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All Adult Social Care departments across 
the country are required to publish a Local 
Account each year. They tell the public 
and others what has been achieved in 
the past year. Ours has been produced 
in collaboration with other organisations, 
people who use our services, their carers 
and supporters. We thank everyone who has 
contributed to this document. 
Despite cuts to the Bradford adult social care 
budget in 2015 -16, as you will  see from 
the report, we have managed to continue 
to provide good quality services that meet 
people’s needs and have managed to 
improve our performance in a number of 
areas. We are still experiencing increases in 
demand for services and this is expected to 
continue into the future. 
Our continuing good performance relies in 
no small part on the contributions made by 
those receiving services, their carers and 
supporters. We thank them for this. We need 
to continue to develop and implement ways  
to work differently with our partners and 
service users and their carers to ensure 
people’s social care needs in Bradford can 
continue to be met. 

Prevention is always better than the cure  
and we are committed to working with 
partners both in health and further a field 
to implement a robust prevention and early 
intervention plan. 
We are privileged to work with a dedicated 
staff team who are committed to serving the 
people of Bradford. We thank them for their 
continued professionalism. We also thank our 
colleagues in partner organisations who work 
with us to maintain, develop and improve 
services for the people of Bradford. 
Thank you for taking the time to read our 
Local Account 2015 -16.

This includes social workers, occupational 
therapists and other staff who work with 
older people, disabled people, those with 
mental health needs and carers. The 
Council’s residential care homes, day 
centres and enablement (home care) teams 
are also managed by this service. 

This includes the Commissioning and 
Procurement Team, who plan, buy and 
check on those services we provide through 
other organisations. The team also plans for 
how we will meet future care and support 
needs. 

Adult Protection Unit, who work to stop 
adults being abused, and the Programme 
Team whose role it is to support service 
transformation are also based in this service. 

Adult and Community Services is responsible for ensuring adults have access to support and 
care services and to information, advice and guidance about services. The department helps 
people decide how to meet their support and care needs. It is organised into two areas: 
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Bev Maybury
Strategic Director
Health and Wellbeing

Cllr. Val Slater
Portfolio Holder
Social Care and Health

In 2015/16 the total department spend 
was £181.3 million. 

£55.4 million of this spend was from 
income from sources other than the 
government, such as from the National 
Health Service, other charges, grants and 
charges paid by service users.

We spent £130.7 million on services we 
commissioned. This includes residential, 
nursing and home (domiciliary) care.

A further £37.2 million paid for our own 
staff including social and care workers.

Of our total expenditure the following 
proportions and amounts were spent to 
support:

  l  £76.6m (42%) – Older people 

  l   £63.7m (35%) - Adults with a 
learning disability 

  l  £14.3m (8%) - Adults with a  
physical disability

  l   £14.8m (8%) - Adult with mental 
health need 

  l   £12m (7%) - Other adult services 

In recent years the money available to 
provide support and care services has 
reduced. It is expected to continue to 
reduce in future years.

Operational Services
Finance

Transition and Integration 
Services
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Useful Contact and Feedback  
If you would like more detailed information 
about the performance of Adult Social Care 
Services within the Bradford district, please 
see https://www.bradford.gov.uk/adult-
social-care/policies-and-reports/adult-
and-community-services-local-accounts/
We want you to take an active role in 
shaping the future versions of the Local 
Account, which will be delivered on an 
annual basis.  
We would like to hear your views on this 
report, including what you found useful, and 

what improvements can be made for the 
next year.
You can leave feedback in a number of ways.
Online:
https://www.bradford.gov.uk/adult-social-
care/care-and-support-from-us/ask-for-
help-from-adult-and-community-services/
Or by post:
The Strategic Director 
Adult & Community Services 
c/o City Hall, Bradford, BD1 1HY

To protect the identities of services users and providers stock photographs have been used throughout.



The Department works in partnership with 
other departments of Bradford Council 
and also partners in the public, private and 
voluntary sectors to make sure that people 
in Bradford district have a wide range of 
provision that they can access to support  
and maintain their health, social support 
networks and independence. 

The Council budget for this work in 2015/16 
was £125.9 million. In 2016/17 this has 
reduced to £119.6 million. This equates to 
32% of the Council’s total budget. 

Whilst there is an expected increase in 
demand for services in future years, the 
available budget to pay for services is 
expected to further reduce because of 
national Government continuing to cut 
Council budgets. 

Coupled with a reducing budget we also 
know that by 2030 the population of older 
people in Bradford is expected to rise by 39%. 
Over the same period we are also expecting 
to see an increase of 5% of working age 
adults requiring a social care service. 

We now need to start to do things differently 
to ensure that we can support those who 
most need our support. We need to use all 
available resources across the District to 
ensure people can get the support they  
need when they need it. 

There are four main priorities that the  
council and its partners will work on going 
forward which include:

that people get good value for money and 
have choice. 

3. Joining up services

Giving people choice about services they 
use and there being different services to 
choose from is no excuse for not tackling the 
often confusing and fragmented organisation 
of services. It is hard to understand why 
some services are provided by the NHS, the 
Council, the voluntary sector or the private 
sector. A person looking for services should 
not find it difficult to work out which way to 
turn. They just want to access what will work 
best for them. So we will continue work to 
join up services and make navigating the 
system easier. 

