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Pandemic Influenza briefing paper: Community health 
care and social care 

Issue: 

1. This paper sets out a framework of options to augment community 
health care and adult social care sectors response to an extreme 
influenza pandemic. 

Action required: 

1. Board members are asked to: 
• COMMENT on the content of 
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The purpose of this paper is to set out a framework on key considerations and 
options to augment community health care and adult social care sectors response to 
an extreme influenza pandemic. 

The majority of the detail in this paper will not be replicated in any publically available 
documentation and this must be borne in mind when sharing this paper beyond its 
initial intended audience. This paper is to be presented to the Chief Medical Officer 
(GMO), the Chief Scientific Advisor (CSA) and the Chief Nursing Officer (CNO). 

A number of biological caveats also need to be considered, including the 
uncertainties around how and when a future pandemig l@Y present, and the 
population age / risk groups who may be most affeqtil! Additional caveats are set 
out and explained within the paper where relevant) > 

This paper is current as of January 2017. lti§i~~~:~e~ ~~t~eDHSC pandemic 
influenza team, DHSC Community and 1~lllrbrmation team ,,in policy 
responsibility for Adult Social Care and Nii England, and cori~I,~(? both 
community health care and adult social ca~@! Input h .. 9~ peen sougHt~tQm key 
contributors in NHS England, DtmiGand partri@IQrllnl~ations; this @rigagement will 
continue through the developm&QiPf~§@ ~ervice !llt!pcal government facing 
guidance. 

This paper can be reel 11 merallel ~;;1 ~be ;:;11mr2gu~!~ ~y NHS England for 
GMO, CSA and G~I !~ p!rt It work ~tll@Q] ~ WHiciH 1~8YS~es more on acute and 
primary care surgJ\~ggtriage: i 

This paper; gjjg ell d:;: .,toil Ii~ ~llin:tJO ~~llend only. Children's social care is out 
of scop~ pf tHi~ 1111 etre!m IBP thi~ B~ilt!ng p§per. It is being considered as part of 
the olllrtment for Ed4Qgtioh11 §@gtor re~ili@hce planning. 

[ON: A :~,,fl4t step is;: ''yel:~ ~-~Jementation plans for the suggested actions. 
This will inclu&I gSSessing 'llir:Jt leve;s the national level has, including emergency 
powers and cu;;eli/fJgislatilll Additionally, further work is required on decision 
making, including Hct'llt'wh~ lies the prioritisation of services, balancing the clinical 
need against resource lll11~bility.J 

2.0 INTRODUCTION 

The provision of social care in England is a combination of state and self-funded 
provision for around 1.1 million people receiving long term care a year. It provides 
personal and practical support for adults who need help with daily activities and is 
used by a variety of people, including the elderly and those with learning or physical 
disabilities. Most people receiving formal care are supported by the state, but there 
is a significant proportion who pay for and arrange their own care 
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The majority of long care term users are in community settings. A range of 
statutory, voluntary and private organisations provide adult social care services in 
England. These services are commissioned locally through Local Authorities. 

Most community health care also takes place in people's homes or community 
settings. Around 15.4 million people in England use community health services to 
manage their long term conditions, in partnership with primary and secondary 
care. These include diabetes, chronic obstructive pulmonary disease, coronary heart 
disease, arthritis and asthma. 

There is an increasing emphasis on personalisation of support to enable people to 
remain and be cared for in their own homes and commodities. Care at home remains 
a key part of the range of services to meet some U§~~I! h~eds. Community health 
care providers, alongside adult social care providllli ,r~ a key part of keeping 
patients out of hospital, by providing prevent9Jjy& l&rvicigl arid/or on-going support, 
ensuring patients can be discharged. In an illiu~nza pandgil!!Pt hospitals will need to 

treat only the most seriously ill, increasinl lrgssure on com~□ ,1~¥ ... care services. 

Community health care providers and so:::i ,~[13 prgM!l~rs are :~:~~ pf, and are in 
regular contact with, many VUll'!~l@ble individUII§ II the community:<luch 
individuals might be either morg 'l!Hll9pJe to, of<~@t\3 affected by, pandemic 
influenza. Other individuals, not natil~iiy l~rq13ived ~I Mwlnerable, may become so in 

the setting of a pandenJi9t@.g. singig eereMtl~i~btYOUhg lhiJdren, and adults living 
alone who may be r~mlt@tlgm family'. \ .·.·.·.·.·.·.·.·.·.·.·.·.·.·.·.·.·.·.·. ·.·.·.·.·.·.·.·.·.·.·.·. 

Annex A provides il,ii,~naidll~il on t~i ll~~i~t po:;;;~~ of adult social care and 

Serviqt~ i~~;ldi~ ll~Y ~;111;;::;;, !lijm§§ i~gland, with difference in both 
provilill end patieht<Ml~P- IM rl~gnition df this, this briefing paper provides options 
for respdHl!ng to an infld,Q[fua p~Ml~g,ic rather than a set model to follow. 

3,0 CURR~El 
3.1 Adult Social Car; > 7 

Adult social care comprises a wide range of (non-clinical) personal and practical care 
and support for adults of all ages: older people and working age adults with physical 
disabilities, learning disabilities, or physical or mental illnesses, as well as support for 
their carers. The "settings" for care include an individual's own home (domiciliary 

care), day centres, residential care homes and nursing homes. 

