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1. Executive Summary

This Adult's Care and Support Accommodation Strategy primarily focuses on residents aged 18+ who
are categorized as have physical difficulties (PD) and/or who are older people (OP). These are the
cohorts of residents that are the principal occupants of the types of accommodation with care
referenced in this paper. However, there are also residents funded by the Adults Care and Support
service with specific needs, such as cognitive impairment, mental health issues (MH), drug misuse
issues and autistic/neurodivergent people who are placed in the types of accommodation with care
covered in this paper, and their needs are also considered. There is also some overlap with two
existing separate strategies for those with Learning Disabilities and those with Mental health needs
which primarily focus on Supported Living types of arrangements, but do reference Residential Care
as well.

This strategy is shaped by a vision to enable independent living for as long as possible, supported by
person-centred care packages and a range of accommodation options. This strategy aligns with
national policy developments, including the government's commitments to reform adult social care,
promote independence, and integrate health and social care services.

The accommodation with care landscape in Portsmouth is characterized by several key challenges
and considerations that shape planning for the future. These include:

1. Incongruence between demand modelling tools and the actual demand in the city, making it
difficult to accurately predict future needs.

2. Limitations of existing housing stock, particularly narrow Victorian terraces, which hinder
independent living and restrict the suitability of residential and nursing homes for various
resident cohorts.

3. Insufficient supply of residential and nursing homes within the city, leading to a low
percentage of admittable vacancies.

4. Atypical utilization patterns of different types of accommodation with care, such as higher-
than-expected care package sizes in Sheltered Housing and Extra Care.

5. The increasing number of older people with rising complexity of needs, placing additional
strain on the existing system.

6. Rising costs associated with building new schemes, including materials, labour, and
borrowing, posing challenges to commissioning new developments.

Looking ahead, future need forecasts suggest significant demographic changes, with the over-65
population projected to increase by 30% between 2024 and 2040. Factors such as an increase in the
complexity of needs, driven by an ageing population with higher rates of dementia and multiple
long-term conditions, are also expected to impact demand for care. The shape of the care market in
Portsmouth will also be determined by key policy drivers, such as the move to support people in the
most independent provision possible for their needs.

Forecasting suggests the need for the following increases in the various types of accommodation
with care:

2025 2030 2035 2040
Sheltered Housing 179 221 245
Extra Care 75 90 120 158 (192 by 2045)
Shared Lives 4 21 TBC TBC
Residential Care -7 31 59 74
Nursing Care 124 153 174 185




2.

Outcomes and Key Principles

This Adult's Care and Support Accommaodation Strategy forms part of the wider activity we are
undertaking to help us realise our vision for the residents of Portsmouth, and in particular the Adult
Social Care Strategy and the specific outcome that 'People are supported to live a fulfilling life at
home and have care and support when they need it'. To support this, our intentions are that:

- There will be a range of housing and support options available and sufficient of each
category to meet future demand.

- There will be a coordinated approach with Housing considering the respective roles of
Sheltered Housing and Extra Care.

- Models of accommodation will support independence and a sense of ownership and
belonging.

- Models of accommodation will address issues of loneliness and support the
maintenance and development of Community links, social activity, and valued
relationships.

- The culture of services and the way housing and accommodation is complemented by
staffing and support will support outcomes around independence, wellbeing, social
integration, and purposeful activity.

- Provision will be configured in a way that supports reduction in stigma.

- Provision will support the management of limited resources.

- Whatever we develop will clearly evidence input in design from stakeholders.

- Whatever we develop will be congruent with our Key Principles as described below.

This strategy is also be informed by the following Key Principles:

3.

People should be supported to live in their own homes for life if they choose to, with the
necessary adaptations, technology and flexible personal support directed by them, but there
will always be some people who need or want to move from their original home.

Moves on should be minimised i.e. eligibility criteria and service delivery should not be so
rigid that people have to move unnecessarily.

People should be supported to plan ahead for themselves and their families with the
information, advice, support and advocacy that helps them choose the right option for
them.

There should be innovative housing models that offer more choice to people as they age.
Individual choice and personalisation as well as support needs, must remain at the heart of
any future model.

We will work in partnership across the whole housing, health, and social care system to
develop a continuum of options with clarity regarding the place of each in that continuum.
People must be supported in ways that keep them as free to live as other people do, not
putting up with different norms, rules, and controls that no one else has to endure.

There will be genuine co-production that involves people in the design, planning,
commissioning, and delivery of housing with care and support.

National Context

‘We all want to live in a place we call home with the people and things we love, in communities
where we look out for one another, doing the things that matter most.’

The statement above comes from 'Social Care Futures', a growing national movement which engages
people with lived experience in thinking about the social care system of the future. It is a vision



statement that really captures the ambition for our accommodation and support strategy for older
people in Portsmouth. We want to enable people with care and support needs in Portsmouth to live
as independently as possible in their own homes for as long as possible, with person-centred,
individual support packages that focus on maintaining independence and making best use of
community assets. This means promoting forms of housing that are most able to provide
independent living opportunities for our ageing and vulnerable population. For people who are no
longer able to remain living in their own home, we need to ensure that a range of accommodation
options with different care and support models are available.

The need for an accommodation and care strategy has been driven at the national level by several
key policy developments:

People at the Heart of Care

Published in December 2021, the government set out its plan/commitments for the reform of adult
social care over the next five to 10 years. The White Paper emphasised the importance of housing in
relation to health and social care in relation to policy making, stating that “every decision about care
is also a decision about housing” and that people should have a good choice of alternative housing
and support options. The White Paper specifically states that the government will “enable all local
areas to agree a plan embedding housing in broader health and care strategies, including investing in
jointly commissioned services”, highlighting that housing that better meets future care and support
needs cannot be achieved by the adult social care system alone. The overall vision is one that
proposes to:

- Offer people choice and control over the care they receive.

- Promote independence and enable people to live well as part of a community.

- Properly value our exemplary and committed social care workforce, enabling them to deliver
the outstanding quality care that they want to provide.

- Recognise unpaid carers for their contribution and treat them fairly.

Joining up care for people, places and populations

Published in February 2022, the government focused specifically on the impetus for more
integration in the planning, commissioning and delivery of co-ordinated, joined up and seamless
health and social care services — right care, in the right place, at the right time.

Older People's Housing Taskforce
The Government has appointed an independent Older People’s Housing Taskforce to look at options
for the provision of greater choice, quality, and security of housing for older people.

This strategy is being formed in a context of unprecedented uncertainty and change for older people
in Portsmouth. Covid-19 had a huge impact - both in terms of physical and mental health, with many
older people facing the consequences of isolation and disconnection from their local community.
Added to that is a cost-of-living crisis, and pressures within the NHS which have made it more
challenging to access services. So, whatever is developed in Portsmouth needs to be flexible and
responsive, recognising that the context is fluid and dynamic.

4. Local Context

4.1 Local Context - Demographics
Portsmouth is a compact city covering 40 square kilometres - 75% of the population lives on Portsea
Island. The city is one of the most densely populated local authority areas outside London.



A key factor influencing the demand for care is demography. In an ageing society, it is reasonable to
expect that demand for care will increase. Whilst Portsmouth is a young city with a comparatively
high proportion of people aged 20-24, the over 75 years population is set to increase by 30%
between 2023 and 2040, representing an additional 9,700 people in that age group. Figure 1 below
shows the expected population increase of people aged 75 and over.

Year 2023 2025 2030 2035 2040

% increase in total population 0% 3% 16% 25% 30%

aged 75 and over (compared to

2023 baseline)

Total population aged 75 plus | 32,200 33,300 37,200 40,400 41,900
Figure 1 - Expected Population Increase in Portsmouth for People aged 75 and over

The number of those over 80 is set to increase by 65% by 2040'. Between 2035 and 2040, the
numbers of the population aged 65 and over begin to reduce. This can be seen emerging in the 65-
69 age bracket, where the percentage increase on current numbers falls from 23% in 2035 to 13% in
2040 as illustrated in Figure 2 below.

Population by Age Forecast 2023 - 2040
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Figure 2 - Changes in population figures by age cohort in Portsmouth between 2023 and 2040

Dependency rates in terms of people needing help with domestic and care tasks are expected to rise
by 34% from 2023 to 2040. Similarly, the number of people expected to be diagnosed with dementia
is expected to rise by 40% from 2023 to 2040.

