support service shows 
that over 95% of service users were aged 18-64 years; approximately 50% 
of service users had a learning disability, 20% had autism, 15% had a 
physical disability and 10% had a mental health need. All service users 
were supported to access volunteering placements.  

The contract will come to an end 31 March 2019. 

Home from Hospital Service: Support for a maximum of 6 weeks for adults 
returning home from hospital. Volunteers work with individuals to identify 
any risks to their independence and wellbeing and support access to 
services and activities to meet needs. Supporting individuals on initial 
arrival home from hospital with shopping, meal preparation, light domestic 
tasks. 

During 2016/17 the provider supported 90% of the target number of people 
in the contract (approximately 135 people were supported on average at 
any one time). Exit data shows that approximately 40% of people exit as 
they no longer need support and 30% exit because they have been 
signposted/ referred elsewhere. The service delivered just over 100% of the 
paid support hours, with approximately an additional 1,250 unpaid support 
hours provided. The main referral route is through Royal Cornwall Hospital 
(Treliske). 

The submitted demographic data for the service showed that 64% of 
service users were over 75 years and over; over 25% of service users had a 
physical disability; although almost 30% did not have a disability. The main 
reason for support was with basic needs (ensuring the person has access to 
food, water, heating). NHS Kernow have analysed patient records and have 
evidenced a saving of approximately £260k over a 12 month period, by 
comparing spells in hospital pre and post registration with the service, plus 
associated tariff costs. This relates to 120 people who accessed the Home 
from Hospital Service and evidences that the service can help reduce Non-
Elective (NEL – unplanned, urgent) and Emergency Department admissions.  

The contract will come to an end 31 March 2019. 

Individual Budgets (IB): The service provider undertakes assessments or 
reassessments of support needs and risks to independence and wellbeing 
and considers how the person’s support needs can be met and the risks to 
their independence and wellbeing mitigated as far as possible. The provider 
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has a funding pot that can be allocated to individuals to pay for support 
where required through Individual Budgets (IBs).  

In 2015/16 the provider was tasked with reviewing the current service 
users to determine if they were being maintained or enabled and then 
signposting/ making appropriate referrals. There are currently 
approximately 20 people still receiving IBs. These people have needs 
related to learning disabilities and/ or mental health; or are rough sleepers.  

The contract ended 31 March 2018. 

Capacity Building: The service provider offers organisations providing 
Community, Voluntary and Social Enterprise (VCSE) sector services bespoke 
support to reach their potential for quality, performance and outcomes. This 
includes improving performance and outcomes, governance and legal 
frameworks, skills and best practice, networking opportunities and funding 
opportunities.  

The service delivered 100% of support hours for 2016/17.  The provider has 
supported organisations with bid writing that has resulted in additional 
funding of approximately £130k for the VCSE sector for 2016/17 with the 
largest single area (approximately 40%) of this being around funding for 
activities. The main outcomes achieved were enabling organisations to learn 
from best practice, improve links with other local organisations and apply 
for community grants.  

This contract ended 31 March 2018. 

Grants: The provider facilitates and administers the allocation of grants, 
aimed at enhancing health and wellbeing: 

• Carers Grants and Carers Organisation Grants – Aimed at groups of 
carers and carers’ organisations to generate community based 
activities, events and workshops that promote the health and 
wellbeing of carers. On an annual basis the Carers Grants have 
supported approximately 30 groups and 35 couples; over 600 carers 
and 200 ‘cared-for’. On an annual basis the Carers Organisation 
Grants have supported approximately 30 organisations; over 1,400 
carers. This grant is funded by the joint health and social care carers 
budget. 

• Prevention Community Grants – Aimed at local voluntary and 
community based organisations to develop a range of activities and 
events that improve health and wellbeing of people. On an annual 
basis supported approximately 20 projects; 1,000 people (directly or 
indirectly). 

• Memory Cafes – Aimed at supporting start up, development and 
maintenance of memory cafes which support people experiencing 
symptoms of dementia and memory loss. On an annual basis has 
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supported approximately 30 organisations; over 500 people with 
dementia and 350 of their friends/carers/family. There were over 500 
individuals involved in the allocation of grant money helping to 
provide a peer led process. This grant is funded by the joint health 
and social care dementia budget. 

This contract will come to an end 31 March 2019; the Prevention 
Community Grants ended 31 March 2018.  

Long Term Supported Accommodation (LTSA) 

Nine service providers deliver 90 units of long term supported 
accommodation in a suitable and appropriate environment. These services 
are currently accessed by people with learning disabilities, mental health 
needs and/ or autism who may or may not have eligible health and social 
care needs. Providers work with the person, the person’s carers and other 
support networks to identify prevention needs and risks to a person’s 
independence and wellbeing; and to support the person to identify how 
their needs can be addressed and how risks to their independence and 
wellbeing can be mitigated. The aim is to ensure people are enabled to live 
as independently as possible by supporting them to gain or regain essential 
skills, experience and confidence.  

During 2016/17 utilisation was just below 100% and delivery of paid 
support hours was just over 100%. The main outcome achieved by those 
who exited the services related to an improved understanding of how to live 
independently. Out of the 90 people accessing the services, approximately 
30 also had ASC personal budgets and 20 were open to Community Mental 
Health Teams.  

The contracts will come to an end 30 September 2018. 

The services have been reviewed and it has been determined that it is not 
appropriate for the ASC Prevention Budget to fund long term 
accommodation based services. This budget will focus on commissioning 
support to help people to live independently in the community and self-
manage their health and wellbeing, making best use of community assets. 
However, the majority of LTSA providers will continue to deliver support to 
people with eligible social care needs through different contractual 
arrangements and all people will be directed to the appropriate support 
services. 

Homeless with Complex Needs 

The ten service providers deliver services for people who are rough 
sleeping/homeless and have support needs related to mental health and/or 
substance misuse and/or a history of offending behaviour. 

Complex Needs Supported Accommodation:  
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Stage 1-4: Supported accommodation offering a four staged approach to 
recovery for people who are homeless with complex needs related to 
substance misuse, mental health and/or offending behaviour; with the 
tolerance to alcohol and drug use and the level of support reducing as 
people move through the stages. Stage 4 is transitional support delivered to 
people moving from one stage to another, or moving on to independent 
living.  

Current Model of Supported Accommodation for People who are Homeless 
with Complex Needs 

Stage Type Support hours Length of stay 

Stage 1 High level of support need 
with high tolerance to 
substance use and/or mental 
health and/or offending 

  

11 hours of 
support per 
person per week 

Typically no 
more than 4 
months 

Stage 2  Medium level of support need 
with moderate tolerance to 
substance use and/or mental 
health and/or offending 

7 hours of support 
per person per 
week 

Typically no 
more than 5 
months 

Stage 3 Low level of support with 
minimal tolerance to 
substance use and/or mental 
health and/or offending 

4.5 hours of 
support per 
person per week 

Typically no 
more than 12 
months 

Stage 4 Transitional Support from 
supported accommodation to 
another Stage or to 
independent accommodation 

2 hours of support 
per person per 
week 

Typically no 
more than 3 
months 

 

Stage 1a and 2a: Supported accommodation with a slightly different 
specification due to specific client groups; substance misuse, offending and 
mental health. 