There are a range of well documented challenges facing adult social care. These 
include demographic challenges with the growth in population of England, driven 
largely by increasing numbers of older people. The number of people aged 75 and 
over is expected to increase by 70% between 2015 and 2039 (ONS), with life 
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expectancy increasing. There is also wide variation in performance, quality and 
practice across the country. 

There are specific barriers, constraints and pre-existing challenges that may 
constrain national government and local adult social care commissioners and 
providers in developing a co-ordinated response to an extreme influenza pandemic. 
These include: 

• Variability in the strength of council and provider relationships: Where 
local provider forums exist, the relationship tends to be stronger in being able 
to manage business as usual issues as well as respond to crises. However, 
up to a third of areas do not have an active proMi~~r forum. 

• Health care and social care interaction: l]J~ ~ll;tionship with health is 
sometimes unclear at local level; which q~!j II lgn,pounded where NHS 
England regions and local areas and g!inia!f co~hii§!aioning groups (CCGs) 
don't align with local authority regiodl 'f Local Resilillm~ Forum (LRF) 
boundaries. All of this can make Jqllld up local respoHII l;!!§lnning more 
challenging 

• :::,~~~:~ti:~:I ::~:!•c::~~::~~ii:~~ ~:::~s, 
and co-ordinate any avai11,1~ all/;lgjty. Thltl ~[~ associations for both 

. ~~:~:~;; ::~~:~t!,;~s~~gs~~~ ::i::~~ete 
statutory s~~ilf dfg§Hil~tions aril @~dlpl§ lril In~ iHdependent sector, e.g. 
access to iHtlrrmetion. il~ependlMI ltlviders flli that they are sometimes 
treatec:!on a 'Hlllsto-kllL' !:?9sis. Allitionally, for independent providers, it 

sml II lil!i~lt to l<lliihl tl lime~ tq !P a council, other than their direct 
commissiorierilfl There is a need to snare contact details across all 

? ll@tors/provid:fli \ ·.·.·.·.·.·.·.·.·.·.·.·.·. ·.·.·.·.·.·.·.·.·.·.·.· 

• R:gl!@tory, cont~l~t and Pl1cess adherence: Even in crisis situations 
contf!li~xemain in lllte. LA§ §nd providers will aim to work flexibly but there 
is a risk df ~\qontractllherence mentality which could cause tensions and 
obstruct dlilll!!Y ofttlfesponse (e.g. taking out of area referrals). There will 
also be some ptl&ii@fs who feel unable to be flexible because of concerns 
that their quality f§ting may be negatively affected. 

• Identifying self-funding providers and service users: It is a challenge to 
maintain a current record of individuals who self-fund; there is a need to 
ensure that providers flag them to the Local Authority. Additionally, an 
increasing number of providers are only working with self-funders and 
therefore have very little, if any, contact with local authorities. 

3.2 Community Health Care 

Community health care is provided by a range of healthcare professionals, such as 
district nurses, community physiotherapists, rehabilitation and health visiting teams. 
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The way community health services are commissioned means that there is a great 
variation in provider size, type and level of spend. This includes NHS organisations 
such as community trusts, integrated trusts (i.e. the community provision is an 
aspect of an acute or mental health trust), independent providers, community interest 
companies and third sector providers. Community health services are commissioned 
via block contract by CCGs. Local Authorities also commission community health 
services to fulfil their public health commitments; e.g. health visiting, sexual health 
services and others. 

Table 1. Examples of community health care services 

Assistive 
Communication 
Service 
Stroke Support 
Service 
Breastfeeding 
Support Service 
Falls Prevention 
service 

Diabetes support 
teams 

District nurses 

End of life care (Mlllt / 
and children) ·.·.·.·.·.·.·.·.·.·.·.·.·.·.· 

Bone health service PhysJeln~rapy 

Neuro-rehabilitation .. <Health visitors> < lecupaHoi@J therapy 

Continence servidli ~::~ iurses > < ~~,!~ilit~HHciren) 