Portsmouth is ranked 59th of 326 local authorities for deprivation, where 1 is the most deprived.
Evidence shows that those living in the most deprived areas face the worst healthcare inequalities in
relation to healthcare access, experience, and outcomes. Portsmouth ranked in the bottom 10
percent of local authority areas in England for health in 2021.

! https://www.poppi.org.uk/
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4.2 Local Context - Specific Needs

There are increasing numbers of people with mental health issues, autistic/neurodivergent people,
people experiencing homelessness and people with substance misuse issues some of whom are hard
to place in any form of housing with care in Portsmouth. Many of these needs cannot be viewed in
isolation, as they frequently co-exist. For example, homelessness is associated with increases in
issues such as:

- mental health - 44% of homeless people have a mental health diagnoses, in comparison
with 23% of the general population.

- Use of drugs and alcohol to cope with mental health issues - affecting 41% of homeless
people?

- 78% of homeless people report having a physical health condition. This is 37% for the
general population.?

Homelessness has increased significantly over the past three years as detailed in Figure 3 below*.

Year No
2018/19 1303
2020/21 1996
2022/23 2242

Figure 3 - Number of people eligible for homelessness assistance by year
Between 2018/19 and 2022/23 this represents a 73% increase.

For people with Learning Disabilities, numbers are expected to increase in line with population
projections, with no significant change in prevalence rates (around 2% of the population), although
there are currently specific pressures being experienced by the number of young people
transitioning to Adulthood who may be eligible for CHC, some of whom may be joint funded.

It is difficult to determine an accurate prevalence of autism and other neurodivergent conditions
due to under-diagnosis and lack of official recording, particularly in certain cohorts of the population
including women, BAME individuals and those from lower socio-economic groups. Accepted
prevalence data indicates that 1% of the population are autistic/neurodiverse, however recent
studies are now indicating a higher prevalence rate of 2% rising to 3% in certain communities. The 1—
2% prevalence equates to 2,071-4,142 people (all ages) in Portsmouth (based on 2011 census data)
More than 70% of autistic or neurodivergent people have a mental health condition.’

The picture for those with 'mental health issues' is complex, covering a broad spectrum of need.
Data from the Approved Mental Health Practitioners (AMHP) team does suggest a slight upward
overall increase in the number of year-on-year referrals received by the team. Most referrals are for
people aged 18-64.

2The unhealthy state of homelessness, 2014 - Homeless Link

3 Health Needs Audit, 2016 - Homeless Link

4 Homelessness statistics - GOV.UK (www.gov.uk)

5'If not now - when?' Autism and neurodivergence in Portsmouth: Evidencing the need for change
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5. The Housing with Care Landscape

There is a spectrum of care need within the city and a spectrum of housing with care solutions to
meet those needs which is illustrated in the diagram below.

Lowest Care Needs Highest Care Needs

Sheltered Housing  Extra Care Shared Lives Residential Care Nursing Care

Portsmouth has a few specific archetypes of property almost none of which work for older and
disabled people, both in terms of general housing stock (the scarcity of bungalows in Portsmouth is
marked) - stairs, steep often without the capacity for stair lifts, narrow corridors, hallways, step-in
baths and - in terms of Council flats - provision that often lacks lifts. Under-occupation makes it hard
to heat the home and maintenance often becomes a problem. Whilst we do believe in a community
first approach - that people should be supported to live in their own homes if they choose to, with
the necessary adaptations, technology and flexible personal support directed by them; the reality of
remaining in your home in Portsmouth may not be straightforward.

6. Sheltered Housing

6.1 Description of Sheltered Housing

Sheltered Housing is unfurnished accommaodation for persons with support needs. Staff visit every
resident regularly and create support plans based on individual needs to enable residents to live
independently in their own, self-contained, homes. Support needs are reviewed at least annually
and can be more frequent at the residents request, or if their circumstances change. This service is
provided in a variety of building types, including general accommodation and purpose-built
schemes.

All residents of Sheltered Housing have in addition to the service provided by the Sheltered Housing
service, the provision of a warden call alarm, providing 24/7 assistance where needed.

Category 1 Sheltered Housing

Provided across a variety of building types dispersed across Portsea Island in both buildings of mixed
tenure and schemes consisting only of Sheltered Housing tenants. This service is primarily for lower-
level support needs, with all residents having a dedicated Scheme Manager available to them during
office hours Monday to Friday (excluding bank holidays).

Responders to demand within this service are Portsmouth City Council staff, Urgent Community
Response/Night Response, and the Housing Services Out of Hours Team.

Category 2 Sheltered Housing

Provided only within the PO7-PQO9 areas in purpose-built schemes. The residents within this category
of Sheltered Housing may have similar needs to those within the Category 1 service, although in
many cases the support needs are higher.

Residents within these schemes, benefit from a dedicated Scheme Manager and Support Assistants
based within the scheme during office hours Monday- Friday (excluding bank holidays)

Responders to demand within this service are Portsmouth City Council staff, and the Housing
Services' Out of Hours Team.



Category 2.5 Sheltered Housing

Provided in the PO1 - PO6 Area of Portsmouth, in purpose-built schemes which include communal
areas and adapted facilities for residents' use. The residents within this category of Sheltered
Housing have the highest level of support need and as such, additional support services are offered
including a hot meal provision, and assistance with domestic tasks.

All Category 2.5 Schemes are staffed 24/7, 365 days a year, with a Scheme Manager and a team of
Support Assistants responding to resident's needs. Overnight, a sleep-in carer is on site to respond
to any requests for assistance. Additional support can be sought from other departments/agencies
as per the Categories 1 and 2 Service

6.2 Sheltered Housing - Eligibility & Allocations
To be eligible for Sheltered Housing the applicant must:

e Be over 55 (Persons under the age of 55’s with support needs can be considered)
e Have a defined housing need.

e Have defined support and / or health needs.

e Benefit from the Sheltered Housing services provided.

The average age of someone moving in to Sheltered Housing is 71 years.

6.3 Sheltered Housing - Current Contracting Arrangements
All Sheltered Housing in Portsmouth is owned and operated by Portsmouth City Council.

6.4 Sheltered Housing - Current Supply

In PO1-6 there are 31 sheltered schemes managed by Portsmouth City Council. These are open to
people aged 55 and older though exceptions can be made and there have been notable successes in
using schemes such as John Marshall Court for people with a range of needs including learning
disability - resulting in all schemes now accommodating residents with a variety of support needs.
Demand for people under 65 is generally low and has decreased from 20/25% in 2018 to 15/20%
currently.

There are 7 category 2.5 schemes across the City in Buckland, Landport, Somerstown, Paulsgrove
and Cosham. People using category 2.5 schemes have higher support needs than in other types of
Sheltered Housing schemes. On site housing staff provide a range of support to residents, including
daily/regular visits from scheme staff to ensure the wellbeing of the resident and support with
domestic tasks. All flats have a pull cord, and each scheme employs a CQC registered care provider
for sleeping night support between 10 pm and 7 am.

A significant proportion of people in category 2.5 accommodation have personal care needs, which
are met through provision by Domiciliary Care agencies funded by Adult Social Care (ASC). As of 8"
March 2024, there were 74 residents in receipt of personal care, with an average size package of
care of 9.3 hours per week. A review of those moving into category 2.5 Sheltered Housing in 2023
showed that the average size of a package of care on move in was 12.8 hours. There are 354
occupied flats in total, so 21% of tenants are in receipt of personal care funded by ASC. Sheltered
Housing in Portsmouth is clearly meeting a need that might ordinarily be met by Extra Care.

Sheltered Housing - Current Supply Challenges

There are issues with the existing sheltered stock in that it is aged housing stock, designed at a time
when design standards were not as they are now. Or in some cases, is provided in repurposed
accommodation to meet the demand for the service. A recent review of the Sheltered Housing stock
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has identified that much of the current supply would benefit from improvements/redesign to bring
the accommodation in line with current accessibility design standards.

In some properties, the desigh and/or construction of the property creates additional challenges
when considering adaptations which could be made to benefit residents.

Sheltered Housing - Current Supply Quality

As mentioned above, the existing Sheltered Housing stock is aged, resulting in increasing repair costs
(met by Housing). A desktop review of the category 2.5 Sheltered Housing stock in September 2022
showed that most of the stock was in a 'fair' condition, with most schemes having a number of 'high'
to "medium’ priority works required.

6.5 Sheltered Housing - Future Needs Forecast - the HEDNA Report

The December 2023 HEDNA report indicates that there is an over-supply of Sheltered Housing in
Portsmouth with a current surplus of 928 affordable units.® Despite the current indicative over-
supply, demand for Sheltered Housing locally remains consistently high with a current waiting list of
254, 115 of which are for category 2.5 Sheltered Housing. There are a number of potential reasons
for this:

- Portsmouth has a long history of Sheltered Housing, with existing schemes well known and
well bedded into their local community.