Current Number of Supported Accommodation Units for People who are Homeless 
with Complex Needs 

Service Type Number of units 
of supported 
accommodation 

Number of 
people 
supported in 
transition 

Approach 

Complex Needs 
Supported 

30 Stage 1 

93 Stage 2 

113 A four staged approach to 
recovery for people who are 
homeless with complex 
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Accommodation 102 Stage 3 

 

needs; with the tolerance to 
alcohol and drug use and 
the level of support reducing 
as people move through the 
stages. 

Mental Health 
Supported 
Accommodation 

19 Stage 2 

18 Stage 3 

19 A three staged approach to 
recovery for people who are 
homeless with metal health 
needs only; with the level of 
support reducing as people 
move through the stages. 

Crisis 
Accommodation 

12 Stage 1-3 4 Offering short stay (6 
weeks), direct (immediate) 
access to accommodation 
with support for people who 
are rough sleeping or 
homeless with complex 
needs. Countywide service 
based in Camborne.  

Specialist Mental 
Health 
Supported 
Accommodation 

35 Stage 1a 10 A two staged approach to 
support for people with 
severe/ enduring mental 
health needs. Linked to 
Bodmin Community Hospital 
and Camborne/ Redruth 
Community Hospital.  

Specialist 
Offender 
Supported 
Accommodation 

10 Stage 1a 

8 Stage 2a 

5 A three staged approach to 
recovery for people who are 
homeless with needs related 
to offending behaviour and 
substance misuse; with the 
level of support reducing as 
people move through the 
stages. Linked to probation 
service.  Countywide service 
based in St Austell. 

Specialist 
Substance 
Misuse 
Supported 
Accommodation 

4 Stage 1a 6 A two staged approach to 
recovery for people who are 
homeless with needs related 
to substance misuse; with 
the level of support reducing 
as people move through the 
stages. Linked to drug and 
alcohol treatment service. 
Countywide service based in 
Hayle. 

Total 331 157  
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The providers submit performance and outcomes data on a quarterly basis. 
The data below is for all complex needs supported accommodation.  

During 2016/17 the average utilisation rate for accommodation units and 
the commissioned support hours delivered were just under 100%. The most 
prevalent need on entry was support for emotional/mental health (33%) 
followed by support for substance misuse (25%) and offending behaviour 
(11%). The most common reason for refusal relates to the person being too 
high risk to others (27%) followed by too high needs related to emotional/ 
mental health (16%). There were approximately 650 exit locations 
recorded, with commissioned supported housing/ other supported housing 
together making up over 30% of the total, demonstrating that the pathway 
to independent living can be a long process. The next highest move on 
location was private rented (18%). The average length of stay was 272 
days (9 months); this included moving between stages. Approximately 70% 
of people accessing the services were male and 30% were female; with just 
over 80% aged 18-49 years. 
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This contract will come to an end 31 March 2019. 

Street Outreach: The service delivers support to any person who is rough 
sleeping for the purpose of supporting that person to access 
accommodation and other services which meet their support needs.   

During 2016/17 just over 100% of commissioned support hours were 
delivered. There were 86 new people supported and 130 people were 
supported on average per quarter (including during cold weather provision); 
with each person on average receiving 11 hours of support per quarter. 
Approximately 25 people were supported into permanent accommodation 
and 45 people were supported into other temporary accommodation in 
Cornwall. The most prevalent need on entry was related to rough sleeping 
(33%), followed by emotional/mental health (28%), and substance misuse 
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(21%). The average length of support was just over three months; but this 
varied considerably with some people receiving support for over a year. 
85% of service users were male and 15% female; with almost 80% aged 
between 18 and 49 years. 

Community Outreach: The service has two components: 1) short term, 
crisis intervention support within the community to enable people to regain 
their independence for typically no longer than six weeks; 2) low level 
advice, information and support on an ad hoc basis to enable all people over 
16 years of age to remain living independently in the community.  

During 2016/17 the provider delivered slightly over 100% of commissioned 
support hours. There were approximately 300 accepted referrals for the 
crisis intervention service, with approximately one third supported into 
permanent accommodation and 15% supported into other temporary 
accommodation. Approximately 15% were linked to drug and alcohol 
treatment services or harm reduction services and 20% to mental health 
services. The most prevalent need on entry was support for housing crisis 
(28%) followed by emotional/mental health (26%) and homelessness 
(17%). The average length of support was 2 months. 55% of service users 
were female and 45% male; with approximately 85% aged 18-64 years. An 
additional 1,540 people were also supported through the information and 
advice service.  

This contract will come to an end 31 March 2019. 

HIV Community Support 

This service supports people living with HIV to be empowered and 
experience improved quality of life, ability to live independently in their own 
homes in the community for as long as possible and to have reduced, 
limited or no need for formal support. 

The provider over delivered in relation to number of people supported; 
almost 70% more people were supported than the required target 
(approximately 35 people were supported on average at any one time). 
However figures for support hours were below the target with the provider 
delivering less than 80% of the required annual hours. The main outcomes 
achieved by those who exited the services related to an improved 
understanding of how to live independently and how to self-manage. This is 
a specialist service accessed by a vulnerable group that suffer 
stigmatisation. 

This contract will come to an end 31 March 2019. 

Other Associated Provision and Projects 
Social Prescribing and Asset Mapping 
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Commissioners have established that there are already several projects set 
up to look at how to map community assets, better link people to local 
communities and develop social prescribing; including projects incorporated 
into Shaping Our Future. 

Community Makers: There are three posts funded by Cornwall NHS 
Partnership Foundation Trust. Their role is to support the strategic 
engagement of the voluntary sector in the ongoing transformation of health 
and care services. They act as a conduit between the voluntary sector in 
Cornwall and the statutory health and care providers and commissioners. 
They are working with GPs and local communities to identify the ‘person 
who knows’ (a local person who is a good contact for what is happening in 
the local area).  

Care Navigators: In East Cornwall, training has been delivered to staff in GP 
practices to act as Care Navigators. This is a very basic form of signposting 
mixed with social prescribing, giving receptionists the skills and confidence 
to signpost patients to other sources of help and support in the community. 

Social Prescribing: Facilitators have been funded by St Austell Healthcare. 
Under Shaping Our Future, Public Health has created a social prescribing 
network which includes various partners such as Cornwall Council, NHS 
Kernow CCG, The Eden Project, and voluntary sector. The social prescribing 
network and have applied for European Social Fund to enhance the social 
prescribing service in Cornwall, to include ‘Link Workers’ in identified 
priority areas.  