COP[) \.. 12..ntinHil;\ Geriatrician 
Nla!Jhcare > 

lmmunisatido >· I nf~gfpted · 
con1lµnity care 

Minor Injury Units 

Phlebotomy 

Podiatry 

Rehabilitation 

nurses 

Sexual health 

Speech therapy 
(adult & children) 
Stoma care 

Audiology 
Hospital avoidance 
services 

~h:~:~:c~~l:~:~~~:~e~=~:s ~:r;o~5

~~~~~

5h=a~~mc~~: ~~~:u~~~~:· 
care models and Sustainability and Transformation Partnerships, these challenges 
could constrain planning for a co-ordinated response to an extreme influenza 
pandemic. These include: 

• Increasing demand - as with the rest of the NHS demand in community 
health care is rising, due to a variety of reasons, including an increase in 
activity and acuity. Any plans for emergencies will need to recognise the 
current pressures as a starting point. 

• Limited data on services provided and who is using them - The lack of 
data available on community health services is a known problem. DHSC are 
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working with NHS England and NHS Digital to resolve this, by developing a 
Community Services Data Set, due to flow data from February 2018. 

• Poor communication with adult social services - Although community 
health services support patients alongside social care, communication is often 
poor between the two, although this does vary nationally. This will be 
particularly challenging in an influenza pandemic as additional pressures 
arise. 

This paper largely considers physical healthcare, however it is recognised that a 
significant amount of mental health care is provided in the community. It has been 
recognised that fever (for example, that associated with<iDfluenza infection) has the 
potential to exacerbate mental health conditions, suqt) illt patients could become 
more unwell, or cease to take medicines. Separat~ lltk will be needed to consider 
both inpatient and outpatient mental health carei 1,a irtl~grate this into wider existing 
arrangements. 

Plans to augment the ability of social 
an extreme influenza pandemic should 

c~mmuni~are to respond to 
ch§!!~nges common to 

and respalgtto crises the NHS and recognise the 
such as provider failure and 

4.0 IMPACT ON 

In the event of a 

• 

people in the community 

repercussions on community 
demand may be as a result of: 

for in the community who might normally 
to overall increases in acuity and activity 

capacity, are leaving hospital and have to be 
community, (this includes both acute patients 

no longer support and patients who could be cared 
systems were in place in that location), 

• existing community health care and adult social care service users having 
increased levels of need due to influenza infection, 

• informal carers becoming ill and /or needing to take on a higher level of caring 
responsibility, so requiring support, and 

• previously well individuals now needing support at home or in the community 
as a result of the pandemic. 

As well as increased demand, the demographic profile of those employed within the 
community health care and adult social care sectors means that a higher than 
average proportion of the workforce has personal caring responsibilities. This, 
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alongside sickness rates, will reduce the capacity of community health care and 
adult social care. 

Current planning assumptions predict that this pressure is likely to be sustained for 
several weeks, possibly with more than one peak. 

Impact on Adult Social Care 

Initial analysis and modelling of the impact on the adult social care workforce 
suggests that in the event of an influenza pandemic, a large number of staff would 
be absent from work for periods of time. This could be directly through illness, or due 
the need to provide childcare in the event of school clo§qres, etc. A reasonable 

:i~:~~~:;h:c;::~i::;k~,e1::~~i~:~~iiu~:~i:~;;~;t5~~~ ~~:~~: ;:~l!~e 
absence levels nearer 30-35%. An additional J d ii 15% ltJ§ence rate might be 
expected in the event of school closures 1. < ·.·.·.· ·.·.·.·.·.·.·.·.·.·.·.·. 

~~:~~n:ii:~:si~;~==~~~hiHs;~~1g~=~:.~~~ ;~~:~~~:~~~he 
Response to Pandemic lnfluen4et.t This wo~ia m§~l ,~!rly 300,oOO lithe adult 
social care workforce being abJ,li(ltorn a tota1all;tim) [approx. 231,0oo FTE 
roles], or 500,000 [or approximat~il,gfflj1QQFTE] ;aill?Jn the event of school 
closures. Nearly 10% of care hom@lrovid@il end arool~tJ 5% of domiciliary care 
providers have few§f~III iR staff aril §P oucill ii J?!en fBf lh even higher level of staff absence as d~lltib~d!lt,ve

3
. ·.·.·.·.·.·.·.·.·.·. .·.·.·.·.·.·.·.·.·.·.·.·.·.·.·.· ·.·.·.·.·.·.·.·.·.·.·.·.·.·.·.·.·. 

These estimates r:~~,i~nt o~il ~ §ever: ll~~ario; de~:~ding upon the particular 
characteri,tiii /qfJbe p!Ml~mll §tflim; gjffe;~1~ gge groups will be affected 
differ§@~III t±a; ~!!Im!§, ! til ,train ~Hill irnPMbted older people particularly strongly 
might 11,§e greate; ptl§§Ur~ i' ffignagea!i §nd senior adult social care roles as the 
age profii~ !!]these role t~lgs ta<II big her than in care workers more generally. 

5,0 WHAT ~NlW T:REPARE FOR A PANDEMIC? 

This paper outlines I i~l-!~~rk that can be followed in the event of a severe 
pandemic. Whilst the nature of the pandemic has a number of variables (e.g. clinical 
attack rate, hospitalisation rate, effectiveness of countermeasures), there are some 
actions that can be taken now to improve and increase the speed of community 
health care and adult social care response to an influenza pandemic. 

• Local Resilience Forums: Ensure all LRFs have a pandemic influenza plan 
which reflects the severity of the reasonable worse-case scenario and 

1 https://www.gov.uk/govern ment/pu bi ications/ spi-m-pu bi i sh-u pdated-model Ii ng-su m ma ry 
2 https://www.england.nhs.uk/ourwork/eprr/pi/ 