4. Safeguarding children and adults

We have a statutory duty to protect children 
and adults and to provide early help where 
there are identified concerns and to prevent 
problems escalating. 

These are the most challenging and complex 
responsibilities of a council. We have 
invested hugely in supporting families where 
children are ‘in need’ and on child protection 
such as child sexual exploitation, domestic 
violence and elder abuse. We will not avoid 
our responsibility to make tough judgement 
calls and take decisive action to protect 
individuals and the rigorous analysis and 
decision making that requires. 

We will constantly reflect and review work 
we have undertaken and seek to improve 
practices. We will engage all sectors of our 
community and partner agencies to tackle 

1. Healthy lifestyles – focusing on 
prevention and early intervention

Information and facilities to promote healthy 
lifestyles and early intervention can make 
a real difference to the lives of individuals 
and their families, and help address the 
most common public health challenges.  
The focus of our public health work will be 
on cost-effective interventions that support 
changes in lifestyle and encourage people to 
take responsibility for their health.

2. Creating choice and control

All of us need care and support in our lives. 
Most of the time that will come from our 
families, friends and the communities we 
live in. But sometimes we may not have 
a support network around us and people 
want and need services or the support of 
professionals with specific expertise. When 
this is the case we want people to have as 
much choice and control as possible about 
the services they receive. 

Much more often that will mean individuals 
deciding what they want and having 
their own budget to make it happen. Our 
assessment processes will not start with a 
problem we are here to fix for the person 
but with a conversation about their life and 
about what they want to be able to do. 

But we do want to make sure that there are 
good quality services available locally so 

what is an issue for all of us. And crucially 
we will work not just to ensure that people 
who become victims receive support but 
to build resilience and confidence among 
young people and vulnerable adults so that 
they can protect themselves.

A key multi-partner strategy impacting 
Bradford District is the Transforming Care 
Programme. Following the Winterbourne 
View scandal, the Department of Health and 
Partners put in place a programme of work 
across the NHS and local government to 
implement recommended changes but by 
2015 progress was disappointing. A new 
programme has since been established 
to oversee the production of local plans 
which are required by NHS England. This 
report has led to a national Transforming 
Care Programme for people with Learning 
Disabilities who may have autism and may 
have mental health issues.

This is an all age change programme 
focusing on improving services for people 
with learning disabilities and/or autism, who 
display behaviour that challenges, including 
those with a mental health condition. This 
will drive system-wide change and enable 
more people to live in the community, with 
the right support, and close to home. 
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Doing things differently in  
the future – Better Health,  
Better Lives

Transforming Care Programme

Working together
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The budget and expected 
increase in demand



The programme endorses the view that 
children, young people and adults with a 
learning disability and/or autism have the 
right to the same opportunities as anyone 
else to live satisfying and valued lives, 
and to be treated with dignity and respect. 
They should have a home within their 
community, be able to develop and maintain 
relationships, and get the support they need 
to live healthy, safe and rewarding lives.

Bradford and Airedale, Wharfedale and 
Craven Clinical Commissioning Groups 
(CCG) and the Local Authority will focus on 
three key areas for change:

1. reshaping current provision of 
services to reduce dependency on in patient 
provision to support people with complex 
behaviour presentations

2. develop the provider market with 
specialist providers to support people with 
complex presentations in the community

3. promote mainstream health provision 
for people with Learning Disabilities.

The programme will work closely with the 
Learning Disabilities Partnership Board 
and Autism Partnership Board to link 
work to existing structure.  Integrated 
personalisation, co-production, engagement 
and communication with people with 
learning disabilities and/or autism and 
family carers will be embedded across the 
programme.  

The Adult Social Care Outcomes 
Framework (known as ASCOF) is 
produced by the Department of Health and 
is used by Council’s to:

l  set priorities for care and support

l   measure how well Councils are 
meeting these priorities

l   help Councils to identify where 
services need to improve

l   make this information available to the 
public.

ASCOF has priorities under four areas (it 
calls ‘domains’), which are:

Priority 1: Enhancing the quality of life for 
people with care and support needs.

Priority 2: Delaying and reducing the 
need for care and support.

Priority 3: Ensuring people have a 
positive experience of care and support.

Priority 4: Safeguarding adults whose 
circumstances make them vulnerable and 
protecting them from avoidable harm.

Case examples will be used to illustrate 
our work and improvement in each of 
these domains.  All personal details of 
people whose stories we have used as 
examples have been changed to respect 
and protect their privacy.

Sam is a man in his early forties, married 
with children and works in a supermarket.  
Sam has type 1 Usher Syndrome which 
means he was born profoundly deaf and his 
vision has deteriorated to a level that has 
caused Sam to be registered as severely 
sight impaired. Despite Sam’s deafness he 
has functioned independently requiring only 
communication support. 

