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As a part of the Adult Social Care (ASC) Prevention services consultation 
we have run four co-production workshops and two procurement events 
to design the outcomes for the final service specifications of the new 
services and to inform about the new model of the provision. Nearly 150 
people attended the sessions including people who use services, 
commissioners, service providers, operational team members, other 
Council services and partners such as Housing, NHS and voluntary sector. 
There was a strong message from people who participated in all 
workshops that there is a need to map services and community assets, to 
have one services’ directory and information available in different 
formats (helpline, leaflets) so people without internet can access it. 
People also felt that the new services should identify unmet needs and 
gaps in service provision across Cornwall and work towards consistency in 
relation to types of services/support networks available. Groups and 
activities should benefit local people and similar or linked projects 
delivered by various agencies and organisations ought to be aligned to 
avoid duplication. 
All people who attended the sessions agreed that support should be 
Person centred and tailored to different needs. Service users should be 
involved in identifying their own outcomes and the service should help 
them to engage with other agencies for example the Police, Housing and 
Mental Health, also through co-production sessions or joint 
breakfast/lunch clubs. They felt that co-production sessions should be run 
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more frequently with all stakeholders to inform what works well, what the 
issues are and how they can be addressed. 
Transport issues were mentioned by the majority of people as stopping 
them from getting involved in activities and going into towns. Service 
providers may consider providing transport solutions. Also support with 
reading timetables and/or clearer bus timetables with maps attached 
would be useful and would encourage people to use public transport. 
Participants have suggested several measuring tools and also indicated 
that organisations should have flexibility on how they measure the 
success and how they gain feedback from their clients about the services 
they deliver. The reports could be submitted to commissioners as a part of 
the performance data. All people agreed that less is more in terms of the 
Key Performance Indicators and information submitted should be 
meaningful and outcomes focused. 
Below there is a chart that shows the new ASC Prevention model and a 
summary of the feedback we received in relation to each service. 
 

 
1A Social Inclusion Contract 
Outcomes 
My independent living skills  

People emphasised that they would like the service to: 

 Guide them to better self-manage their health and wellbeing and to 

support them to live independently for example with easy access to 
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home safety checks, gaining social skills, housekeeping, support to 

understand how to be a good tenant/neighbour in housing disputes. 

 Enhance their sense of community and feeling of belonging. 

 Support them with poor mental health which would help them to 

engage with their local areas and to address loneliness and social 

isolation. 

 Provide one to one support with daily tasks like shopping would 

help them to build confidence and self-esteem to access community 

groups, activities and appointments. 

 

 

 

 

 

 

 

Connected communities 

 People would like to understand and access community 

information, what is available and how it can be accessed and to be 

signposted to their local community. Information should be 

accessible in different formats depending on individual need. Some 

people preferred face to face, a telephone conversation or a 

letter/newsletter others were happy to access it online. It was 

suggested One Stop Shops could be used as community hubs.  

 With this in mind people felt that a central contact point with up to 

date information would be a real asset, one number/website to 

remember that could be accessed by all. It is crucial that this 

information is kept up to date otherwise people ‘lose faith’ and can 

be ‘confused and disheartened’. 

 It was emphasised that the service should help to increase resilience 

in the voluntary sector. 

 

People have also made other suggestions: 

“More peer support for stroke patients when 
they are most isolated and vulnerable. Can feel 
silly to ask for help so better if it is offered.” 
Outcomes workshop Participant, January 2019 



Adult Social Care Prevention Outcomes Report 5 

Version 3 

 It was suggested that it should be clear what skills, knowledge and 

training would be offered to a volunteer as a ‘what’s in it for me’ 

stance to encourage people to volunteer. A volunteering platform 

could be a good idea. 

 People also felt that working with communities around stigma and 

enabling those with health conditions that bring 

discrimination/stigma would combat isolation (HIV, physical 

disability, mental health etc.) and will help people to feel included in 

their community. 

 It has been noted that people should be supported with discharges 

from hospital and from other services and the provision should be 

linked with other agencies and support in communities, depending 

on their needs and interests.  

 People felt the service should develop the pathway to health 

employment, education and social care, also through signposting to 

local resources.  

 It was noted that the service should be countywide, reliable, employ 

trained and professional staff members and develop consistent 

networks of volunteers across the county. 