3 https://www.nmds-sc-online.org.uk 
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considers the breadth of organisations in their area including community 
health care and adult social care. 

• Voluntary and charity sector: Identify the sort of help the public could 
provide in an influenza pandemic, to help coordinate spontaneous volunteers 
rapidly. 

• Local Providers: Ensure all areas have an active social care provider forum, 
and that LRFs/Local Authorities are aware of the total market provision, 
including private providers who only work with self-funded service 
users/patients. Build relationships with these providers to make 
communication in an emergency smoother. The Care Providers Alliance and 
ADASS could have a role to play here. 

• Plan how to identify service users/patie rable individuals: work 
with providers to develop a shared method y all service users and 
patients in an area, including those w ding. If data governance 
allows, identify those who are receiving support from more than one provider. 
E.g. Camden Community Care c□ rrer;itly maps postcodes 0f their patients 
using an app that could potentially t>e shared with social care l?roviders. 

• Establish what 'vulnerable individua s' means in a pandemic situation: 
early findings from the /l/. ASS survey identifie a discrepancy Between what 
local authorities and cen ra ovem ulnerable individuals'. 
Clarifying this ahead of an ficial. 

• Reduce the nufii6i i es: E.g. work with 
housing pr · sta y safes which can 
impede di o th environment. 

• Consider care o maintain the workforce: As a 
si. rnficant f ommunity health care and adult 

ibi rly consideration on childcare 
ency would be beneficial. 

• Regulation in Health an Social Care: building on ongoing discussions with 
the CQC, DHSC could build o existing social care provider failure 
communications arrangements to include the cascade of messages about 
temporary regulato r::y easements ahead of an influenza pandemic. DHSC 
could also invite CQC to develop and publish a framework document to 
provide reassurance to providers and commissioners on what these 
easements will mean for them. Decisions to make apply such easements will 
be intelligence led and draw on either existing DHSC winter or LRF escalation 
systems. 

6.0 RECOMMENDATIONS FOR SERVICE RECONFIGURATION 

[ON: This section will be supplemented with further findings from ADASS work in 
January and early February.] 
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Surge capacity is already required on a regular basis when organisations experience 
localised short term pressures (e.g. during periods of cold weather) and 
organisations can use their business continuity plans as starting points to identify 
their priority services for an extreme pandemic. NHS organisations have business 
continuity, major incident and pandemic influenza planning and response 
arrangements. 

However this will need to be reviewed in light of the extended duration of an 
influenza pandemic and the wider geographical impact and as such a flexible 
framework within which to operate is essential. Local decisions will need to be taken 
based on services provided and patient profile as to what the priorities are. These 
may also change during the pandemic or period of surge. 

A key element of changing service provision will re i ea change in risk appetite. 
The Care Quality Commission (CQC) has agreeGI that it wi I adopt a 'pragmatic not 
bureaucratic' approach to regulation in a pandemic. Taking a flexible and risk-based 
approach, and making a national stateme ssible regulatory; easements, the 
CQC could provide reassurance to provid ioners w o feel unable to 
be flexible because of concerns that their y be negatively affected. 
Additionally, the CQC recogni aphically-variable 
approach, as the pandemic im ountry in different ways. 

Community health and adu v1 ers an the CQC recognise there 
may need to be a ter:m, lo etween responding to a severe pan 
flu situation and · hat safety should never be 
compromised. 

The rem · tions suggested by providers and 
Y.. Health care, including examples to aid 

focus on mutual support and maximising share 

In order to prioritise and ;eco1?1figure community health care services and adult social 
care, a clear understanding of the consequences is required. Prioritisation of the 
different elements of services could be based on the following categories: 

• Preventative: long-term prevention/minor- e.g. Stop Smoking (CHS); housing 
adaptations 

• Preventative: quality of life e.g. Podiatry; re-ablement services (helping users 
to develop the confidence and skills to carry out daily living activities and other 
practical tasks themselves and continue to live at home) 

• Preventative but necessary: keeps people out of hospital e.g. Respiratory, 
rehabilitation care, diabetes care; re-ablement and telecare 
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• Life critical e.g. PEG medication; social care outcomes a, c and d (in below 
list) 

The table below suggests which community health care services could be 
considered critical and those that could be stopped or reduced. Many of these 
services have a number of different elements, some of which will be more critical 
than others. Individual providers will be expected to prioritise within their own 
services. Annex A provides an example deep dive into one service, District Nursing. 

Table 2. Possible prioritisation of community health care services 
Services that could potentially be Services that have critical elements 
reduced 
• Children's Integrated Targeted 

Services 
• Community Heart failure 
• Continence 
• Immunisation 
• Health screening 
• Nutrition & Dietetics 
• Occupational Therapy 
• Phlebotomy 
• Podiatry 
• Musculoskeletal 
• Respiratory 