Care Coordinators: The Care Coordinator posts are primarily to support with 
patient discharges. These posts will help identify patients who can be 
discharged and ensure the services they require are in place when they 
return home. Peninsula Community Health (PCH) has funded the Discharge 
Care Coordinator posts for clusters of GP Practices based on a 30,000 
patient population size. The funding is for a fixed term of 12 months.  

Information portal: Discussions are taking place with voluntary sector 
providers to consider how best to map online information in relation to local 
services and groups. One provider has been developing a portal that offers 
information on a wide range of services, community groups and 
organisations in Cornwall and the Isles of Scilly. 

Transforming Adult Social Care (TASC) Programme 

Transforming Adult Social Care (TASC) is a programme of essential work to 
transform Adult Social Care over the next three years to help manage 
present and future demand. There are several other projects under the 
TASC programme that are linked to this project.  

Home Care and Supportive Lifestyles Project: The existing contracts for the 
provision for Adult Social Care homecare and supported living services 
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provided by Cornwall Council are coming to an end. NHS Kernow and the 
Council have taken this opportunity to work in partnership to develop a new 
joint Health and Social Care contract for these services. The joint contract 
will allow the purchase of care and support from providers via a new 
Dynamic Purchasing System (DPS) which will streamline the overall 
approach, making sure that all the Council and Health processes work 
seamlessly together to make us more efficient, effective and responsive.  A 
DPS Agreement does not restrict the number of providers able to be 
contracted to it and allows providers to tender to join it at any time during 
its term. The new Home Care and Supportive Lifestyles Health and Social 
Care contract commenced in June 2018. Those people currently receiving 
services funded through the prevention budget who are eligible for social 
care may be better supported through Home Care and Supportive Lifestyle 
services.  

Social Care Accommodation Project: The aim of this project is to develop 
more accommodation options for people eligible for social care within 
communities to prevent or delay the need for residential care. This includes 
the remodelling and/ or construction of self-contained supported living 
accommodation for people aged 18-64 and extra care accommodation for 
people aged 65+ with medium & high level support needs.  Prevention 
contracts that are coming to an end may be more appropriately 
commissioned as social care accommodation services where people 
accessing them are eligible for Adult Social Care services.  
 
Modernising Day Services and Short Breaks Project: Both the Prevention 
Project and the Modernising Day Services and Short Breaks Project aim to 
connect people to available resources and services in the community to 
support people to continue to live independently. Therefore the projects 
need to be linked. 

Community Equipment Project: The effective use of equipment can promote 
people’s independence at home and reduce the need for extensive, high 
cost care packages. The Community Equipment Loan Store (CELS) provides 
a range of aids to daily living. Aids can offer people support to maintain 
their independence by offering solutions to practical, everyday tasks. They 
range from low cost items such as shower stools, grab rails, adapted cutlery 
and raised toilet seats to hoists, bath lifts and standing frames. AskSARA is 
a web based tool that can help people to decide what aids and equipment 
would enable them to live more independently. Under the TASC programme 
there is a project aimed at considering the future use of community 
equipment. 

Technology Enabled Care Project: Assistive technology is an umbrella term 
that includes assistive, adaptive, and rehabilitative devices for people with 
disabilities and also includes the process used in selecting, locating, and 

http://www.cornwall.gov.uk/asksara
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using them. Assistive technology promotes greater independence by 
enabling people to perform tasks that they were formerly unable to 
accomplish, or had great difficulty accomplishing, by providing 
enhancements to, or changing methods of interacting with, the technology 
needed to accomplish such tasks. Under the TASC programme there is a 
project aimed at considering the future use of assistive technology. 

• Telecare includes services that incorporate personal and 
environmental sensors in the home, and remotely, that enable people 
to remain safe and independent in their own home for longer.  

• Telehealth is electronic sensors or equipment that monitor vital 
health signs remotely, are placed in person’s home, or they are given 
equipment that can be used while they are on the move.  These 
readings are automatically transmitted to an appropriately trained 
person who can monitor the data and make decisions about potential 
interventions in real time, without the patient needing to attend a 
clinic or a GP practice.  

• A smart home, or smart house, is a home that incorporates advanced 
automation systems to provide people with sophisticated monitoring 
and control over the building's functions. For example a smart home 
may control lighting, temperature, multi-media, security, window and 
door operations, as well as many other functions. The form of home 
automation called assistive domotics focuses on making it possible for 
people with age related illnesses and/ or disabilities to live 
independently. For example, automated prompts and reminders 
utilise motion sensors and pre-recorded audio messages; an 
automated prompt in the kitchen may remind the person to turn off 
the oven, and one by the front door may remind the person to lock 
the door. 

Reablement 

The Short Term Enablement Planning Service (STEPS) supports people for a 
limited period of time after a health or social care crisis at home.  They 
provide temporary support when someone is returning home from hospital 
and are in need of extra support to get back to normal life.  This may 
include: 

• Washing, dressing, bathing, showering, getting up and going to bed 

• Using the toilet or commode and emptying and cleaning the 
commode 

• Preparing meals, a balanced diet or support with a specified diet 

• Carrying out primary health care tasks, exercises and mobility 
practice to regain confidence 

• Identifying local community services  
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• Other specific tasks identified in the reablement plan 

Mental Health 

There are other services that are jointly commissioned by Cornwall Council 
and NHS Kernow that are linked to the prevention project but will be 
reviewed as part of the Five Year Forward View for Mental Health and the 
Mental Health Local Delivery Plan/ other mental health local commissioning 
plans.  

Mental Health Support Service: Delivers a range of community services for 
people aged 16 and over with a diagnosed mental health condition. Focus 
on rehabilitation, social, education, leisure, employment preparation, 
community skills and recovery programmes. Support for adults with mental 
health conditions including people who are not eligible for statutory services 
on a one-to-one and group basis. 

Enablement Project: Aids and assists service users into community 
activities, supported employment projects/mainstream employment and 
educational activity. Support for adults with mental health conditions 
including people who are not eligible for statutory services on a one-to-one 
basis. 

Community Development Workers: The overall aims of the Community 
Development Worker service are to improve the experience of BME 
communities in accessing appropriate mental health services in Cornwall by 
removing barriers, and to improve the knowledge and understanding of 
Mental Health professionals in cultural competency and the delivery of 
culturally appropriate services to meet the needs of the population.   

Self Help Grant: This grant enables new or established self-help groups to 
apply for up to £1000 to pay for group running costs e.g. venue hire, guest 
speakers or resources.  Groups must consist of and directly benefit people 
with emotional and/or mental health issues, have a minimum of four 
members and be based in Cornwall. During 2016/17 there were a total of 
36 successful applications.  