Measures 

 Number of people accessing or signposted to: 

o Internal and external volunteering opportunities 

o Employment 

o Education 

o Training 

o Enhanced services 

o Community groups 

 Reduction in accessing primary care services and hospital 

readmission rates 

 Number of volunteers 

 Number of referrals and discharges 

 Calls answered 

 Client hours 

 Geographical coverage 
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 Internet ‘hits’ 

 Members of self-help (confidential) forums 

 Training courses and hours 

 Reduce need for further / more costly intervention 

 Commissioners or other CC officers as secret shoppers – to visit the 

services and join in with the day so that they have insight into a 

normal running day and can get a feel for themselves on how the 

services are delivering. This could be offered as a part of the CC 

volunteering scheme. 

 Top 3 goals:  

o People choose 3 things they want to work on during time with 

organisations  

o Review at middle and at the end of support achieved and report 

on progress 
 

 

 

 

 

 

 

 

 

Tools 

 WEMWBS 

 Quality of life measures 

 PAM – Patient Activation Measures 

 UCLA scale for loneliness (Used by UK Government, British Red 

Cross/Co-op) 

 

1B-Social Inclusion Grant Funding 
This service will be jointly commissioned with other Council’s services 

therefore was not included in the sessions at this stage. 

 

“Where individual feels a seamless journey 

to ‘move on’ without impacting on 

individual’s sense of exclusion & well-being 

stopping it feeling like been ‘handed on’. “ 

Procurement workshop Participant, January 

2019 
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2A Housing-Rough Sleeper and Resettlement Contract 
Outcomes 

My support service 

 Services should be delivered with dignity and respect. 

 

 

 

 

 

 

 

 

 

 

 People who use the services told us that through a long history of 

negative interactions with services as children and teenagers and 

social services, Mental Health, Police, and GP etc. they tend to not 

trust the agencies and therefore disengage. They would avoid 

crowd and official services. Therefore the service should make the 

best efforts to engage with them to build their trust, self-confidence 

and social skills so they can better interact with others, rebuild their 

relationships with family and friends and link to local communities. 

 

 

 

My independent living skills 

People told us that the service should: 

 Reduce risk of homeless in first place – provide advice/guidance for 

people at risk including confirmation of no further risk of homeless. 

 Help them to access accommodation and maintain tenancy. 

 Support them to access benefits. 

 Support them to access health service. 

 Provide/help to purchase clothing. 

“Not liking officialdom”-Service User, 

January 2019 

 

 

“I have had loads of money spent on me 

but in all of the wrong ways – this 

should be prevention and not fire 

fighting which creates the revolving 

door of services and hospital bed 

blocking “- Service User, January 2019 
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 Help to access volunteering, training and employment. 

 Deliver more outreach support that would include support to live 

independently in the community – dry support and life skills with 

links to housing and private landlord options.   

 

My improved health and wellbeing 

According to participants the service should: 

 Improve their physical health. 

 Improve their Mental Health (MH) including access to MH services 

and dual diagnosis. Participants stated that currently workers need 

to have consent from the person to make a referral to MH services 

which is often resulting in very sick people being left on the streets 

in very vulnerable states, with people not qualified with the 

specialist skills to act.  

 Provide more accessible drop-ins to meet basic needs. 

 Prevent people from becoming rough sleepers. 

 

People also made other suggestions: 

 It was felt that there is a need for more simplicity in processes like 

accessing medical records or creating forms/paperwork/reports, 

better and less timely partnership working between agencies and 

more support between hospitals, services and housing – to reduce 

discharges onto the street and to reduce the time people are on the 

street. 

 People thought there was a need for a better service and culture 

towards the homeless in services, particularly in hospital – as well as 

not promising things that can’t happen. 

 Service users identified the need to increase residents’ awareness 

and tolerance to positive engage with local communities through 

link agencies e.g. PCSO. 

 It has been noted that the couples who are on the street haven’t 

got enough support which creates a negative stigma surrounding 

the outreach teams. 
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 The service should help to navigate local communities and voluntary 

organisations so homeless people have more options to access 

food, support and activities which would keep them interested 

during the day. 

 Participants emphasised the need for the holistic approach to social 

care, health, wellbeing and homelessness agreed between the 

Council, Health, police, voluntary sector and other agencies and 

partnership working toward building a “pathway-not a cliff edge”. 