• Speech and 

(SALT) 
• Sexual healt 
• Stop Smokin 
• Tissue >/iabili 
• Preve□tive se 

cessatior:i 

• District , ursing 
• lntegra e teams 

· lk in 
nor i its 

iative/ end of life care 
team 
healt 
ing 
avoidance services 

care 
edication 

OS su!2)port 
ement visits 

Access to corn anity healt care is not necessarily 24/7, and hours vary across 
providers and areas, creating an additional challenge during periods of increased 
demand. Organisati0 s stioula consider whether they can extend their operational 
hours, or link to other services (such as out of hours general practice) in order to 
ensure the best possible care and maintain patients in the community. 

In social care local authorities make an assessment of whether an individual requires 
state funded care based on whether their need/s: 

• arise from or are related to a physical or mental impairment or illness, 

• make them unable to achieve two or more specified outcomes (see below), 

• as a result of being unable to meet these outcomes, there's likely to be a 
significant impact on the adult's wellbeing. 
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a. managing and maintaining nutrition, such as being able to prepare and eat 
food and drink 

b. maintaining personal hygiene, such as being able to wash themselves and 
their clothes 

c. managing toilet needs 
d. being able to dress appropriately, for example during cold weather 
e. being able to move around the home safely, including accessing the home 

from outside 
f. keeping the home sufficiently clean and safe .. < .. 

g. being able to develop and maintain family or g~lli personal relationships, in 
order to avoid loneliness or isolation 

h. accessing and engaging in work, training\ llucilllmn or volunteering, including 
physical access < > > 

i. being able to safely use necessaryflpi!lties or servi2~1 !gJhe local community 
including public transport and redfijll[onal facilities or s~fl,m@s 

j. carrying out any caring responsibiliti~lit9uch q§{gr a child > 

When considering how to priori.,econ¥ social care~ list of 
outcomes above will be a useful ~tlttirlg R!?int. It m~, ~sJhat in an extreme influenza 
pandemic, only those n@@dS that a~i~@Jrnrii PHM§igal o~\~@ntal impairment of illness 

would be prioritised, llll~lltixely, only ltiose 1lltllme ?upporting outcomes a, c, and 
d would be consid~tla ess~htiaL 

6.2 Options for alt:~i~I $ervicJ l~ovision; >/ 

· (m1il,1~!~ll11i;: 1~11;:11 
<q i;ii~~~g sdl~ servi~!ewould beihconvenient, but not life threatening e.g. 

0 ~ :~e:s:~:=:1:~~~~~:~~:it~:~~::'.b~::~ i1:1~~ed and 
;:;:~~~~%~~ ~n~~~:ans:d n:r:~~~~:~:s (i~~~:~~~t::~~et~~~ble 
to access erii@~l@hcy contraception through other routes) or to sexual 
health outbreaks. Aspects, however, would have to be ring-fenced and 
maintained - such as HIV support. 

o Community occupational therapists, some physiotherapists and some 
aspects of speech and language therapy (SALT) could be delayed/ reduced 
- to potentially enable an increase in chest and respiratory physiotherapy in 
the community rather than in other settings; swallow therapy may be an 
essential SALT service to maintain 

o Children's community nursing, particularly end of life care or care for 
complex needs (such as those with tracheostomies or requiring PEG 
feeding) will need to be maintained 
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o Patients from rehabilitation wards could potentially be discharged to home 
earlier than usual to enable others to be admitted. This could be patients 
from the community or as a step down from acute care - if appropriate and 
sufficient staff were available. 

o Patients may have to be kept in bed, rather than supported to get up and 
back in bed in the morning and evening, to help limit the number of visit and 
reduce the number of visit requiring more than one member of staff. 

• Reducing number of visits: 
o There will be a need to reduce duplicative visits from domiciliary care and 

community health services. This will require good communication between 
NHS services and social care providers. It m§M t?.e possible for district 
nurses to delegate simple nursing tasks tq §ll1!i care providers if they 
have been given suitable training. Ther@il llt~i3dY evidence that the 
reduced supply of community nursir]g Ila laall§JO primary care has 
resulted in some low level clinica.!J~l's being bJiltlnJo the work of home 
care workers. > > 

o Map how many services a patierlll~rvice US§f is receivitJgtand consider 
whether tasks could be delegated ffQfO on§ ~I the other td tl~~e best use of 

~~:~~~~~n a~:~:~~c~~~~~~1~h!~rec~~:i::tyD:8::nding 
on data sharing difficultiJ!j Jt,i~ 111!9 be cdriili@§d with other service 

0 ~~~i:::~tient~ r~ ~e visits per day from 
:ea~~~a~x:~1::~::t ::;!:'t: ~~;~i::~ :~!~ssion to 
aouteoare. 

• .. 1tilll!II IH lame lllices; > \ 
I ~ome ser~ial~§.g: ~,1~potom;: ffi§y need to be maintained (or even 
\ il@reased) to hlimredJal lq[essures in other settings. 

o WHil§t ... some of tHI preverit§t!Ve elements of respiratory and heart failure 
se~ial~n1ay be rllgced, there is likely to be an increase in acute 
supporvllrnissionl lvoidance. 

• Remove patlll,9illte: 
o Patients mayri6 !Inger have a choice on the date or time of their visits or 

appointments. 
o In the short term patients may have limited, if any, choice on the residential 

service they access. 
o Reordering visits so they are in geographical order or care workers going 

straight to a visit rather than via a place of work may help reduce staff travel 
time, increasing capacity. 

• Increased use of technology 
o Increase use of phone or video triage to identify patients who can be kept in 

the community (including those who need a visit vs those who need phone 
advice) and those who have to go back to hospital. 