Vocational Worker: Offer advice, guidance and support for individuals 
experiencing or who have experienced mental ill health, to enable them to 
build skills to re-enter into the labour market. 

Primary Care Vocational Worker: To offer advice, guidance and support for 
individuals engaged in primary care services (GPs and IAPT) for mental 
health, to enable them to build confidence to re-enter into the labour 
market. 

Pre-crisis Sanctuary House: For adults aged 18 and over who have a 
diagnosed mental health condition and are under the care of a mental 
health professional in secondary care.  The aim is to prevent crisis and 
hospital admissions.  The service will prioritise any individuals with an 
enhanced care plan (severe mental health). 
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Rough Sleepers, Homelessness and Housing 

There are a number of initiatives under the Rough Sleeper Reduction 
Strategy that Cornwall Council is working with Cornwall Housing to develop 
that are linked to the prevention project: 

Housing Options Rough Sleeper Caseworkers: enhance housing response for 
rough sleepers by providing additional dedicated Housing Options Officers  

No First Night Out: Assertive Outreach service to prevent rough sleeping in 
the first place or a return to sleeping rough (Nos Da Kernow Project). 
Current No Second Night Out (NSNO) initiative now forms part of this 
project. 

Multi-disciplinary approach: to identify and deliver a co-ordinated and 
effective case management approach that can accommodate the 
rehabilitation of clients that have overlapping and complex needs. This will 
involve: Assertive Outreach Workers; Addiction Support Services; Mental 
Health Support (including dual diagnosis); Probation Service: Hospital 
Discharge Service; Inclusion Cornwall; new commissioned provision. 

There are also services and projects aimed at supporting people with 
housing needs as described below: 

Housing Options: Your Housing Options is an online service that offers 
personalised housing advice. The person answers a few questions and 
receives a personalised summary of housing options and the next steps 
required for each option suitable for the person and their household 
circumstances. Options include social housing, private rented, affordable 
housing, supported housing and more. The Housing Options team offer 
homeless prevention advice and assistance and general housing 
information.  

Social Housing: Partnership working is taking place with Cornwall Housing 
Ltd and Adult Social Care teams to improve accessibility to the housing 
register for vulnerable people and encourage and support people to apply. 
There is a need for up to date and accurate stock data to enable effective 
matching of applicants in need of an accessible home to an adapted/ 
accessible property. 

Cornwall Home Solutions (CHS): This is a Cornwall Council service that 
delivers services to support the housing needs of people over 60 and people 
of all ages with disabilities. The service has a holistic approach, drawing 
together a number of housing-related interventions and a Handyperson 
Service alongside the disabled facilities grant (DFG).  CHS offers a range of 
financial assistance including the DFG to help people adapt their homes, 
assistance and support to relocate to more appropriate housing, undertake 
minor repairs, and/or address hazards in the home relating to excess cold 
and falls. ‘Cornwall Home Solutions: A Collaborative and Innovative Home 

https://www.cornwallhousing.org.uk/find-a-home/
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Improvement Agency 2016-2019i 2sets out the intentions to offer a more 
flexible service that works in partnership with health and social care. There 
is also a project aimed at assessing and addressing the housing needs of 
wheelchair users who are registered on the Council’s Homechoice register.  
Many of these clients are currently living in properties that have not been 
adapted to meet their needs at risk to their health, safety and wellbeing.   

Independent Living Centre (ILC): The Housing Service, in partnership with 
colleagues in Adult Social Care Directorate, are establishing an Independent 
Living Centre (ILC) model. The intention is to provide better integrated and 
high-quality services to older and people with disabilities to enable them to 
remain independent at home, support with relocation and provide 
information and advice on accessible housing options.   

Engagement and Consultation 
See the stakeholders’ analysis in Appendix 1. 

Adult Transformation and Commissioning have completed the following 
engagement and consultation during 2016 and 2017 in relation to what 
prevention services are needed (more details on our website 
www.cornwall.gov.uk/preventionservices ): 

• Engagement events, questionnaires and contract review meetings 
with existing service providers 

• Questionnaires for adult social care staff 

• Engagement events and team meetings regarding the innovation 
sites for Three Conversations approach to social care 

• Engagement at Older Person’s Partnership Board 

• Questionnaires with existing service users 

• Telephone interviews and meetings with stakeholders 

• Telephone interviews with commissioners from other local authorities 

The key themes that have been identified through the engagement and 
consultation have been described below. 

Information and Advice 

• Make sure people are aware of services available, what is going on in 
local communities, what benefits they are entitled to, what their 
housing options are and how to access; including up-to-date web 
portal and info packs 

                                                 
2 Karen Sawyer (2016) Cornwall Home Solutions: A collaborative and innovative 
home improvement agency. Cornwall: Cornwall Council 

http://www.cornwall.gov.uk/preventionservices
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• Make information more visible and available within communities: in 
GP surgeries, at local groups, in shops, local community boards etc.; 
using different communication channels such as social media, text 
message, live chat, email, telephone. 

Outcomes 

• Commission services to support achievement of the following 
strategic outcomes: 

o Reduce use of emergency and inpatient services by supporting 
people before reaching crisis point where able 

o Prevent people from needing long term health and social care 
services where avoidable 

o Prevent loneliness and social isolation where possible 

• Commission services that support vulnerable people to achieve the 
following individual outcomes: 

o Access appropriate housing, including registering and bidding 
for social housing and accessing the private rented sector 

o Manage money, including paying bills and accessing benefits 

o Access education, employment and training, including 
voluntary opportunities and paid work 

o Make links to local community activities and projects, including 
leisure activities and peer support 

o Self-manage health and wellbeing 

− Physical health, including healthy eating and exercising 

− Mental health, including self-management of depression 
and anxiety 

− Wellbeing and wellness, including self-confidence and 
self-worth 

− Self-harm and harm to others, including self-neglect, 
drug and alcohol use and anger issues 

− Social interaction, including supporting people who find 
it difficult to manage social situations and 
communication 
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o Access other services when needed, including mental health 
services, drug and alcohol treatment and adult social care 

− understand and be involved in decisions about them 

Supporting independence 

• Support needed to help vulnerable people at risk with independent 
living and leading an ‘ordinary life’ 

• Help for people to understand and follow through with information 
and advice, including filling in forms and attending appointments 

• Support needed to self-manage and to link people into local 
community 

• Could be outreach only as long as accommodation is available for 
vulnerable people 

Hospital discharge 

• Support needed when in hospital in relation to housing e.g. to 
arrange housing if homeless or housing is no longer suitable, ensure 
property is habitable before discharge, change locks if keys have 
been lost 

• Make sure information about transport is clear and accessible; look 
into free transport option if possible (perhaps recharge hospital) 

• Support people/partners to visit care homes if going to be discharged 
to a care home placement 