- Sheltered Housing is actively promoted as an option when people are looking for supported
accommodation appropriate to both their support and accommodation needs.

- The level of support offered within the schemes (especially the category 2.5 schemes) means
that people are supported to stay for as long as is feasible given their personal care needs.

There is a developments of category 2.5 Sheltered Housing in the pipeline: Hilsea Lodge (potential to
accommodate 60 people) This development is in the very early stage and will take at least 2 years to
come to fruition if indeed it gets approval to proceed.

Figure 4 gives an estimation of demand based on current supply plus the current waiting list,
factoring in population growth and pipeline developments:

Sheltered Housing 2025 2030 2035 2040
Current capacity (plus current | 360 (+105) 360 (+105) 360 (+105) 360 (+105)
waiting list)
Forecast Population increases | +14 +74 +116 +140
Planned development capacity | n/a -82 -82 -82

Net effect on need | 479 (119 more | 457 (97 more | 499 (139 more | 523 (163 more
than now) than now) than now) than now)
Figure 4 - Future demand for Sheltered Housing - based on current/pipeline supply and population
projections
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7. Extra Care

7.1 Description of Extra Care

Extra Care usually consists of purpose-built or adapted flats or bungalows with a medium to high
level of care available if required, through an onsite care agency registered through the Care Quality
Commission (CQC). The aim of Extra Care schemes is for people to live independently in their own
homes while being able to access the care and support they need, as their needs change, for the rest
of their lives. Residents have access to 24-hour support services and staff, and meals may also be
available. There are often extensive communal areas, such as space to socialise or a wellbeing
centre. People can also move into Extra Care flats with their partner, even if their partner does not
have care and support needs themselves.

Housing Learning and Improvement Network (LIN) gives the following definition:

Extra Care housing is housing with care primarily for older people where occupants
have specific tenure rights to occupy self-contained dwellings and where they have
agreements that cover the provision of care, support, domestic, social, community
or other services. Unlike people living in residential care homes, extra care residents
are not obliged as a rule to obtain their care services from a specific provider,
though other services (such as some domestic services, costs for communal areas
including a catering kitchen, and in some cases some meals) might be built into the
charges residents pay’.

7.2 Extra Care - Current Contracting Arrangements

The care for those living in Extra Care schemes is primarily contracted through the Extra Care
contract. As with any home care provision, people have a choice of care provider, but in practice,
provision of the care element in Extra Care tends to be provided by the onsite provider.

One of the complications for Extra Care is the sheer number of elements that are involved in the safe
and successful running of the schemes:

Housing provision

Core care

Individual care
Overnight care

Alarm response

Activity provision
Housing Related Support

o Uk wWwNPE

There follows a more detailed description of current arrangements for each of these elements.
2. Housing Provision

PCC has a contract with Housing21 for the housing and housing management of Extra Care schemes.
3. Core Care

In May 2021 Radis began delivery of care in all PCC Extra Care schemes, following a successful tender
for the business. The contract is due to expire in May 2026. Schemes are expected to have an on-site
care presence 24 hours a day. This element is paid for via a block payment.

7 Extra_Care Housing What is_it.pdf (housinglin.org.uk)
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4. Planned Care

All packages of care for people in Extra Care schemes are automatically commissioned with Radis,
the only time this is not the case is when a resident moving into Extra Care has a provider already
and explicitly asks for this provider to remain, or if Radis are unable to meet the care needs of the
individual.

All planned care is paid by individual order recorded on the ASC financial system ContrOCC.
5. Overnight Care

There is an expectation that there will be 24-hour availability of care including waking night care,
payment for which is made via the core care block payment.

6. Alarm Response

Alarm response is a key part of Portsmouth’s Extra Care provision. The on-site care provider is
expected to respond to alarm calls at night. The Extra Care Specification does not detail what is
required in terms of alarm response during the day, however in practice the provider covers
daytime alarms - and alarms for all residents within a scheme, whether or not they are in receipt of
care.

7. Activity Provision

People living in extra care housing are much more likely to lack the skills or confidence necessary to
be able to set up and manage resident led activities than might be the case, for example, in
Sheltered Housing. The Extra Care Specification requires that the care provider offers 'assistance to
pursue activities'.

7.3 Extra Care - Eligibility & Allocations

The 'Nominations Agreement' between PCC and Housing21 sets out the Council’s approach to
allocating Extra Care units as they become available. The Nominations Agreement refers to the
'Allocation Panel' which comprises representatives from the Council's Housing and Social Care
teams, from Radis and from Housing21, where nominations are considered.

There are two conditions for eligibility for Extra Care:

1. The person must be on the Portsmouth Housing Register
2. Following a needs assessment, requires provision of care and support for a minimum of 4
hours per week.

The current specification looks to maintain a balance of need in the Schemes by requiring that
schemes are configured based on 60% of tenants having 'high' needs (in excess of 10 hours per
week) and 40% having 'low' needs (4 -10 hours per week). This requirement informs Panel decision-
making. The current distribution of 'high' and 'low' needs across the schemes almost exactly mirrors
this, with an average of 58% of residents having 'high' needs and 38% having 'low' needs.
Individually, Maritime House has the highest percentage of those with 'high' needs (66%) and Milton
Court the lowest (47%).

7.4 Extra Care - Current Supply

There are currently four Extra Care schemes in Portsmouth, totalling 243 units of housing, of which
211 currently have nomination rights for PCC as Extra Care units as outlined below. There is also the
potential to increase provision at Maritime through the adaption of the Victory Unit to provide 10
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additional flats. This is still in the process of being negotiated but we can anticipate them coming
on-line in 2025.

Property Total no of units No. PCC EC Units Age eligibility
Brunel Court 55 47 55+
Milton 65 40 55+
Caroline 43 43 18+
Square
Maritime 80 80 18+
House
Total 243 211

Figure 5 - Extra Care Schemes, capacity and age eligibility

Property No of No of Units with % Breakdown of hours
PCCEC residents in receipt of
Units funded Personal Care
Brunel 47 33 70% Up to 4 hours - 9%
Court 5-10 hours - 33%
Over 10 hours - 58%
Milton 40 30 75% Up to 4 hours - 20%

5-10 hours - 30%
Over 10 hours - 50%

Caroline 43 32 74% Up to 4 hours - 6%
Square 5-10 hours - 38%
Over 10 hours - 56%
Maritime 80 59 74% Up to 4 hours - 12%
House 5-10 hours - 24%

Over 10 hours - 64%
Total 211 154 Average 73%
Figure 6 - packages of care in Extra Care

The above data shows 154 residents living in extra care schemes with a package of care, this
represents 73% of available flats. The remaining flats are occupied by individuals with no current
package of care or will be vacant flats. This is a comparable percentage to a close statistical
neighbour. Across all four schemes, the average care package size is 15.7 hours per week. The
average (mean) age of extra care residents with a care package is 70.9 years.

Those units where there is no individual in receipt of funded care relate largely to people who
moved in with a small package of care which they then no longer require and to those who moved in
with a partner with care needs who has subsequently died. It should be noted that the remaining
partner has 'assured rights' and cannot be asked to leave the scheme. It should also be noted that
the levels are fluid, with frequent changes®. As with much of Social Care, current referrals for Extra
Care schemes are primarily complex cases, which are likely to fall within the current definition of
'high' needs.

8 Some examples include need changing due to provision of technology, adaptations, change of condition or in
situations where residents move in as a partner of someone with care needs, and then develop care needs
themselves
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Extra Care - Current Supply Challenges

Currently, it could be argued that given the relatively high number of average hours of care provided
in Extra Care schemes in Portsmouth, Extra Care sits closer to residential care on the care continuum
than it does to Sheltered Housing. This is a move away from the original concept of Extra Care in
Portsmouth, which was focussed on prevention and wellbeing for people with lower-level care and
support needs. It should be noted, however, that the current level of needs was present (and even
slightly higher) in 2019 when the current contract was tendered. There is no data available to
interrogate prior to 2019.