12 

INQ000022865_0012 



OFFICIAL: SENSITIVE 
January 2018 

o Online consultations or near patient samples. 

6.3 Options for staffing 

• Re-deploying staff 
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o It may be possible to move staff from an aspect of community care 
provision to something else if a service is stopped/ reduced. Additionally, it 
may be possible redeploy acute staff into the community should that be 
deemed the most effective approach for that area. However, there is no 
benefit in stopping a service if those staff cannot be sensibly re-deployed to 
other roles, for example community nursing staff may be better able to 
move into alternative roles than therapy staij/ 

o It may be possible also to release clinicalJM illih~d staff in CCGs or 
elsewhere to resume clinical roles in tb~ gprli~µnity. This would only be 
possible through local conversation§ Ina disd~lli@ns and an understanding 
of individual staff skills and cap9g!!!l1lt CCG-empily§d pharmacists have 
been supporting discharges in II~~ acute trusts by ll~porting medicines 
provision to patients. > .< . > 

0 Children's community h.~alth servid@I t~q!J!tl IPecialist tr§lh!mg so many 
nurses may be unablEJ II @t qesitant tci ttlll dhildren for eveh<basic health 

care. < ••••··· > 
o Many GPs practices emplqi healtq ~ire assistlnJs; these could support 

community bil!t~ ware but it ~puld ~Ill JQ .... be cill§f what role they could 
have. • \ •••• > ··•···•··· 

• Training ariq li~killiril \ / ··•·•··· 

o Additional traijJjpg nJ!ii tl~ .. .rieeded J~R ensure any redeployed staff were 

< 1111,111~ j~d dll1ltt:!Ht tl II~ .i.~ d1ij1rent roles. 
d ;Ffaining snqyjp be ijgl!@d out soqg~r rather than later in a pandemic to 

< @.risure val~~lilpati~hi@ere tim~ d~n be maximised during a peak 
o <!lrne speciali§t l@rvic~l l~n't do basic care and therefore they may need 

upl,ll!ing again. lillre is §<ri~ed for nurses not to become too specialised 
and h§l~regular rlfl@shers of core competencies. In 2009, community 
nurses h§dto be ..• tl8t~ained to do interventions and this caused a lot of 
anxiety. > 

o It would be helpful to have a list of tasks/competencies that will be needed 
in a pandemic. 

o Basic training in mental health first aid (MHFA) and palliative/end of life 
care would be beneficial to all community based staff, as well as staff 
coming into support organisations 

o A basic nursing skills refresher course would also be valuable 
• Bringing in staff from other sectors 

o Other sources of staff could include qualified nurses returning to practice, 
dental nurses, reservists, student nurses and medics (this raises a 
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question of delegation and indemnity), allied health professionals, or even 
veterinary nurses. 

o These staff groups would require a variety of registrations, training and 
supervision depending on their skills and experience 

o It may be useful to have access to the list of registered nurses. Many 
businesses hire nurses e.g. airlines, cruise ships. In addition, there are 
many nurses who are no longer practicing, working in other organisations. 
There could be a public request for these staff to support community 
health care, through returning to nursing and/or working for community 
health care providers on a temporary basis. This raises the issue of 
indemnity, which the draft Pandemic lnfluen2:a Bill is aiming to address. 

• Portability of staff 
o The impact of the pandemic may vary: geograP.hically over time; therefore 

it would be beneficial to allow staff to w0rk for, ifferent providers, 
depending on levels of need. 

o Additionally, staff may need to move location to care for family but still be 
able to work for short periods of t1 e. 

o One possibility would be a national a§ree ent to allow staff to work 
wherever they are needed. This would reqljIre careful mana@ement to 
ensure certain geograRt'\i<::al areas do no Become depleted of staff. 

6.4 Options for facilities 

o In respo ere of life care, empty, non-
funded i ned if staff could be identified and 

. b 

ill s taff, with the correct skills are 
I , · id training. 

• rusted Asse el and other aspects of the High Impact Changes 
for im ng h discharge. 
o As wit oft us in 2017/18 there has been a focus on all areas 

having trusted assessor models in place. This is often between the acute 
hospital an social care workers. There are areas are already using this 
model, where t e community care provider undertakes the assessment for 
suitability for a home. This requires trust from the private sector that they 
won't send unsuitable patients. 

• Residential facilities 
o Using field hospitals/hotels to create an inpatient setting or hub is unlikely 

to be feasible for community health care patients or adult social care 
service users as they would require staffing, some patients may be 
unsuitable to be moved and patients often require more than one type of 
care. There would also be significant resource costs to move someone 
from being cared for in their own home to a staffed facility. 
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o Possible benefits could include reduced travel time for staff, improved 
access to rural patients and possibility of earlier discharge from hospital. 
However, this would have to be matched with re-ablement and 
rehabilitation capacity to ensure that we are not consigning people to 
suboptimal care pathways that require them to require longer-term 
residential or hospital care rather than care at home. 

o Explore national arrangements to advance purchase arrangements with 
larger social care to use their private care capacity to accommodate 
publically funded patients/service users. 

Figure 1. Illustrative representation of activities during escalating periods of 