• Support needed on leaving hospital with light domestic tasks, 
ensuring food and heating are available; as well as linking in to 
ongoing local community and voluntary support 

Homeless with Complex Needs 

• Need to increase direct access crisis accommodation for people who 
are rough sleeping/ homeless with complex needs  

• Ensure that outreach provision available for people who are rough 
sleeping, at risk of homelessness in the community and for people 
moving on from supported accommodation – ensure linked to support 
commissioned under Rough Sleeper Reduction Strategy  

• Supported accommodation needs to prioritise people with complex 
needs who are unable to access independent accommodation due to 
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chaotic/ high risk behaviour (currently stage 1 and 2 – high 
tolerance/ high needs) 

• Need to ensure vulnerable females and couples are able to access 
support in an appropriate environment 

• Ensure there are no blanket exclusions and consideration is given to 
how to help people who are excluded from support services 

• Ensure that appropriate ‘move-on’ accommodation options are 
available for people accessing short term accommodation based 
support to ensure services do not get ‘silted up’ 

Community resilience 

• Improved links needed between voluntary sector support solutions 
and the health and social care system 

• Develop 'community link workers' who are accessed through GP 
surgeries and help people access available support in communities 
(this is being looked at by Public Health under Shaping Our Futures – 
please see above) 

• Could encourage local businesses to support the local community e.g. 
supermarkets to organise free transport for a group of people to do 
their shopping 

• Engage local communities so local people can consider what is 
needed in the area and have access to funding to put 
activities/interventions in place  

• Befriending/peer support needed to reduce loneliness and social 
isolation 

• Arrange coordinators who could help in facilitating community 
projects for vulnerable people based on need in the area e.g. peer 
support schemes 

• Consider offering match funding through an online resource tool such 
as Crowd Funder to  encourage communities to invest in local 
projects 

Further considerations for commissioners 

• Need to ensure people with mental health needs (including dual 
diagnosis with substance misuse) are able to access appropriate 
support through secondary mental health services (this will be 
considered under the Mental Health Local Delivery Plan)  
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• Commissioners need to develop flexible contracts that are outcome 
focused and person centred. Give service providers flexibility in 
relation to meeting individual needs, support hours and length of stay 

• If contracts are ‘squeezed’ too much there is no capacity for providers 
to look at added value (e.g. applying for extra funding) and it stifles 
innovation of new services/ways of working and impacts on quality 

• Consider how to allow and encourage collaborative working - 
contracts that allow for partnership arrangements between providers, 
shared risk/shared reward; commissioners could arrange provider 
engagement events to facilitate partnership working e.g. speed 
dating/ideas lab. 

• Consider how services are grouped in contracts and the ability of the 
market to meet the specifications when providers generally have 
specialist areas 

• Consider supporting providers to set up additional services that 
people can pay for, including access to support with domestic tasks 
such as cleaning, maintenance, shopping 

Crowdsourcing 

Adult Transformation and Commissioning also undertook a crowdsourcing 
online event in May 2018 focused on understanding how we could support 
communities to reduce loneliness and social isolation. Crowdsourcing is a 
digital approach to hosting a conversation between a large group of people 
to build consensus around an idea. Two hundred people took part and 
provided information that will help to inform development of future services. 
The key findings were: 

• The term ‘belonging’ is universally understood as the opposite of 
loneliness and social isolation 

• Prevention services need a promotional boost – people under 50 
would prefer this to be online and people over 50 would prefer this to 
be offline 

• Coffee mornings were seen as a way to create community 

• GPs were seen as confidants after family and friends 

Legislation and Guidance  

Legislation 
Social Care Prevention Duties 

According to the Care Act 2014 local authorities (LAs) must provide or 
arrange for services, facilities or resources which would prevent, delay or 
reduce individuals’ needs for care and support. 
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Prevention provision is broken down into three general approaches:  

• Prevent - primary prevention/promoting wellbeing: Aimed at people 
with no current health/care and support needs. Services, facilities or 
resources provided or arranged that help an individual avoid 
developing needs for care and support by maintaining independence 
and good health and promoting wellbeing.  

• Reduce - secondary prevention/early intervention: Aimed at 
individuals who have an increased risk of developing needs. Services, 
facilities or resources provided or arranged that may help slow down 
any further deterioration or prevent other needs developing. 

• Delay - tertiary prevention: Aimed at minimising the effect of 
disability or deterioration for people with established health 
conditions, complex care and support needs or caring responsibilities. 
Local authorities must provide or arrange services, facilities or 
resources that maximise independence for those already with such 
needs. 

The Care Act Guidance updated in 2017 refers to a general principle for 
local authorities to promote wellbeing which applies equally to those who do 
not have eligible needs but come into contact with the system in some 
other way, as it does to those who receive formal care and support. It 
should inform the delivery of universal services which are provided to all 
people in the local population, as well as being considered when meeting 
eligible needs.  

Homelessness Duties 

The Housing Act 1996 (Part VII), as amended by the Homelessness Act 
2002, sets out clear duties and powers for Local Authorities in relation to 
households who are homeless or threatened with homelessness. The 
Homelessness Reduction Act 2017 increased the statutory duty for the 
prevention of homelessness to Local Authorities a) to take reasonable steps 
to prevent a person from becoming homeless; and b) a duty to ‘help to 
secure’ (to relieve homelessness) for 56 days for those that a council 
decides are homeless.  

The Homelessness Reduction Act duties apply to all households regardless 
of whether or not they are in priority need: this is a departure from the 
current position whereby duties are primarily owed only to those who meet 
priority need categories. Based on the introduction of a similar duty in 
Wales in 2015, local authorities have been advised to prepare for an 
increase in applications of approximately one-third. The Welsh experience 
has also shown that up to 50% or more of those helped are single people, 
many of whom would have previously just received the basic non priority 
advice duty.  

https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance
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Single people who present as homeless are more likely to have complex 
needs, including mental health, substance misuse and offending behaviours, 
hence the need for support services to be commissioned. 

National Research and Guidance 
NHS Five Year Forward View 

The Forward View3 sets out how the health service needs to change, 
arguing for a more engaged relationship with patients, carers and citizens to 
promote wellbeing and prevent ill-health. According to the Forward View:  

 ‘The future health of millions of children, the sustainability of the NHS, and 
the economic prosperity of Britain all now depend on a radical upgrade in 
prevention and public health. Twelve years ago Derek Wanless’ health 
review warned that unless the country took prevention seriously we would 
be faced with a sharply rising burden of avoidable illness. That warning has 
not been heeded - and the NHS is on the hook for the consequences. The 
NHS will therefore now back hard-hitting national action on obesity, 
smoking, alcohol and other major health risks. We will help develop and 
support new workplace incentives to promote employee health and cut 
sickness-related unemployment. And we will advocate for stronger public 
health-related powers for local government and elected mayors.’  