The current balance of needs within the schemes does give rise to potential issues:

e An uneven split across care groups presents several challenges for care providers; namely,
managing capacity, which has a knock-on effect of providers being reluctant to accept new,
higher-needs referrals. Note that if the care provider is not able to safely meet the needs of
the person it may be that another provider can be utilised, however it is important that this
happens minimally so as not to destabilise the on-site care provision.

e Schemes may also struggle to attract lower needs residents if most tenants have high levels
of need as they may not feel they “fit in” within the scheme’s current community. This can
impact on voids, staffing and revenue.

e Itisimportant that there are a proportion of lower need residents to retain an ‘independent
living’ environment and enable people to make informed choices about their housing before
their needs become too great. This is in line with the ‘home for life’ principle.

e |tis also important to ensure balance so that available extra care capacity is not
disproportionately consumed by residents with lower needs, as this will undesirably drive
cost.

Currently as of 15" March 2024 there are no vacancies in Extra Care and there is a waiting list of 5
across the schemes. Priority is given to referrals from Residential Care and hospital discharge In
2023, 53 were accepted at Panel of which 17 were from Hospital Discharge/Residential placements.
The picture is of steady turnover without any build-up of pressure in terms of a waiting list. Itis
difficult to be certain of why this might be, but it may be a result of a lack of understanding by Social
Care Practitioners of what Extra Care is and what it can offer. It may also be that - unlike Sheltered
Housing, which may be a proactive choice to want to move in to - Extra Care is a only considered
when there is a necessity.

As with Sheltered Housing, the HEDNA?® report is not consistent with local experience, as it suggests
that there is a current shortfall of 399 Extra Care units, which is set to rise to a shortfall of 770 units
by 2040. In terms of affordable Extra Care units, the current shortfall suggested is 217. Most of the
additional predicted demand is anticipated to be in the private sector, with only an additional 12
units needed in the affordable sector by 2040.

Extra Care - Current Supply Quality
Two of the four schemes - Brunel Court and Maritime House - were inspected by CQC in April and
June 2023 respectively and were found to be inadequate. The schemes are due to be re-inspected.

7.5 Extra Care Total Spend
Total annual spend in Portsmouth on the care element of Extra Care is approximately £3.5 million.

9 Portsmouth Housing and Economic Development Needs Assessment Final Report, December 2023
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7.6 Extra Care - Options

A model adopted by another Local Authority (one of our statistical neighbours) is one where there is
significantly less core hour time funded, with most schemes having one waking night carer per
scheme (so 9 x 7 = 63 hours of core care per week as opposed to an average of 258 hours in PCC)
with the rest paid via planned care. The average size of a package of care in this L.A. is 11 hours.

In another Local Authority, Extra Care fulfils a role similar to the role it plays in Portsmouth i.e. it
accommodates residents with higher level needs, with care packages ranging from 15 to 25 hours,
often with double up care. A great deal of work has been undertaken by the L.A. to change the
culture around Extra Care, implementing a dedicated team of Social Care Practitioners to support
providers to take residents with complex and often challenging needs. This team also conducts all
review of Extra Care residents and manages nominations into the schemes (there is no panel).

Extra Care in this L.A. is open to anyone aged 18 and over. Whilst not without its challenges, this has
created a less 'compartmentalized' environment, more akin to everyday life. This could be a good fit
for autistic people, where there is a set amount of support but people can have unplanned care as
the needs arise, both in the day and night, whilst retaining the independence of living in a self-
contained flat. Schemes are designed with flats large enough to accommodate wheelchair users, but
with significantly less communal space than is traditional in Extra Care, which has made the schemes
more affordable to build.

The pricing model in This L.A. is also interesting. Each scheme (there are 17 in total, most with
around 50-60 units) has one waking night carer overnight (63 hours per week). Each scheme also has
a day-time block of 105 hours - however, the cost of this is netted off the cost of any planned care
delivered by the provider.

7.7 Extra Care - Addressing Contract Issues
There are a number of areas of the Extra Care contracting arrangements that need to be considered
for both the current arrangements and in terms of planning for the future. These include:

e Reviewing the size and function of the block hours alongside the planned care hours to
ensure schemes that offer sufficient cover and offer value for money.

e Two of the existing four schemes offer accommodation for residents aged 18 plus. All
schemes will move to this basis from the point when the Extra Care contract is re-tendered
in May 2026, and all new schemes will be tendered on this basis. This will ensure that Extra
Care can accommodate the needs of a wider range of residents, for example younger
residents with physical disabilities or Learning Disabilities if appropriate to their needs and
appropriate within the context of the Extra Care community.

e Sheltered Housing in Portsmouth works well to meet lower-level care needs in the City, and
Extra Care will continue to support a range of needs, including meeting the needs of some
residents who require larger packages of care. To support this a review of social work
practitioner allocation will be undertaken to ensure that the on-site care provider is fully
supported to meet a range of differing levels of need.

e The nominations policy for Extra Care currently requires that a potential resident has both a
housing and a care need of four hours or more per week. The appropriateness of this policy
in the light of proposed changes needs to be considered.

e One of the clear benefits offered by the Sheltered Housing model in Portsmouth is the value
added by the housing related support on site. Residents get a daily welfare check, and the
schemes have a real community feel. In contrast, Extra Care schemes in Portsmouth do not
have a housing support function on site. The on-site registered care provider does organise
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some activities, and further activities are delivered by ASC colleagues. Even so, the feel is
much less community focussed. Future tendering will ensure that all existing and future
schemes have a robust housing related support offer.

7.8 Extra Care - Future Needs Forecast - the HEDNA Report

The HEDNA report makes what are on the face of it very reasonable assumptions about demand for
Extra Care based on models - such as the Housing LIN predictive model - modified to reflect local
factors, such as levels of deprivation in the city. However, the assessment of need does not factor in
the unique function that Sheltered Housing in Portsmouth plays when it comes to meeting the care
needs of residents.

21% of residents in Sheltered Housing have a care package with an average size of 9.7 hours - this is
close to what might ordinarily be provided in Extra Care. One approach to predicting demand for
Extra Care could therefore be to take the predicted numbers modelled in the HEDNA report for Extra
Care, reducing them by 21% to reflect the role that Sheltered Housing plays in delivering care in the
city. Such a model would deliver the following demand:

Extra Care 2025 2030 2035 2040
Current Capacity | 211 211 211 211
Population aged 75+ | 16,400 17,500 19,500 22,000
HEDNA forecast for affordable Extra Care - 29 | 476 507 565 638

units per 1000 population aged 75+

Minus 21% to reflect role of Sheltered Housing | 376 400 446 504
Net effect on need for Extra Care @ +165 +189 +235 +293

Figure 7 - Future Demand for Extra Care based on moderated predictions from the HEDNA report

7.9 Extra Care - other demand models

There are other models of demand projection for Extra Care which need to be considered, in
particular the Sheffield Hallam 'HOSP' model which suggests demand of 8 units per head of
population aged 75 and over. This is significantly different from the HousingLIN model which
suggests a need for 29 units per head of population aged 75 plus.

Using the HOSP model suggests that we actually need less Extra Care capacity than we already have.
Given that Extra Care is full and vacancies are generally filled in a timely manner this therefore feels
like an underestimation. The following model therefore gives a prediction of demand based on a
middle point between the HousingLIN model (modified down to reflect the role of Sheltered
Accommodation) and the HOSP model. The number of indicative units using this average is 18 units
er head of population aged 75 and over.
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Basis of estimation Portsmouth Upper Portsmouth Lower [Portsmouth
Estimate (Housing LIN) [Estimate (HOSP) Median Estimate

No of units per 1

p:))p(:I:tio; z,:ed 3(;3 2o B 18

Extra Care 2045 2045 2045

Population aged 75+ 22400 22400 22400

Total no of units required 504 180 403

Current Capacity 211 211 211

Net need 293 31 192

Figure 8 - Future demand for Extra Care based on a median position

7.10 Extra Care and Residential Care - Future Needs Forecast - Policy Drivers

The HEDNA report adds that 'In addition to the modelling' ..."ASC have a range of preventative
policies which will reduce the need going forward. This would see the modelling shift from a
residential care need towards housing with care and housing with support.' Such a policy shift is not
reflected in the HEDNA predictive model.

The key policy driver which will affect the level of need for different types of provision is the move to
support people in the most independent provision possible for their needs. This means that more
people will be supported to remain living in their own home for longer with domiciliary care
provision. It also means that Extra Care will be favoured over care home provision wherever
possible. There will of course remain a need for residential and nursing provision, however this may
reduce (or at least not grow at the forecast pace).

This factor will predominately affect Extra Care, as it is likely to manifest in a move away from
residential care towards Extra Care, particularly if Extra Care can be developed, which supports
individuals with more complex needs.

