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Purpose
The purpose of this protocol is to define how Continuing Care Co-ordinator ( including associated processes ) within Barnsley and the Individual Budgets team will work collaboratively to ensure that eligible clients can access Continuing Care funding and to suggest a way that Continuing Care can be aligned within a Resource Allocation Process.

Background

The Individual Budgets Pilot was commissioned by the Department of Health during 2006 and is a time limited pilot to evaluate new ways to enable vulnerable people to have the support they need to live independently. Key element of success for individual budgets can be identified as follows :

· the transparent allocation of resources

· the streamlining of assessment and review processes across agencies

· the bringing together of a variety of funding streams

· the ability for individuals to use their budget in a way that best suits their own particular requirements

· making best use of natural support

· outcome focussed

· within existing resources

Key partners in the pilot are :

· The Department of Communities and Local Government  ( for Supporting People Grant , Disabled Facilities Grant and Integrated Community Equipment )

· The Department of Work and Pensions ( for Access to Work )

· Independent Living Fund 

· Office for Disability Issues

Support is provided through the Care Services Improvement Partnership.

Barnsley is piloting Individual Budgets across all Adult client groups, (Older People, Mental Health, Learning Disability and physical and sensory disability) and young people in transition.

National position 

The Department of Health position regarding Continuing Care and Individual Budgets is as follows :

· that Individual Budget pilot sites can explore the possibility of extending the same degree of choice to people in receipt of continuing care funding.

· That the local authority and NHS, using its powers under Section 31 of the Health Act 1999 can make the Local Authority the Lead Commissioner and in doing so the Local Authority acts as the lead commissioner on behalf of the NHS for joint packages of care and NHS continuing care. 
· that even within an IB the client still remains an NHS responsibility regardless of the commissioning arrangements.
Local Position

It has been agreed with the Individual Budget Project Board, the Department of Health and the Care Services Improvement Partnership that Barnsley will be seeking to align Continuing Care within the Resource Allocation System.

This protocol will focus upon establishing a process for jointly funded packages. This will be reviewed in the light of learning gained through the pilot.

Role of Continuing Care Co-ordinator :
The Continuing Care Co-ordinator is an employer of Barnsley Primary Care Trust. This role leads on the operational management of the PCT’s NHS continuing healthcare processes. This involves the implementation of National Framework for NHS Continuing Healthcare and funded nursing care, provides expert advice on clinical direction and support in relation to these policies , for the PCT, other stakeholders and the general public.
Approach – Alignment 

This approach suggested in this protocol follows detailed local work developed through working in partnership with the Continuing Care Co-ordinator. 

Appendix 1 shows the steps in the process of alignment.

Process 

Assessment and Care Management teams will ensure that :

· Fair Access to Care Services Criteria is applied

· The Continuing Care Screening tool is applied.

· That health needs are identified within the support plan ( where relevant )

· That the costed support plan is submitted to the resource panel

· To inform the Continuing Care Co-ordinator when a support plan is to be discussed 

at the Resource Panel to enable her attendance at the meeting.

· That the support plan checklist is applied .

The Continuing Care Co-ordinator will ensure that :

· where provided with advance notice, will attend the resource meetings.

· They apply the principles of Continuing Care eligibility 

· Where agreement cannot be achieved at Team level, to take the plan to the Continuing Care Panel for further advice

The Self –Directed Support Team will ensure that :

· the Individual Budget Agreement reflects continuing care contributions where they are made.

· The Individual Budget database records continuing care contributions into a persons plan.

· The support planning guide reflects the role that continuing care may play within Individual Budgets.

· Where the Continuing Care Co-ordinator requests reports then these are provided in a timely fashion

· A signed copy of the Individual Budget Agreement is sent to the Continuing Care Co-ordinator for her records.

· Payments are made to clients in a timely fashion and that any contributions by Continuing Care are recharged to the Primary Care Trust as advised and agreed by Barnsley Primary Care Trust finance department.

The Fairer Charging Team will ensure that :

· No charge is made to Individual Budget holders for that element of the Individual Budget that is paid for by Continuing Care. 
Audit requirements

It is important that within the principles of Individual Budgets audit requirements are established that are proportionate to the risk.

DH have confirmed that pilot sites can agree local audit requirements. 

Individual Budget holders will complete monitoring returns, however this is proportionate to the risk.

An annual audit of all Budgets will be completed as a minimum requirement.

Review and monitoring

Further development work is to be organised with all partners to consider the role and function of reviews across the funding streams. This protocol will be updated in the light of further guidance
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