NHS Five Year Forward View 2014; page 3 

The Forward View describes intentions to develop evidenced-based action 
plans to prevent health conditions from developing and investing in the 
voluntary and community sector.  

Mental Health  

No Health without Mental Health4 outlined objectives to secure better 
mental health for the population as a whole; and better outcomes for people 
with mental health needs.  The NHS Five Year Forward sets out a 
framework to improve access to mental health services. This is further 
supported by the Mental Health Crisis Care Concordat5 which is a national 
agreement between services and agencies involved in the care and support 
of people in crisis. The Concordant focuses on four main areas: 1) access to 
support before crisis point; 2) urgent and emergency access to crisis care; 
3) quality of treatment and care when in crisis; 4) recovery and staying 
well.   

The Five Year Forward View for Mental Health6 takes this forward and 
includes the following priority action for the NHS by 2020/21:  ‘Promoting 
good mental health and preventing poor mental health– helping people lead 
better lives as equal citizens’. The report states: 

                                                 
3 Department of Health (2011) No Health without Mental Health. London: DoH 
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‘Prevention matters - it’s the only way that lasting change can be achieved. 
Helping people lead fulfilled, productive lives is not the remit of the NHS 
alone. It involves good parenting and school support during the early years, 
decent housing, good work, supportive communities and the opportunity to 
forge satisfying relationships. These span across national and local 
government, so the taskforce has a set of recommendations to build on the 
prime minister’s commitment to a “mental health revolution.”’  

Five Year Forward View for Mental Health 2016; page 15 

This priority action includes the following recommendations: 

• ‘Prevention at key moments in life’; ensuring that children and young 
people have quick access to support when needed and expanding on 
the Individual Placement and Support (IPS) model (an evidence 
based approach to directly supporting people with mental health 
needs into employment).  

• Creating ‘mentally healthy communities’; housing (including specialist 
supported housing) is critical to the prevention of mental health 
problems and the promotion of recovery and there is a need to 
support local communities to end the stigma attached to mental 
health. It is recommended that areas develop ‘prevention plans’ 
related to mental health.   

Learning/Physical Disabilities and Autism 

National guidance documents regarding learning/ physical disabilities and 
autism are focused on supporting people to live independently in their 
communities: 

• ‘Building the Right Support4 and the ‘National Service Model5are 
focused on improving the independence, wellbeing and health of 
people with learning disabilities and/or autism and behaviour that 
challenges; including closing some inpatient services, and 
strengthening services in the community.  

• The ambition of ‘Fulfilling Potential: making it happen6 is that all 
people with disabilities, whatever their age or background, have the 

                                                 
4 NHS England (2015) Building the right support. A national plan to develop 
community services and close inpatient facilities for people with a learning disability 
and/or autism who display behaviour that challenges, including those with a mental 
health condition. London: NHS England. 
5 NHS England (2015) Supporting people with a learning disability and/or autism 
who display behaviour that challenges, including those with a mental health 
condition. Service model for commissioners of health and social care. London: NHS 
England 
6 Department for Work and Pensions (2013) Fulfilling Potential: making it happen. 
London: DWP. 



40 
Evidence Base for Adult Social Care Prevention Services v 1.0 
 

opportunity to fulfil their potential – to lead full and active lives that 
are valued by society. It is taking a long-term view: supporting 
choice and control to enable people to live independently, have 
greater opportunities to work and be more active members of 
society.  

• The national autism strategies ‘Fulfilling and Rewarding Lives’7 and 
‘Think Autism’8   are focused on improving the pathway to diagnosis, 
care and support and work related activities; as well as increasing 
awareness and understanding of autism. 

Loneliness and Social Isolation 

Social isolation is ‘an imposed isolation from normal social networks caused 
by loss of mobility or deteriorating health.’9 There is growing evidence 
demonstrating the impact that loneliness and social isolation can have on 
people’s physical, mental and social health: 

• The Campaign to End Loneliness points to research which shows that 
lacking social connections is as damaging to health as smoking 15 
cigarettes a day.10 

• Lonely individuals are more likely to visit their GP, use more 
medication and have a higher incidence of falls.11  

• They are also more likely to enter early into residential or nursing 
care.12 

The Social Care Institute for Excellence published a highlight briefing in 
January 201813 that presents the following key messages for 
commissioners: 

                                                 
7 Department of Health (2010) Fulfilling and Rewarding Lives. London: DoH 
8 Department of Health (2014) Think Autism. London: DoH 
9 Windle, K. et al. (2011) Preventing loneliness and social isolation:  interventions 
and outcomes. London: SCIE. 
10 Holt-Lunstad, J. et al. (2015) Loneliness and social isolation as risk factors for 
mortality: a meta-analytic review. Perspectives on Psychological Science, vol 10, no 
2. 
11 Cohen, G.D. et al. (2006) The impact of professionally conducted cultural 
programs on the physical health, mental health, and social functioning of older 
adults. The Gerontologist, vol 46, no 6. 
12 Russell, D.W., Cutrona, C.E., de la Mora, A. and Wallace, R.B. (1997) Loneliness 
and nursing home admission among rural older adults. Psychology and Aging, vol 
12, no 4, pp 574–89. 
13 Pamela Holmes (SCIE) and Louisa Thomson (Renaisi) (2018) Tackling loneliness 
and social isolation: the role of commissioners. London: SCIE. 

 

https://www.gov.uk/government/publications/think-autism-an-update-to-the-government-adult-autism-strategy
https://www.gov.uk/government/publications/think-autism-an-update-to-the-government-adult-autism-strategy
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• To move away from commissioning block contracts for a ‘whole 
service’ towards willingness to ‘micro-commission’ to support existing 
groups and enable the establishment of new ones.  

• To identify and map existing assets in the local area, which will help 
to sustain knowledge and build on expertise. 

• To make it clearer and easier for smaller organisations to respond to 
commissioning tenders. Response times and tender requirements 
should be proportionate to the organisation’s size and capacity. 

• To promote services which are willing to work closely to produce a 
seamless offer. This will help avoid duplication, ensure cost 
effectiveness, and potentially provide routes into areas of poverty 
and deprivation that will help local authorities tackle other priorities 
at the same time. To invest ‘upstream’ in the community to reduce 
the likelihood of people becoming isolated, for example following 
bereavement.  

• To devolve budgets to local area coordinators to free up new 
approaches within an asset based framework. 

Homeless with Complex Needs 

‘The Impact of Homelessness on Health’14 provides information for local 
authorities on how poor health can lead to homelessness and homelessness 
can lead to poor health.  