pandemic influenza surge 
[ON: This is an initial draft and is not meant to be prescriptive. Input is still required 

from the DHSC winter pressures team and othe par:t~ers.] 
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• Training to enable staff to undertake additional/ alternate roles 
• Increased collaboration between local authorities, community 

health care and adult social care, including identifying vulnerable 
individuals. 

• Reduced preventative services e.g . stop smoking, weight 
management. 

• Implement any agreed local escalation arrangements for faster 
hospital discharge or admission avoidance 

• Limit multiple visits where possible 
• Remove patient choice for residential home placements 
• Restore and re-commence services during recovery. 
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• Reduce/delay non-essential services community health care and 
adult social services e.g. (are there any current examples?) 

~ a:; • INCLUDE CURRENT ESCALATION PLANS 
ii; ~ • Implement business continuity arrangements 

Cl) 3= 

C 

(]) 
CJ) 
ro 

en <D 

7.0 OPTIONS AND RECOMMENDATIONS TO AUGM NT MULTI-AGENCY 
INTERACTION IN A SEVERE INFLUENZA PANDEMIC 

7 .1 Data sharing 

• To ensure an effective multi-age necessary to share 
patient information between corn ealth care an adult social 
care. For example, there may b for oviders anGl/or the local 
authorities to share lists of vulnera · uring care be 
prioritised effectively wit localit . I of vulnerab tients, there 
would be a common law · information with other 
providers or local authoriti are and in their best 
interests, or otherwise there to share their 
informati ft e Act 2012 for their 
direct ea 

• More ge ann9 csir indirect care, regulation 3 of the 
Corit egulations 2002 (SI 2002/1438) authorises the 

· nt infor:mation for the purposes of 
her risl<s to public health in the circumstances 

specified in the herwise confidential patient information may be 
shared ifl an emergency in cases where there is-an overriding public interest, 
as outline in the Ca!Dinet Office guidance (REFERENCE). 

• To prevent th restrictions on sharing patient data becoming a hindrance to 
the influenza response, it is vital that all information governance officers are 
aware of the above legal bases to share data in advance of any incident, in 
addition to emergency response leads being aware. This should be 
reinforced in the event of a pandemic. 

7 .2 Provider forums 

• To ensure that local areas remain best placed to respond to severe 
pandemics through existing Local Resilience Forum mechanisms, good 
practice identifies meaningful and ongoing dialogue between council 
commissioners and social care provides as a key enabler. DHSC will ask the 

16 

INQ000022865_0016 



OFFICIAL: SENSITIVE 
January 2018 PIPP-0118-C 

Care Provider Alliance and ADASS to make recommendations on how best to 
ensure there is 100% provider forum coverage across England. 

7.3 Removal of boundaries 

• Enabling flexibility in zoning arrangements in home- care contracts, would 
allow providers to receive service users depending on bed/care availability, 
not locality. 

• Existing provider boundaries may need to be disregarded, as patients go to 
where there is space, rather than in their home area. 

8.0 DECISION MAKING AND REPORTING 

There is likely to be a reduction in decision n:J@~1~1 ~::,l~tgss providers. This could 
be addressed by shared management sta.fllleisions acrall Providers and co­
location of leaderships. Reporting lines qgg~ to be as simple !I pgssible, to remove 
pressure from the front line. Additionally, fHlt@ is a ne§g to con§idgfwho the best 
people to be the single point of qpntact are. ~"I ~n:J@tllhcy plannirig li@ison officers 
are not the best person for this tl!@]M)/hen plaririill f~porting, it is impdftant to 
consider what needs to be kno~ri gpHllltently at !<iltional/regional level and what 
needs to be known differently at a iq~@I i@vl!i s!;Jrth@f "Q[~ is required to consider 
how this would be illJB!ll!Hted. 

9.0ADDITIONAL~~ 

In adqiJi~i ~, ~~I Ill&§ l~~J1I: ;:: ;!~lltib~~i~~ services, additional staffing and 
faciliti~I; tjemand arid (igµctiaq iocapacityfbr both adult social care and community 
health ~!ii ie likely to ~~In that llniJional support is required outside of the sector. 
Whilst mu~H lit.his will ne~l lo be dllided as the pandemic develops, the following 
tasks have b~@tj ig~ntified JI $Uitable for the Public, voluntary and charity sectors 
(including possibl~ liCA rslpest) and possibly businesses to support: 

• Portering 
• shopping 
• House cleaning 

• Catering 
• Collecting food/medicines 

• Driving 
• Helping people out of bed 

• Phone calls to check on patients 

However, the availability of volunteers and support from other sectors is also likely to 
be impacted by the pandemic. Due to the nature of the pandemic, support from the 
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Ministry of Defence or the Fire and Rescue service is likely be requested from 
multiple sectors, and community care may not be a priority. Additionally, previous 
pandemics have seen fear of infection in volunteers. Careful communication and 
infection control will be required to ensure that the number of possible volunteers is 
not limited through fear. Any planning should not reply on a significant amount of 
voluntary or additional support. 

[ON: discussions are ongoing with DCMS, MOD and HO regarding additional support 
for community health care and adult social care in the event of an influenza 
pandemic. Also need to consider what our asks of the business sector may be.] 

10.0 NEXT STEPS 

The development of the clinical facing guid9oi@ 

::~v~~::1g~~:=~::;;~t~~I u:0e~~~~~d ~u~ff:~eps 