 

 

 

 

 

Measures 

 Number of people sleeping rough – flow, returns, reduction – bi-

monthly and annually, no more than their 4 weeks on streets 

 Number of people prevented and relieved 

 Number of people moved into accommodation 

 Access to GP/MH/Addaction 

 Response to street link 

 Clear housing plan of action with multi-disciplinary support 

 Returners 

 Sustained housing – 3+ months, 6+ months, 12+ months 

 Eviction prevention- (promise in contract to enhance support to 

prevent loss of tenancy.) 

 Maximised income/benefits 

 Identified rough sleeping sites 

 Risk management completed and number of referrals to Local 

Authority 

 Reduced multiple interventions 

 Improved economic wellbeing 

 Reduction in needs/improved health both from service users & 

agencies 

 Reason for return identified 

“We are wounded people who are 

in crisis – use subtle support to 

build up trusting relationships.” 

Service User, January 2019 
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 Improved client safety –(for example in relation to victims of crime) 

 Projects under Rough Sleepers Reduction Strategy (RSRS) delivered. 

 Enhanced quality of life (a feedback form , face-to-face) 

 Ability to make a choice 

 Ability to feel empowered 

 Reduced offending 

 Obtain relevant document case study examples 

 Reduced impact on public services 

Tools 

 Star model 

 PHPs reporting - pre Human Rights Act requirements  

 Reduction in hospital admissions – for example C.J. System 

 

2B Housing-Crisis Accommodation Contract 
Is already in place therefore was not included in the consultation at this 

stage. 

 

3A Empowering Independence Contract-Physical Health 

Disabilities  
Outcomes 

My independent living skills/My health and wellbeing 

People told us that the service should: 

 Help them to better manage their daily living, feel safe at home and 

fulfil their desires-live according to their wishes and interests. 

 Deliver outreach support on 1 to 1 basis at their home and link 

them into the community. 

 Give people hope and enable and empower them. One to one peer 

led support could help to improve their confidence to go out and 

engage with local communities, for example by accompanying to 

appointments and activities.   

 Help with managing paperwork, filling the forms, budgeting. 

 

 



Adult Social Care Prevention Outcomes Report 11 

Version 3 

 

 

 

 Help them to access meaningful activities, vocational & training 

opportunities and long term employment. 

A few other suggestions have been made: 

 The Frome model was mentioned which is based on upskilling and 

educating people in the community to create encompassing 

community support. 

 It has been fed back that the services could support carers and 

provide respite care. 

Measures 

 Number of service users, volunteers - retention period 

 Referrals 

 Reduction in time and frequency of support 

 Reduction in incidents/crisis 

 Distance travelled in support  and risk plan 

 Reduction in homelessness  

 Information from carers 

 Volunteer training, retention and feedback 

 Family and Friends impact 

 Person centred – achievement of personal goals 

 Progress towards their goals or even stability for managing long-

term conditions 

 Quality of life – their own measures 

 Demonstrable increase in engagement with community and person 

centred approach 

 Successful management of accommodation 

 Less reliance on 1O services e.g. GP or A&E 

Tools: 

 Feedback forms to gain information about the services:  

o Would people use services again?  

o Has the Person been signposted to the right services? 

“I would like to save up so I can buy a 

fridge but it’s hard with Universal 

Credit…” Service User, January 2019 
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o Has the Person been treated well by staff/volunteers? 

 Case studies, blogs, video blogs to show the impact of the service 

 Wellbeing / measurement scales before/mid/after 

 WEMWBS 

 

3B Empowering Independence Contract-Complex Needs 
and/or Mental Health  
Outcomes  
My independent living skills 
People told us that the service should: 

 Help them to access accommodation and maintain tenancy. 

 Help with independent living and ability to manage simple day to 

day tasks. 

 

 

 

 

 

 

 Deliver more outreach support on 1 to 1 basis, via telephone, email 

and face to face. There was an idea of drop in support services for 

people in the community to continue the support as a bridge to 

develop confidence and understanding of opportunities in the 

community. 

My improved health and wellbeing 

People told us that the service should: 

 Improve self-confidence, self-esteem and social skills. 

 Help with managing health and wellbeing– advice re diet and 

physical health. 

 Support to access Mental Health (MH) services. There was a strong 

message that there need to be more MH support, also for people 

with dual diagnosis. MH specialists should work alongside other 

services. 

 Support to rebuilt relationships with friends and families. 

“Normal stuff – opportunities to just live and 
to complete normal daily tasks.” Service 
User, January 2019 
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 Support to access volunteering and hobbies to keep them busy and 

engaged and to give them purpose.  