What is realistic in terms of a move back from residential to Extra Care is hard to say without
individual reviews of packages of care. A neighbouring L.A. for example has based its predictive
model (in addition to demographic shifts) on the assumption that lower cost residential placements
equal lower care needs - which could potentially be accommodated in Extra Care. Although there
may be some truth to this, it is also true that once someone has been in bedded care for any period
of time, their reablement potential diminishes. There may also be people currently accommodated
in higher cost residential placements that could be accommodated in Extra Care more appropriately,
for example residents with Learning Disabilities. Feedback from other Local Authorities suggests
that this is a genuine opportunity that could be explored. It would also support the objectives
described in the 'Learning Disability Housing Support Strategy', in particular to:

- Increase the range and choice of available housing and support options.
- Maximise independence, sense of ownership, and personal responsibility.
- Be cost effective.

Overall, the potential impact on the requirement for additional Extra Care as a result of moving
residents out of residential care therefore needs to be conservative in its estimation. However, there
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may well be potential to divert away from bedded care if there is a) capacity to do so and b) a
proactive approach within social care to plan for and choose Extra Care over bedded care.

It should be noted that one of the reasons why Extra Care is currently full, yet there is only a small
waiting list may be that Social Care Practitioners are aware of this and are dealing with residents that
- unlike with Sheltered Housing where needs are generally lower and moving is a proactive choice -
need a more immediate solution. So, it could be a case of 'if we build it, they will come'.

Projections indicate the following requirements for additional schemes, based on each scheme being
60 units:

2025-2030 - one new scheme
2030-2035 - one additional scheme
2035-2045 - one additional scheme

Discussions have taken place with internal colleagues about the possibility of PCC led Extra Care
developments, However, these are challenging in the current economic climate. Discussions have
begun with potential private providers of Extra Care. One such private company has equity backing,
and therefore is not affected by interest rates. They have identified a site in Portsmouth which could
accommodate a 60-bed build. Their model is to have 100% nominations from the Local Authority.
Their model also includes delivery of welfare support and community activities in Extra Care.
Partnership opportunities with other potential private providers are also underway.

It should also be noted that this report focusses on the need for additional affordable Extra Care
units. The HEDNA report estimates the need for Extra Care in the market sector as well. If the figures
from the HEDNA report are factored in to the demand modelling above, the additional demand is as
follows:

Extra Care 2040
Affordable Extra Care - additional demand by 2040 | +372
Market Sector - additional demand by 2040  +324
Total additional demand by 2040 = +696
Figure 9 - Future Demand for Extra Care including affordable and market sectors

8. Shared Lives

8.1 Shared Lives - Description

Shared Lives is a nationally recognised form of social care, which involves a person, who needs
support, living with or regularly visiting an approved Shared Lives Carer, who is linked to a local
Shared Lives Scheme, that is regulated by CQC.

In Shared Lives, a young person or adult who needs support is matched with a carefully approved
Shared Lives carer, by their local Shared Lives scheme. Together, they share family and community
life. Over half of the people using Shared Lives move in with their chosen Shared Lives carer to live as
part of their household; and the remaining people visit for day support or overnight breaks. People
get safe, personal care and support, in a place which feels like home.

Portsmouth Shared Lives is an in-house service and predominantly supports individuals with learning
disabilities in live-in arrangements. Alongside this, there are short break arrangements and day -
support arrangements.
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The service also supports people with mental-ill health, autistic/neurodivergent people, and physical
support needs.

8.2 Shared Live - Current Supply
There are 37 shared lives households in Portsmouth currently.

Shared Lives - Current Supply Challenges

There have been challenges nationally in expanding Shared Lives schemes, due to a range of factors
such as the demographic for Shared Lives carers and this has been the experience in Portsmouth.
The number of Shared Lives households and therefore the number of people supported in
arrangements has decreased in recent years and more significantly since 2020 when there were 46
arrangements.

A recent report produced in partnership with Shared Lives Plus (Home - Shared Lives Plus), has
identified the challenges and opportunities for expansion of Shared Lives in Portsmouth and there is
now a commitment to invest in the expansion of the service through a business case.

Shared Lives - Current Supply Quality

The Care Quality Commission consistently rates Shared Lives in England as the safest and best
quality social care service; in 2022 97% of Shared Lives services were rated as good or outstanding.
despite this it is small and under -utilised. To ensure growth Shared Lives needs political and
financial investment; this has been demonstrated recently in its inclusion in the DHSC Accelerating
Reform Fund that can support Shared Lives to be scaled up and developed as a mainstream offer.
The Portsmouth Shared Lives service is registered with the Care Quality Commission and has
consistently retained a "GOOD" rating. (Portsmouth Shared Lives Service - Care Quality Commission

(cqc.org.uk)

8.3 Shared Lives - Total Spend
The total spend on Shared Lives placements in 2023/24 was £24K.

8.4 Shared Lives - Future Needs Forecast
The number of placements that might divert from residential and/or nursing care to shared lives is
small (but the placements are expensive). This has therefore not been used as a factor to predict
demand for residential and nursing care in the next sections.

9. Residential Care

9.1 Residential Care - Description
Residential Care provides 24-hour personal care and support for people who need help with daily
tasks, such as washing, dressing, or eating, but do not need nursing care.

9.2 Residential Care - Current Contracting Arrangement

Residential Care is purchased by Portsmouth on a 'spot' basis. It is not uncommon for this to be the
case for Local Authority purchasing of this type of care. However, spend is significant and the current
route to market is non-compliant.

9.3 Residential Care - Current Supply

There are 22 private Residential Care Homes in Portsmouth, and one PCC run residential home.
There are 509 beds in total, of which 32 are admittable vacancies - an occupancy rate of 93.72%.
There are currently 65 people placed out of area as shown on the map below - most are placed close
to the immediate boundaries of Portsmouth:
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Figure 10 - Geographic location of residential placements

Because Portsmouth is a compact City, the geographical spread of accommodation is not in theory a
significant challenge for Portsmouth. However, the population of Portsmouth is very community
focussed, which can mean that a move from one area of the city to another is not considered viable
by the resident or their family members.

Residential Care - Current Supply Challenges
In terms of meeting clinical and behavioural needs in the current Residential stock, challenges exist

in terms of:

Lack of training and experience to support specific resident groups, such as autistic and
neurodivergent people, those with challenging behaviour (including dementia), and
individuals who require support for their mental health (including substance misuse and
alcohol dependency).
Many of the homes in the city have been converted from the narrow Victorian terraces
so prevalent in the city, with only six of the settings being purpose built. This means that
many of the homes are characterised with narrow corridors and limited ground floor
space. This can cause issues with many cohorts of residents with specific needs such as:
o Those with high falls risks
o Bariatric residents, who need to be on the ground floor and need rooms that can
accommodate large equipment.
CQC registration - most homes across the city are CQC registered to support >65yrs.
There is an increase in admissions of individuals that are <65yrs that require a residential
placement.
At the same time there is a view from providers that Residential Care Homes are being
asked to support increased complexity. People are moving to Residential Care at a later
stage and their stays are consequently shorter. In some cases, health tasks such as
catheter management, insulin administration, PEG feeding are being assigned to
Residential Care staff and this is a cause of some concern.
The level of deprivation in the city means that there are not many self-funders, but a
significant challenge is the number of beds spot or blocked purchased by other Councils.

In 2022 research was carried out for the Southeast Social Care Alliance - 10 county wide care
associations that together cover the Southeast. Data was collected via an online survey sent to
3,227 care providers in the Southeast:

90% of providers reported significant problems with maintaining an adequate
workforce.



e Traditional incentives to boost recruitment/retention have been employed but have not
been effective to the degree expected.

e Providers reported costs rising by up to 25%

e 75% of providers said LA/NHS funding has not kept pace. The average shortfall for
Residential being 20% in 2022.

e 64% of providers said future viability was seriously in question.

e 58% of providers said occupancy was lower than previous year - on average 24%

e Qver 50% of providers who have a relationship with a bank/lender are concerned re
changing attitude of lender.

So, there is real concern re the resilience of the market. Over the past twelve months, three
residential homes have closed - one a result of a provider decision to sell the land; one as a result of
CQC withdrawing their registration; one where notice was given by PCC due to safeguarding/quality
issues and CQC inspection results. There are unlikely to be any new entrants to the market.

We have a relatively small Residential sector that is concerning regarding resilience and has an
element that is unable to support a range of complex needs. Asking Residential Care to deal with
increased complexity, where they are not precluded from doing so by building limitations, requires
thought given that staffing is an issue, recruitment is challenging, and remuneration is low. We have
an ageing population with allied complexity of need, and we need to consider whether we need to
develop more resource to deal with high levels of complexity.