care professionals and for local authoritie;) > ... 

• Share for comment with •~flmtcSA/C~~ > 

briefing to DHSC 
towards 
adult social 

• Incorporate community hJllib llt@guidan~I iOl2 the NHS England service-

facing guidance ........ < < > > 
• Consider the Rfflii gyplic-facing gpcum§□i fg jpcorpqrpte the adult social care 

guidance • \ •••• > 
• Consider wh~Jb~r furthijij ~thical etjgggement is needed through CEAPI/ BMA 

• !~~~I Royal Colleges and Presidents of 

< ~1, R~y~icai!l1xs ~H, ln .. e Chi~f lggj~I Worker 

• RJv1lw. with profJ§llmnal bd,i@§ and lead professionals 

• Eng~~IM(j!h partne;lfganis~fi6ns including NHS Improvement, HEE, PHE 
and oth~f§ >· ·.·.·.·.·.·.·.·.·.·. 

• Develop a;;;1pria1m 1,himunications as required around this specific piece of 
guidance > 

• Engage with appropriate Devolved Administration representatives, possibly 
through 4N GMO and CNO groups 

i ! i)HSC 
j I Name Redacted j~ DHSC 
~ w 

, Chloe Sellwood· - NHS England 
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ANNEX A- Current position of adult social care and community health care 

Adult Social Care 

There are currently approximately 16,400 care homes (11,900 residential and 4,468 
nursing), with 460,000 beds (239,000 residential and 221,000 nursing). Around 
414,000 of these beds are in care homes serving older people and/or dementia 
sufferers. In addition to this there are approximately 8,700 home care agencies 
providing services to people with social care needs at home. 

The provision of adult social care is a mixed economy between state and self-funded 
provision. Both residential and domiciliary social care i~b!ergely provided through an 
active and competitive market of independent sectormllvlciers (78% and 91 % 

~:~~~::~~yl~:t~s 11:;::i;:;::;u~;~~t~~~~~:r.~:~~e~:~:~~i~:~es are 

self-funders. 

Workforce 

There are approximately 1.11 million full-~;~1 ~gµiv9!1lr•jobs in :~~I~ fipdal care in 

!:;~:~~ :~:ri~::~:n8d~~:i~:i1:~!~~::!~i~~~o~~~::~;~:;;~:s. 
Roles in social care include: 

Key features ~fAnclude: 
• 51 % of the tot:ill~k;~rce work full-time, 37% work part-time, with the 

remainder having neither e.g. being on zero hour contracts. The subset of 
care workers have a low proportion of people working full-time at 46%. 

• 82% of the total workforce is female. 

• 11 % of the total workforce is over 60. 

• approximately 90,000 vacancies in the care sector; registered nurses and 
care workers have significantly high turnover rates 

In addition to the formal care service, there are also more than six million informal 
carers in the UK (5.4 million carers in England) providing around 8 billion hours of 
support to family, friends and others with a range of needs arising from old age, 
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physical and learning disabilities, and illness. The carer population is fluid but it is 
estimated that 10% of the population can be considered as a carer, and that each 
year over 2.1 million adults become carers and almost as many people find that their 
caring responsibilities come to an end. 

[ON: The Associations of Directors of Adult Services (ADASS) have recently 
completed a survey of 79 Directors of Adult Services, with responses from every 
region in England. The next version of this paper will include some of the findings.] 

Community health care 

NHS Improvement's review into operational productivity i community and mental 
health services found that the workforce (by full time eq ivalent) consists of: 

3.0% 
3.3% 

2.1% [ 1.9% 

■ Qualified Nurses 

■ Co rporate and Ad min 

■ Nurs ing Supp ort 

■ Qualified AHPs 

■ Qualified Hea lthcare Scientists 
and Othe r SIT staff 

■ Estates 

■ Sup port to He a lthcare Scie nt ists 
and Othe r SIT s taff 

■ AHP Support 

■ Medica l Staff 

at least 50 separate contracts for community health services, and 
use block contracting. 

• 69% NHS providers: 
• 18 Standa one community NHS Trusts and Foundation Trusts (FT). 
• These Community Trusts ended 2015/16 in a small surplus. 
• Approximately 56 acute trusts and FTs; with almost 40% of all acute 

and mental health trust providing some community health services. 
• 18% Private sector 

• Around 1500 independent (private) providers 
• 13% Third sector 

• Charities and community interest companies, eg Alzheimers and 
Dementia Support Services 
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ANNEX B: North East London NHS Foundation Trust prioritisation of district nursing and first contact team. 
Not all providers will offer the same elements of a service, therefore prioritisation will need to be localised. 

DISTRICT NURSING: 

A 
HIGH 

< 

lnjecti?nl > > 

Injections: IV/IM/SC. 
Insulin. 

Wounds. 
Renal liailure. 
Hg~-,h~ Therapy. > 
miuti5neumonia. 

Post Chemotherapy. 
Antibiotics. 
Anti-Coagulants 
Analgesics 
Anti-Emetics 
Syringe Driver 
In Palliative Care 
Other (e.g. Apomorphine) 
Chemotherapy Pump 
Hickman Lines 
Palliative Care 
Referrals. 
Patients with pain/symptoms. 
(End of life stage/Personal Care) 
with 
Post Op Eye Surgery - Drops 
Dyresflexia). 

Necrotic. 

i~:~~~tot. .l~i~!.~ 
Pressure Ulcers Grade 4+ < · ~!@b.@tes Mdtillmring (Routine)*. 

Peg Feeding. ·····•·Vehel102.!ure: > •.. 
Blocked Catheters: \... • •• tsse§jlll~t!3easiig$sment 

T~~~=:ts:~1•,1~•~•••••::~•;•~·····ffltains. ··••••~tuil'~~;~:11IR••: 
Unplanned Carl)>... J Prompting self-care. 
Assessments - New < Chrdl!P Disease Management. 

~~ %@~sflption• 

(~mguiring Ener'n@! f'atieiil >. 

P~;~i~ifi>~ Auton:~llt 
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C 
LOW 

3/12 Cytamen Injection 
3/12 Hosiery Change. 
Leg Care/Change stockings. 
Epithelising Wound Dressing. 
Blood Pressure Monitoring. 
Catheter Bag Renewal. 
Lubricant Eye Drops. 
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