• homelessness is often the consequence of a combination and 
culmination of structural and individual factors: ill health can be a 
contributory factor 

• people at greater risk of homelessness include people with needs 
related to: mental health, domestic abuse, substance misuse and 
people with multiple and complex needs 

• homelessness, and the fear of becoming homeless, can also result in 
ill health or exacerbate existing health conditions 

• people who are homeless report much poorer health than the general 
population 

• homelessness in early life can impact on life chances and the longer a 
person experiences homelessness the more likely their health and 
wellbeing will be at risk 

• homelessness is more likely amongst populations who also 
experience wider inequalities e.g. care leavers and people with 
experience of the criminal justice system 

                                                 
14 Local Government Association (2017) The Impact of Homelessness on Health: A 
guide for local authorities. London: Local Government association 
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• co-morbidity amongst the longer-term homeless population is not 
unusual; the average age of death of a homeless person is 47 (lower 
for women – 43), compared to 77 years amongst the general 
population 

• people who experience homelessness can struggle to access quality 
health care and social care. 

The scale and nature of homelessness is difficult to understand, and can be 
a complex problem to solve – housing alone is often not the only solution, 
particularly when people already have poor health or other needs that 
require additional support. To improve health outcomes and reduce health 
inequalities, health and social care systems clearly have a role to play in 
preventing, reducing and ending homelessness. 

‘Housing First and Other Housing Models for Homeless People with Complex 
Support Needs’15 provides a summary of the current models and research 
regarding homelessness services: 

• The prevailing approach to housing homeless people in the US, 
Europe and Australia can be described as ‘linear’ in nature. This 
essentially involves ‘progressing’ homeless people through a series of 
separate residential services (supported accommodation). 

• It is founded on a ‘treatment first’ philosophy, with homeless people 
typically only placed into ‘normal’ housing when they exhibit evidence 
of ‘housing readiness’ (e.g., basic living skills, sobriety, commitment 
to engage in treatment). 

• The Housing First model bypasses transitional accommodation by 
placing the most vulnerable homeless people directly from the street 
into independent tenancies with tailored support, without insisting 
that they engage in treatment. 

• Housing First projects tend to report better housing retention than 
linear programmes. Evaluations in the US indicate that 80% of 
chronically homeless Housing First clients sustained housing over a 
two year period, for example. 

• Such outcomes fundamentally challenge widespread assumptions 
that chronically homeless people with co-occurring mental health 
problems and/or substance dependencies are incapable of 
maintaining an independent tenancy. 

• Most stakeholders believe the model would be a valuable complement 
to existing provision, especially for the ‘hardest to reach’ and most 
‘service resistant’ rough sleepers; but that there is a need for 
supported accommodation as well. 

                                                 
15 Johnsen, S. and Teixeira, L. (2010) ‘Housing First’ and Other Housing Models for 
Homeless People with Complex Support Needs. London: Crisis. 
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‘Housing First or Housing Led: The current picture of Housing First in 
England’16 explains that whilst there are some services adopting the core 
philosophy of Housing First, others appear to be drifting from the model and 
can be described as ‘Housing Led’ approaches due to their lower intensity of 
support, range and duration and targeting lower needs clients. A small 
number of projects represent a much greater drift from the model, and 
appear more akin to floating support with independent accommodation. 

‘Housing First in England: The principles’ 17is clear that all approaches 
should include the following principles: 

• People have a right to a home 

• Flexible support is provided for as long as it is needed 

• Housing and support are separated 

• Individuals have choice and control 

• An active engagement approach is used 

• The service is based on people’s strengths, goals and aspirations 

Outcomes 

Adult Social Care, NHS and Public Health have outcome frameworks that set 
the direction for the commissioning and delivery of services. Communities 
and Local Government developed a Quality Assessment Framework and 
Homeless Link developed Housing First principles that set out what good 
quality and service delivery should look like. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
16 Homeless Link Policy and Research Team (2015) Housing First or Housing Led? 
The current picture of Housing First in England. London: Homeless Link 
17 Homeless Link (2016) Housing First in England: The principle. London: Homeless 
Link 
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Local Strategic Context 
Cornwall Council’s Strategy 201618: This strategy contains a set of core 
values and principles that express the beliefs of the Council, help shape our 
identity and underpin the actions of the Council over the next four years. A 
summary document ‘Our Aims for 2017’19 has been developed providing a 
clear and concise sense of what we are endeavouring to achieve over the 
course of the year to deliver the Council Strategy and improve the areas 
that are most important to residents. 

                                                 
18 Cornwall Council (2016) Our Strategy to Create a Sustainable Cornwall. Cornwall 
Council 
19 Cornwall Council (2017) Our Aims for 2017: A summary of our business plan to 
help deliver a sustainable Cornwall. Cornwall Council. 
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Taking Control, Shaping Our Future20: This is a summary of the 
Sustainability and Transformation Plan (STP) for Cornwall and the Isles of 
Scilly. This programme of work is known as ‘Shaping Our Future’ and is the 

                                                 
20 Cornwall and the Isles of Scilly Health and Social Care Partnership (2016) Taking 
Control, Shaping Our Future: Health and Social Care Plan 2016 – 2021. Cornwall 
Council, NHS Kernow Clinical Commissioning Group, Council for the Isles of Scilly. 

Resources… 
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number one priority for everyone working in health and social care in 
Cornwall. Shaping Our Future has three aims: 

• Improve the health and wellbeing of the local population.  

• Improve the quality of local health and care services.  

• Deliver financial stability in the local health and care system. 

One of the priority areas is ‘prevention and improving population health.’ 
This includes focusing resources on preventing ill health and doing more to 
keep people healthy, happy and well.  

‘Fundamentally, we must also ask people to do more for themselves and 
support each other in their community. Personal and social responsibility 
must be at the heart of our health and care reforms.’  

Taking Control, Shaping Our Future 2016; page 16 

Priority actions include: 

• Starting young and acting early on the root causes of poor health 

• Better support and opportunities for people with mental health 
problems and long term conditions 

• More affordable housing and insulated homes to keep people warm 
and well 

• Supporting active communities to make the most of our environment 

• Targeted lifestyle advice and information for people to self-care and 
manage their own health. 

Community Based Support and Housing Framework 2017-202521: 
This Framework sets out the direction of travel for Adult Social Care and is 
an enabler to radically reshape the way services are delivered, ensuring 
community based preventative services are supporting people to stay in 
their own homes for as long as possible. The purpose of the Framework is 
to set high expectations around maximising independence; supporting 
adults of all ages to take part in purposeful activity and live in a home of 
their own; and working age adults to take part in paid employment. The 
Framework supports the challenge of managing demand for those with 
eligible unmet care needs through including an element of preventative 
support for people with low levels of need that will avoid or delay the need 
for care and support. 