The number of placements into Residential Care from hospital may be higher than necessary. This is
currently being addressed through improved assessments, greater challenge over which pathway an
individual follows on discharge, and an improved reablement offer.

The direction of travel is unambiguously clear. Increased complexity of need, the fragility and
saturation of the market and the lack of new entrants will create demand that will exceed capacity in
Residential Care.

Residential Care - Current Supply Quality
For the 23 Residential Care Homes registered in Portsmouth, the CQC inspection outcomes are as
follows:

- 0are Outstanding

- 18 are Good

- 4 are Requires Improvement

- 1isInadequate

- 0 are Registered but Not Yet Inspected

Generally, the quality of residential provision is satisfactory, but the following themes often appear
when there are quality issues:
e The service has a registered manager who is inexperienced or does not perform the role
of manager adequately.
e The processes for audit and quality monitoring are not followed or are irregular.
e The services lack understanding of MCA and DolS. Staff are therefore in-experienced in
this area and leads to poor risk assessments and care plans.
e The most common theme of safeguarding referrals is medication errors.
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9.4 Residential Care Total Spend

The total spend on residential care in 2023/24 was £9.5M. There was an increase in the number of
placements - there were 192 active placements in 2023-24 vs 165 in 2022-23. Average weekly
package costs for Adult's Care and Support increased overall by 19% when compared to March 2022,
and for new placements only have risen by 24.4%. Part of the increase in costs can also be attributed
to the uplift of 8.5% applied last year, However, costs have risen by an additional 10.5% above the
uplift.

For residents with Learning Disabilities, residential spend has reduced by 18% and for residents with
Mental Health issues it has reduced by 38% when compared with spend in March 2022. The number
of active residents (this includes all residents who had a package of care in that period, even if they
started and left in that period) in each year has remained fairly static. Numbers are fairly small (Out
of a total of 229 residential residents in March 2023, 37 were LD residents and 25 were MH
residents).

Average Cost per week by Month
Residential Care
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Figure 11 - Average cost of a Residential Care placement by month Apr 2022- March 2024

Usage of residential care by autistic/neurodivergent people is hard to quantify as recording in
SystmOne and ContrOCC of autism is not consistent. However, a review has shown there are
currently ten Individuals where autism/neurodivergence is indicated, of which five are in residential
care.

Residential Care Spend -Value for Money

Residential Care is currently procured on a spot purchase basis with no agreed pricing. As noted
above, overall spend on residential care continues to rise. Consideration is currently being given to a
compliant procurement route such as a Framework or Dynamic Purchasing System. Hampshire are
currently in the throes of a tender for a residential and nursing framework, with fixed price bands.
The success of this approach will be reviewed before any decision are taken for PCC.

Residential Care is currently sourced by Social Care Practitioners. This process will be changing later
in the year, with placements being sourced via the Brokerage Team (who already source Home
Care).

9.5 Residential Care - Future Needs Forecast

As of 11" April 2024, Portsmouth had a supply of 508 residential care home beds against a 75+
population of 15,900. This provides a prevalence rate of 32.01 beds per 1,000 of the 75+ population.

In comparison, England had a supply of 200,720 residential care home beds against a 75+ population
of 5,614,400. This provides a prevalence rate of 35.75 beds per 1,000 of the 75+ population.
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This means that the current amount of residential care provision in Portsmouth is marginally lower
in comparison to the England average.

The beds are 93.74% full. The Council have placed 25 people outside of the city. This is driven by the
lack of capacity within the existing stock which is potentially worse than the 93.74% occupancy as
some capacity is in shared bedrooms. The level of deprivation in the city means that there are not
many self-funders, but a significant challenge is the number of beds spot or blocked purchased by
other Councils.

The number of new referrals into residential care has increased from 119 in 2022-23 to 149 in 2023-
24. 121 people left residential care in 2022-23, and 121 people left in 2023-24, indicating a net rise in
the number of placements into residential care.

Figure 12 below sets out the future local need for additional residential care home beds, based on
the current demand and population projections, and with adjustments for the transition away from
residential to Extra Care as described in the previous section:

Residential Care 2025 2030 2035 2040
Max No of placements required in 23/24 | 194 194 194 194
Increased need based on forecast population | +10 +51 +80 +96

increases in those aged 75+

Decrease from diverting lower-level residential | -17 -20 -21 -22
need placements*

Net effect on need | -7 +31 +59 +74

Total No of placements required | 187 225 253 268

Figure 12 - future need for Residential Care based on population growth and moderated for diversion
to Extra Care

10. Nursing Care

10.1 Nursing Care - Description
Nursing Care provides 24-hour personal care and support for people who struggle significantly with
daily life or have various medical conditions and need regular treatment from registered nurses.

10.2 Nursing Care - Current Contracting Arrangement

Nursing Care is purchased by Portsmouth on a 'spot' basis. It is not uncommon for this to be the case
for Local Authority purchasing of this type of care. However, spend is significant and the current
route to market is non-compliant.

10.3 Nursing Care - Current Supply
There are 9 Private Nursing Care Homes in Portsmouth including one which is currently suspended,
and one PCC run Nursing Home. There are 364 beds available in total'®, of which 17 are admittable

10 Taken from the Capacity Tracker 08.04.24 - excludes beds in Admiral Jellicoe which is for military personnel
only and it currently under suspension, and excludes 40 beds shown for Summerlee under the Harry Sotnick
registration
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vacancies - an occupancy rate of 94.36%. There are 22 people placed out of area. Most are in the
areas immediately surrounding Portsmouth but there are two much further afield.

There is an unquantified use of Nursing Care by some, for example younger people with a physical
disability, or Mental Health issues for whom more suitable alternatives could be developed either
bespoke or through a broader use of Extra Care.

Nursing Care - Current Supply Challenges

One nursing home has closed over the last twelve months as a result of the provider wanting to sell
the land for redevelopment. The current supply of nursing care in Portsmouth is almost at saturation
point, with very high occupancy of available beds.

In terms of meeting clinical and behavioural needs in the current Nursing stock challenges are not
dissimilar to Residential Care, and are:

o Lack of training and experience to support specific resident groups, such as those with
challenging behaviour (including dementia), autistic people and neurodivergence, and
individuals who require support for their mental health (including substance misuse and
alcohol dependency).

. Only four of the Nursing Homes are purpose built, which means there is a lack of
accessible accommodation which can affect many cohorts of residents with specific
needs such as:

o Those with high falls risks

o Bariatric residents, who need to be on the ground floor and need rooms that can
accommodate large equipment

o Those who require closer monitoring (as nursing stations are often not ideally
located)

. End of life care, where most individuals will require a stretcher transfer due to their
needs necessitating a ground floor room or stretcher accessible lift, age restrictions

o There is a relatively low number of nursing care beds available per head of population in
Portsmouth - 22.83 beds per 1,000 of the 75+ population, compared to 37.38 in
England.

Nursing Care - Current Supply Quality
For the 9 Nursing Homes registered in Portsmouth, the CQC inspection outcomes are as follows:

- 0Outstanding

- 6 Good

- 1 Requires Improvement

- 2 Registered but Not Yet Inspected (1 x change of ownership)

10.4 Nursing Care Total Spend

The total spend on nursing care cost centres in 2023/24 was £4.1M. There was an increase in the
number of placements - there were 130 active placements over the year in 2023-24 vs 108 in 2022-
23. However, average weekly package costs for Adult's Care and Support increased by 18% when
compared to March 2022, and for new placements only have risen by 22.7%. Part of the increase in
costs can also be attributed to the uplift of 8.5% applied last year, However, the average weekly cost
has risen a further 9.5% above the uplift.
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New Clients Average Cost per week by Month
Nursing Care

£774 £780
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Figure 13 - Average cost of a Nursing Home placement by month Apr 2022- March 2024

Nursing Care Spend -Value for Money

Nursing Care is currently procured on a spot purchase basis with no agreed pricing. As noted above,
spend on Nursing Care continues to rise. Consideration is currently being given to a compliant
procurement route such as a framework or Dynamic Purchasing System. Hampshire are currently in
the throes of a tender for a residential and nursing framework, with fixed price bands. The success of
this approach will be reviewed before any decision are taken for PCC.

Nursing Care is currently sourced by Social Care Practitioners. This process will be changing later in
the year, with Nursing placements being sourced via the Brokerage Team (who already source Home
Care).