 Help to access wider support services – e.g. detox, rehab, health, AA 

and NA support (could be more regular). Agencies should work 

together to develop referral pathways, single multi-disciplinary 

plan, share data and support each other which would benefit 

people who use the services. People felt that health professionals 

can be a barrier – they need to get on board, and be the link to 

support in their areas – Make Every Contact Counts approach. 

 Provide dry accommodation based service for people that don’t use 

alcohol and/or drugs but are not ready to live independently.  

 

 

 

 

 

 

 

 

 

 

 

 

 

People have also made other suggestions: 

 Participants noted that services need to remain empathetic – a lack 

of funding and stress can create a passive world without empathy – 

when this is your point of contact for support it negatively impacts a 

person and their health. 

 It has been emphasised that the service should be creative, and 

flexible with holistic approach to independence without rigid 

timescale to move on and with individual use of flexible fund to 

meet needs. 

“XXX services are brilliant but now I am 

Dry I would like a similar support structure 

but for people who are dry – moving me 

forwards – reducing temptation and 

linking me to the next stage of 

reintegrating in to communities. To reduce 

the ‘Revolving Door’ – there is a lack of 

these services.” Service User, January 2019 
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 There was a strong message that people felt that the Housing 

Options service is not helpful and there needs to be more positive 

support from the  Council. Particularly housing department 

(Housing Options, Homechoice) was mentioned as the biggest 

barrier. People thought the website was hard to navigate and find 

support.  

 

 

 

 

 

 

 Also, better relationships with private landlords would be crucial. 

People felt frustrated that it is impossible to find private renting as a 

recovering addict, perhaps the Council could be a guarantor – if 

linked to completing the Amber Modules as a record of positive 

behaviour, progression. 

 It has been fed back that hospital admissions can compromise 

housing –“and you can lose your spot”, Council should have a 

scheme to protect people’s places in services when they are ill, as 

the additional stress is detrimental on health.  

 It has been mentioned that palliative care support should be 

provided in the services so people can be made as comfortable as 

possible at end of life. 

Substance Tolerance 
We have asked people if services should be tolerant to drinking alcohol 

and using drugs and how we should define tolerance to substances.  

 People noted that although this is an important service objective for 

the residents at their Supported Accommodation, the services need 

to ensure their clients were successful on their recovery journey. 

Not all services should be tolerant as Crisis services are. 

 There is a need for consistency to ensure more people have access 

to support to prevent unfair exclusions.  

“I got told may have to wait 6 years and 
still no guarantee for a house.” Service 
User, January 2019 
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 It has been emphasised that more support is needed for people in 

recovery who are dry – to access community/housing/employment. 

Reducing isolation and linking community support to create 

independence would be vital. 

 

 
 
 
 
 
 
 
 
Measures 

 Basic outcomes re move-on & general outcomes (soft outcomes): 

o Number of clients 

o Successful departures 

o Unsuccessful departures 

o if transaction support provided/accepted 

o Engagement/contact/interaction(engaged or not) 

Although low admissions could mean poor service with low referrals 

or good service but bed blocking because of lack of moving on 

support. Questions need to be asked and services supported either 

way.  

 Improvements in physical health and Mental Health,  

o Reduced offending -criminal activity / prison and courts 

o Hospital admissions 

o Overdoses / deaths 

o Hoarding 

 Maintaining a tenancy – no evictions 

o Tenancy Sustainment 

- Understanding 

- Awareness 

- Qualification 

- Readiness 

Tolerance 

 

Abstinence is a condition of 

tenancy Complex 

Needs 

Response 

Accommodation 

Abstinence is not a condition of 
tenancy 
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 Successful, move-on into sustained accommodation – no longer in 

need of a service, how to measure representations to housing 

services 

 Reduce the number of bed days lost in acute MH wards to people 

delayed discharge due to no fixed address  need to consider 

whether it really was housing or other issues. 

 Ask client- has the support improved their life? Could use soft 

outcomes forms (beginning & during/end) 

 Increased independence 

 Economic Wellbeing for example if benefits in place, safe wage 

 Measure distance travelled  

 Risk Management 

o Self 

o Others 

o Perceptions 

o Barriers 

o Coping strategies 

Tools 

 Case studies (positive and others) including self-watch 

 Star model 

 Amber Modules -good for people to develop life skills in supported 

accommodation 

 

 

 

 

 

Prepared by: 

Adult Transformation and Commissioning 

22 February 2019 
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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 

mailto:enquiries@cornwall.gov.uk