                                                 
21 Adult Transformation and Commissioning Service (2017) Community Based 
Support and Housing Commissioning Framework 2017-2025. Cornwall Council 
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Cornwall Homelessness Strategy 2015-202022: This strategy sets out 
our plans to tackle the causes of homelessness and wherever possible 
prevent its occurrence, support homeless households and ensure that there 
is sufficient accommodation available for those who do become homeless. 
One of the main objectives is to reduce Rough Sleeping in Cornwall and to 
maintain Cornwall’s ‘No Second Night Out’ stance whilst aspiring to 
implement the ‘No First Night Out’ within the lifetime of the strategy.  

Rough Sleeping Reduction Strategy 2017-202023: This strategy is a 
subsidiary plan for the Homelessness Strategy and includes the following 
aims:  

• Aim 1: Prevent rough sleeping by minimising the flow of new 
homeless people onto the streets and preventing a return to sleeping 
rough after a period of settled accommodation. 

• Aim 2: Help new rough sleepers quickly - not allowing them to 
become entrenched into a life on the streets of Cornwall. 

• Aim 3: Minimise existing entrenched rough sleepers by providing 
services that can respond to a spectrum of need and help people off 
the streets once and for all. 

Safer Cornwall Partnership Plan 2016-201924: Every year Safer 
Cornwall completes an assessment of community safety in Cornwall, called 
the Strategic Assessment. The findings from this assessment, which 
includes findings from public consultation, are used to identify Cornwall’s 
community safety priorities. The Safer Cornwall Plan provides a 
commitment from all those involved to work together to address those 
priorities with clearly defined outcomes. The plan identifies 7 headline 
outcomes where we expect to see measurable improvement over the three 
year lifecycle of the plan:  

• Improved partnership effectiveness  

• Reduced risk of serious harm through providing the right response to 
safeguard individuals and their families from violence and abuse  

• Reduced impact of alcohol-related harm on individuals, their families 
and the community and reduced risks of violent crime  

                                                 
22 Cornwall Council (2015) Our Homelessness Strategy for Cornwall.  Cornwall 
Council 
23 Sarah Thorneycroft and Mark Vinson (2017) Rough Sleeping Reduction Strategy 
2017-2020. Cornwall Council and Cornwall Housing. 

 
24 Amethyst Community Safety Intelligence Team (2017) Safer Cornwall 
Partnership Plan 2016-2019 Year Two Refresh. 

http://www.cornwall.gov.uk/media/27593848/rough-sleeper-strategy-final-may-2017.pdf
http://www.cornwall.gov.uk/media/27593848/rough-sleeper-strategy-final-may-2017.pdf
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• Reduced crime and prevention of further victims, through achieving 
positive life changes for offenders and their families  

• Improved outcomes for local communities and an increase in public 
confidence, by working more effectively together  

• Effective resolution of anti-social behaviour, including the diversion of 
perpetrators and supporting the most vulnerable individuals in our 
communities  

• Reduced impact of drug-related harm on individuals, their families 
and the community.  

Changes to Funding for Supported Housing 
The Government is proposing changes to the way that housing related costs 
within supported housing are funded from 202025. Current funding for 
supported housing is complex and comes from a variety of sources with 
‘housing’ costs and ‘support’ costs being made separately. Nationally around 
£4.12bn of Housing Benefit is spent on meeting housing related costs (rent 
and eligible service charges) for supported housing (about 17% of total 
Housing Benefit expenditure). A further £2.05bn comes from a variety of 
sources including local authority adult social care, housing and 
homelessness funding to cover ‘support and care’ services. 79% of older 
people and 97% of working age people in supported housing claim Housing 
Benefit. 

The proposal for short term supported housing is that 100% of this 
provision will be commissioned at the local level through a ring fenced 
grant. This means that all the funding for the housing costs element of short 
term accommodation (including rent and eligible service charges) that were 
previously met through Housing Benefit will instead be allocated to local 
authorities to fund services that meet the needs of their local areas. 
Funding will be for the provision of the accommodation rather than the 
individuals who might need it. 

The amount of short term supported housing grant funding will be set on 
the basis of current projections of future need (as informed by discussions 
with local authorities) and will continue to take account of the costs of 
provision in this part of the sector. The Government will work with DWP and 
local authorities to determine local grant allocations which will be equivalent 
to what would otherwise have been spent on short term accommodation 
through Housing Benefit and Universal Credit in the local area in 2020/21.  

                                                 
25 Department for Communities and Local Government; Department for Work and 
Pensions (2017) Funding for Supported Housing: Policy Statement and 
Consultation. London: DCLG & DWP 
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The Government position is that there is a high expectation for tenants to 
move on into unsupported accommodation so there should be a high 
turnover of tenants within this type of accommodation, it will cover high 
housing costs and there is a lower projected demand for increased 
provision. 

Current analysis suggests that the service providers delivering homeless 
with complex needs short term supported accommodation services are also 
accessing approximately £3.5m through Housing Benefit per annum. With 
the future of this funding uncertain, this presents further risks for the 
service providers and the local authority.  
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Appendix 1 

The list below identifies key stakeholders across the project and how the 
project will ensure inclusion.  
 

Stakeholder Analysis 

Role  Involvement Inclusion route 

Adult Transformation and 
Commissioning Service, 
Cornwall Council 

Commissioners of Adult Social Care services Stakeholder Group/ 
Engagement at team 
meetings 

NHS Kernow Programme 
Managers 

Commissioners of NHS Kernow services Stakeholder Group 

Strategic Housing and 
Commissioning, Cornwall 
Council  

Link to Homelessness Strategy and rough 
sleeper/ homelessness services 

Stakeholder Group 

Strategy and Initiatives, 
Cornwall Housing Limited Link to Rough Sleeper Reduction Strategy and 

rough sleeper/ homelessness services 
Stakeholder Group 

Safeguarding staff Input in relation to safeguarding consideration Stakeholder Group 

Adult Social Care 
operational staff 

Input in relation to operational consideration Stakeholder Group/ 
Engagement at team 
meetings 

Drug and Alcohol Action 
Team 

Link to DAAT commissioned services Stakeholder Group 

Public Health Link to PH commissioned services and Shaping 
our Future prevention theme 

Stakeholder Group 

Localism Community Link 
Officers 

Link to work that is taking place within local 
communities  

Stakeholder Group 

Home Solutions Link to in-house Home Improvement Agency 
supporting older people with disabilities 

Stakeholder Group 

Councillors Decision makers Briefings and 
presentations  

Service Providers Delivering existing/ future services Engagement through 
forums/ events 

Service Users People using services now and in the future Engagement at 
partnership boards/ 
forums 
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Prepared by: 

Adult Transformation and Commissioning Service 

Adult Social Care 

July 2018 

 

 

 

 

 

 

 

 

 

 

If you would like this information 
in another format please contact: 

Cornwall Council 
County Hall 
Treyew Road 
Truro TR1 3AY 

Telephone: 0300 1234 100 

Email: enquiries@cornwall.gov.uk 

www.cornwall.gov.uk 
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