10.5 Nursing Care - Future Needs Forecast

As of 11* April 2024, Portsmouth had a supply of 364 nursing care home beds against a 75+
population of 15,900. This provides a prevalence rate of 22.83 beds per 1,000 of the 75+
population.

In comparison, England had a supply of 209,885 nursing care home beds against a 75+ population of
5,614,400. This provides a prevalence rate of 37.38 beds per 1,000 of the 75+ population.

This means that the current amount of nursing care provision in Portsmouth is extremely low in
comparison to the England average.

The beds are 94.36% full. The Council have placed 47 people outside of the city. This is driven by the
lack of nursing homes in the City that cater for complex needs and capacity within the existing stock
which is potentially worse than the 94.36% occupancy as some capacity is in shared bedrooms. The
level of deprivation in the city means that there are not many self-funders, but a significant
challenge is the number of beds spot or blocked purchased by other Councils.

The number of new referrals into nursing care has increased from 88 in 2022-23 to 122 in 2023-24.
100 people left residential care in 2022-23, and 100 people left in 2023-24, indicating a net rise in
the number of placements into residential care.

The table below sets out the future local need for additional nursing care home beds, based on the
current supply and population projections:
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Nursing Care 2025 2030 2035 2040

Max No of placements required in 2023-24 | 117 117 117 117

Increased need based on forecast population | +7 +36 +57 +68
increases in those aged 75+

Total No of placements needed | 124 153 174 185

Figure 14 - Future need for Nursing Care based on population projections.

11. Residential and Nursing Care - Options

Whilst the intention is to support people in their own home (whether this is their family home,
Sheltered Housing or Extra Care) for as long as possible, the increasing percentage of our elderly
population aligned with increasing complexity of need does mean that there will be a need to
consider how we support and develop the residential and nursing care market locally to meet the
diverse needs of the residents of Portsmouth, including those with a variety of specific needs.
Encouraging the development of new schemes within the city is likely to prove challenging as in
terms of investment they are not particularly attractive. However, work will be undertaken to scope
potential providers.

In addition, consideration will be given to whether it is viable for the in-house resource at Harry
Sotnik House to be used to meet the needs of residents with higher levels or specific needs,
such as dementia.

12. Other Accommodation with Care

12.1 Homelessness

Section 4.2 of this strategy gave some of the stark data surrounding the increase in the number of
people who find themselves homeless, and the frequency of co-existing issues, such as mental
health needs, or drug or alcohol dependency. Currently there is no provision in the City for any
resident who is homeless, has care needs and has a current drug/alcohol dependency. Residents are
currently accommodated either in unsuitable hostel accommodation with a care package, however
the buildings, the environment and other residents are not suitable for appropriate care to be
provided, or in Southampton, where there is suitable specialist supported living and care home
provision.

The Council needs to work with providers to develop a local offer that can support residents in this
position.

12.2 Innovative Solutions

Older people are typically accommodated either in fairly large sheltered housing or Extra Care
schemes, or in bedded care such as residential or nursing homes. It is worth exploring less traditional
models of housing with care for older people - such as Supported Living style arrangements which
are typically much smaller (4-12 flats) with on-site support and personal care being delivered as
required. This could potentially provide a solution that could reduce isolation for those who have
been living on their own in the community with care needs and offer a more 'homely' environment
than traditional sheltered housing or extra care.

Careful consideration would need to be given to:
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e The level and type of on-site support
e The specific needs and mix of residents
e Cost effectiveness of this approach against more traditional solutions such as Extra Care

13. The Way Ahead

13.1. Consultation and Engagement

This strategy has been written with extensive consultation with internal Portsmouth City Council
colleagues. Engagement with the people who this strategy will affect now needs to take place to
seek their feedback. Where appropriate - for example when considering the development of new
types of accommodation with care - engagement needs to develop into genuine co-production, so
that residents can shape the future of provision in the City.

13.2 Joint Working

The recently published SCIE 'Toolkit for place-based plans for housing for older adults: introduction,
vision, and co-production'! describes a best practice scenario where there is a 'Housing Partnership
that straddles Social Care and Housing, with service user involvement. In Portsmouth, social care
colleagues already work closely with colleagues in housing around developments for new
accommodation with care. And housing colleagues have strong service user engagement. Further
conversations with colleagues from housing will commence to see how we can capitalise on
synergies.

11 Introduction, vision, and co-production (scie.org.uk)
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Appendix A — excerpt from Housing LIN document, Care and Support
in Extra Care Housing, Technical Brief (2015)12

Option A: Spot-purchasing

The provider agrees to take on the risk of providing round-the-clock cover and relies on sufficient
take-up of on-site provision by private purchasers, personal budget-holders, or local authority spot-
purchases, possibly under a framework agreement with the council. This is more likely to work
where the development is very large, enabling economies of scale, and where some aspects of the
cover (e.g., support not care elements) are subject to a fixed charge by the provider. This model is
not uncommon in retirement villages where most occupants have private arrangements with the
provider. It may also apply to already established schemes where demand is clear. It may become
more common as confidence grows.

An approach like this is unlikely to work if simply imposed by the local authority. Both provider and
council need to have confidence in the level of likely demand. Excellent partnership working, a
relationship characterised by trust, and an appreciation of one another’s legitimate concerns are
fundamental.

If a compulsory charge is made for the round-the-clock cover by the provider, this approach may be
seen as a variation on Option B. The same advantages and disadvantages outlined for the core and
add-on approach (Option B) apply to this model. In addition:

Advantages

e Maximises freedom of choice in use of personal budgets (assuming that Social Services FACS
eligible individuals are free to move to the scheme, even if they choose not to use the on-
site care provision to deliver their care/support plan) while still ensuring round the clock
cover

e From the council’s perspective, this minimises the amount of money tied up in block
contracts

Disadvantages

e May challenge provider’s ability to staff sufficiently to provide a flexible and responsive
service

e Many providers, particularly of smaller schemes may be unable to take the risk. (See pump-
priming model (Option F) as an alternative)

Option B: Core and add-on

This approach involves the council commissioning what is seen as the fundamental core service,
usually a minimum cover of round-the-clock on-site care and support, and possibly also other
elements of support such as activity facilitation. Planned care or support can be purchased either
from the on-site provider or an off-site alternative, using Personal Budgets (PBs). This model may
vary in the extent to which the cost of the core is covered by the council, how much of it is expected
to be available for planned care and support, and in the charging arrangements.

2 HLIN TechBrief CareAndSupportinExtraCare 2015.pdf (housinglin.org.uk)
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A decision needs to be made on whether to define the core service as:

. care (funded from the from care budget only), or a combination of care and support,
funded through the local authority care and SP budgets, or general care and support
funded in the form of a grant, or

. whether to treat it primarily as housing-related support and make it a condition of
occupancy.

The first option ensures that, insofar as the service could be defined as care, care and
accommodation are contractually separate. However, if the Registered Social Landlord (RSL), i.e.,
housing association, provides no element of support or supervision, or no one provides any on the
landlord’s behalf, there is a small risk of falling foul of housing benefit regulations, resulting in full
rents and service charges not being covered by housing benefit.

While a grant is a safe approach, there is no mechanism for the council to collect charges.

If the core service is a condition of tenancy, and the cover includes personal care in an emergency
rather than general support only, the scheme may become exposed to a risk of registration as a care
home.

However it is defined, the 24/7 cover should ideally be provided by someone registered to provide
personal care so that the possibility exists of purchasing care and support from the on-site provider,
and so that there are no quibbles about responding to emergency or unpredicted care needs.

If the Personal Care at Home Bill becomes law, this may have a bearing on how the 24/7 cover is
funded and defined.

Advantages

o This approach probably optimises on the financial aspects of PPF by keeping block
contracting to a minimum while still ensuring that the essential features of Extra Care
(round-the-clock care and support) are provided.

o It incentivises the provider to offer a good quality service at a competitive price.

o In terms of individual packages of care and support, occupants have an open choice:
they are not having to opt out of something to exercise that choice.

o The chances are that if the service being offered meets the occupants’ aspirations and
standards, the on-site provider will be chosen.

o Going off-site for activities, or people coming in from the wider community to run or

take part in communal activities, is something which already happens in Extra Care, so
spending PBs on such things could only be of benefit.

Disadvantages

. In smaller schemes, depending on what the core comprises, this approach may be less
cost effective. Applying some of the time to planned care for occupants who choose to
use their PBs on the on-site service, rather than all the time being “floating” would
address this issue.

. Depending on the choices occupants make there may not be the same degree of co-
ordination, synergy, cohesion, and cost-effectiveness as there would be if most or all
the care and support were provided by a single provider. Providers may not choose to
invest in a dedicated staff group to deliver the spot-purchased element of the service.
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If many off-site providers were used (although this is by no means a certainty), building

security may be more difficult to maintain, potentially undermining one of the current

benefits of extra care.14 In the limited amount of research undertaken, older people in

Extra Care have expressed concern about this. (See page 17 of Building Choices part 2

‘Getting Personal’ 15). Housing 21’s research highlighted the following duty of care

issues for housing providers:

o What responsibility do scheme managers have in terms of balancing the rights and
risks of people who do not choose “appropriate” services?

o What if older people’s employment choices do not accord with equal opportunities
and health & safety legislation?

o Reputation issues: what is a social landlords’ responsibility regarding neglect or
abuse?

The greater vulnerability of many occupants in ECH, coupled with the fact that the

model is marketed and valued on the basis of the safety and security afforded by the

24/7 cover, make these judgements and balancing acts more acute.

For people with dementia where flexible, responsive services rather than planned units

of care are particularly important, a minimal on-site core provision may not be a good

model.

It may be more difficult to recruit, train and keep staff where demand is less

predictable, and terms and conditions for staff are less attractive. Depending on the

exact service configuration, contracting, and charging arrangements, there may be a

slight risk of registration as a care home, but the risk should be minimal if this model is

applied with due attention to these issues.

There is a fear amongst providers that off-site providers will adopt aggressive marketing

strategies based on cost to win custom in ECH schemes while not offering the added

value of the on-site provision, leaving the on-site provider to “pick up the pieces”, and

undermining the overall service. It is too soon to know if this concern is realistic.

Option C: Block contract the whole service but allow freedom of choice

This is an approach being adopted by some councils, some for new developments and others only
until their current contract expires. What the “whole service” comprises will vary; it will range from
commissioning an on-site team purely to provide care, to a more general care and support team
with a wider brief. (See also section entitled “How Much Care?”)

The block contract may be expressed in overall volume terms or in numbers of packages in different
bands. Funding sources and mechanisms as well as charging arrangements will also vary, but the
critical difference between this and the next option is that occupants can choose to use their PBs to
purchase the on-site block-contracted service or use it to purchase services from elsewhere.
Occupants are informed of their entitlement to use their personal budgets to buy support from

Advantages'?




This approach probably best optimises the benefits of extra care whilst ensuring occupants
retain choice and control.

It ensures that a round-the-clock care and support service, and probably also wider support
and activities facilitation, exist on site for occupants to choose.

It makes advisable a transparent approach in which there is clarity about what the on-site
service offers and its benefits, as well as the other choices open to occupants. This is more
empowering for occupants. This might include spelling out the component parts and their
costs, either in staffing or in terms of function.

It provides an incentive for the on-site service to be of high quality, with the flexibility,
responsiveness and personally tailored services that are the hallmark of good extra care
provision anyway.

It retains the benefit of a care team — cohesion, staff continuity, stability, and flexibility and
responsiveness in meeting support needs which a more skeletal approach potentially loses.
A block contract provides more of an incentive for partners to work together prior to the
scheme opening to plan arrangements at the interface between the care and other services.
It keeps the accommodation and care contractually separate.

Disadvantages

While transparency is undoubtedly a plus-point, breaking the service up into component
parts, particularly if occupants have the freedom to select some but not others, can
undermine the service and result in fragmentation and tension within the community. There
would probably need to be a clear policy on what can and cannot be opted out of — e.g, all-
or-nothing in terms of the council-commissioned services, or separate elements. There
would also need to be clarity as to the implications of withdrawing from the service (e.g., all
on-site care and support provision) or particular aspects of the it (e.g., only the planned care,
but not the emergency care).

Potential risk of double-paying — could be mitigated by having an agreement to reduce the
block accordingly.

Over-generous block contracts can cultivate a dependency culture which is
counterproductive and a waste of resources.

It may not satisfy the requirement to minimise block contracting.

Option D: Block contract the whole service — Choice is made at point of entry by selecting ECH

This option is described by its exponents as a “package holiday” approach as opposed to the
“completely independent traveller”. The full care and support provision is block contracted by the
council and this is the service occupants in the scheme are expected to use for their care and
support.

Advantages'*

This approach allows choice upstream so that there is a stable, funded service.

The advantages of Option C apply, except for the first one.

It can offer a more cohesive service because the separate service components do not have
to be individually itemised and costed, with the frequently commensurate wrangles over
definitions and territory.
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It potentially ensures the advantages that apply with a minimum number of providers on
site — effective communication and co-ordination, synergy, flexibility, responsiveness, and
economies of scale.

Choice and personally tailored service delivery are possible within the constraints of the on-
site provision, and people have the freedom to use their disposable income in whatever way
they choose.

Disadvantages

This approach may be tantamount to “personal care and accommodation provided
together”, even though contracts for accommodation and care are separate, and may
therefore be deemed registrable as residential care.

It does not conform to the vision in Putting People First. Whilst each occupant may have a
personal budget, it is not portable — occupants do not have the choice to spend it in another
way.

The flipside of cohesion and synergy can be a lack of clarity and transparency about what the
service covers and what occupants can expect. This can be disempowering and not good
practice. However, lack of transparency is not an intrinsic element of this approach.

It is arguably unnecessary. If the on-site service is flexible, responsive, and personalised,
most occupants are likely to see the benefit of using it anyway and will only choose to use
their personal budget differently if they have a particularly individual requirement.
Occupants may feel lumbered with an unsatisfactory provider. If the care and support
provider is commissioned separately by the council, occupants can in theory join together to
bring pressure to bear to oust the provider, but this may not be an intrinsic part of the
process, and frail occupants are less likely to be able to organise themselves in this way.

The last three disadvantages in Option C also apply.

Option E: Co-production or social enterprise models

Some kind of co-operative approach could be used. This is an approach which could evolve from any
of the other models. It could involve different degrees of co-production from simply influencing the
shape of the service, to joining together as a group to directly procure it or employ a particular
provider.

Advantages

It enables the resident group to shape the services they receive, their cost and who provides
them.

Depending on the level of collaboration, it increases participation, choice and possibly
control - on a group basis democratically exercised, rather than on an individual basis.

Some co-production models may lend themselves best to people who have the energy and
motivation to get involved.

This may be a good approach as a supplement to a core service. Thus, for example, it is an
approach which works very well in arranging activities.

Disadvantages
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e A co-production model which enables members to develop a structure and service together
from scratch could not apply to the core extra care service if it is to be in place from the
start, unless the resident group is known sufficiently in advance of it opening.

Option F: Pump-Priming model

The core or full support service is block contracted for a pre-determined period, thus ensuring that
24/7 care and support is in place from the outset, and that the provider’s infrastructure is in place.
Once the block contract comes to an end, the arrangement converts to spot-purchasing using PBs or
private funds.

Advantages

e It ensures that the core service is available from the time that the scheme opens and can
attract and meet the needs of a wide range of people.

e It combines reassurance and certainty at the start to justify the provider’s investment, with
an incentive for them to make sure the service remains of high quality and competitive.

e [t can be a pre-cursor to a number of other approaches, including a co-production approach
and spot-purchasing.

Disadvantages

e The council may need to step in if, for whatever reason, the round-the-clock service was
floundering; not to rescue the provider, but to rescue occupants whose wellbeing and health
may be jeopardised if the service were lost.

Within each model there are numerous possible variations, each potentially introducing or reducing
advantages, disadvantages, and risks. All models have their pros and cons, and commissioners and
providers need to work together to minimise the downsides of their chosen approaches. The
guestions outlined below should help in shaping and assessing their approach:

e Does this approach still offer the key benefits of extra care housing? Does it offer more than
would be available in standard sheltered or general needs housing, and offer an option for
people who would otherwise require residential care?

e Does the approach optimise individual choice, control, and personalised provision, including
access to a personal budget?

¢ Does it enable opportunities for genuine involvement, co-production, and control of on-site
services?

¢ Does this approach retain the potential for seamless, integrated, or co-ordinated service
delivery?

¢ To what extent does it enable a cohesive, responsive, and flexible service?

e Isthe approach relatively simple, transparent, and easy to understand?

¢ Does this approach minimise the risk of being seen as accommodation and care provided
together and registrable as a care home?

e Are charging arrangements lawful, fair, and clear?

e Does the approach risk not being exempt from local reference
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