Sam agreed to Mobility and Daily Living 
Skills training from the Rehabilitation Service 
and was given an explanation regarding 
his vision loss. Sam needs very careful and 
specialist communication support, using a 
British Sign Language (BSL) interpreter with 
these skills. 

The Deaf Independence Project team 
became involved and tactile BSL techniques 
were demonstrated to Sam and his family. 
Long cane and mobility training has been 
offered to Sam which he has agreed to 
use. The combined impact of the condition 
effected Sam’s balance so badly that he was 
unable to walk or stand unsupported. 

Sam has also been supported to contact 
a mental health service for deaf people 

and receives regular counselling. Work is 
on going to support Sam with applying to 
Access to Work for support in travelling to 
and from work.

The complexity of this case due to Sam 
severe sight and hearing loss has required a 
multi-team approach. His anxiety in dealing 
with the loss of sight and in turn his first 
and chosen means of communication had 
a catastrophic effect on his mental health, 
work and family life. 

The process of rehabilitation has improved 
Sam’s confidence and an adapted 
communication method has allowed him to 
go back to work.

Enhancing the quality of life for people with care and support needs

We want to ensure . . .
l  people can choose and manage their own support and are in control of how and when 

their support is delivered 

l  carers can balance their caring roles with other parts of their life

l   people are able to find employment, maintain family and social life, take part in 
community life and avoid loneliness or isolation.

Bradford Priority 1

1

2

3

The Adults Social Care 
Outcomes Framework

Support through 
rehabilitation 

Sam’s
STORY

Sam said:  

“With the support of all 
these different groups 
my confidence is much 
better than it was and I 
am now even able to go 
back to work”.
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Mike a 25 year old male with Obsessive 
Compulsive Disorder and Asperger’s 
Syndrome was living at home with his 
mother 3 years ago. Mike never came out of 
his room apart from going to the bathroom 
and collecting his meals which were left 
outside his door.  Mike had no daytime 
activities, friends or interests and was 
becoming depressed and would not take any 
medication prescribed by his Psychiatrist.

Mike now lives with a full time Shared Lives 
carer who is on hand for support, as well 

Margaret has a history of a depressive 
illness and is known to the Community 
Mental Health team. She has sustained 
a number of falls and was very unsteady 
mobilising and was experiencing acute 
delirium on the ward.

Margaret was referred to Thompson Court 
for a period of respite whilst recovering. It 
was identified that Margaret would benefit 
from a period of rehabilitation with regular 
therapy intervention to support recovery to 

Julie a woman in her late forties who has a 
history of self-neglect associated with the 
negative symptoms of Schizophrenia.  She 
lives with her 23 year old daughter Anne, who 
is Julie’s main carer and has had to give up 
her job. Julie is socially isolated, withdrawn 
and non-compliant with taking her medication 
and putting herself at risk by being verbally 
aggressive to members of the public.

Julie was introduced to a Shared Lives carer 
Mary, who has a lot of experience of working 
with adults who are experiencing mental ill 
health.  Prior to the referral Julie was not 
receiving any support and the only activities 
she engaged with were to go shopping with 
her daughter and to sometimes walk the dog.

Mary planned a visit to Julie’s flat and had 
an informal meeting just to talk about Julie’s 
likes and dislikes and how she would feel 
about spending some time with a Shared 
Lives carer. Along with the introductory 
sessions Julie has now had two lots of 

as an allocation of 14 hours extra support 
a week to enable him to participate in 
community activities.  

Since being with Shared Lives, Mike has 
definitely become more independent and 
has learned a number of new skills. The 
carer’s role has been to ensure there is a 
healthy balance in his day to day living and 
that he does not become introverted again. 
Mike is now able to spend two to three 
nights on his own in the house whilst his 
carer has a break. This has been negotiated 
with Mike, his carer and his Shared Lives 
social worker.

her usual level of independence. Margaret 
has progressed with her safety mobilising, 
her abilities with daily living activity and her 
confidence has increased.

Margaret returned home at her usual level 
of independence, without the need for any 
formal care support.

Margaret returned for a further period of 
respite and her confidence and level of 
independence was maintained, not requiring 
a walking aid to mobilise any longer and 
continuing to manage with all of her own 
personal care.

overnight respite that has been successful. 
Julie now attends the group with a support 
worker and is supported by volunteers. This 
has also meant she has met new people 
and is starting to develop new skills.

Julie’s mental health continues to be quite 
stable. Shared Lives has enabled Anne, 
Julie’s daughter, to join an agency to get 
back into work and lead her own life where 

she continues to support her mother whilst 
being able to pursue some of her own 
interests. 

Through careful planning and matching 
with an appropriately skilled carer, Shared 
Lives has started to make a positive impact 
on a family whose relationship could have 
potentially broken down.

Independence through 
Shared Lives

Mike’s
STORY

Support from 
Thompson Court

Margaret’s
STORY

Supporting the CarerJulie’s
STORY

Shared Lives – schemes that are 
designed to support adults with learning 
disabilities, mental health problems, or 
other needs that make it harder for them 
to live on their own. The schemes match 
an adult who has care needs with an 
approved shared lives carer.
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In 2015-16 there were 31,500 requests for adult social care support 
from new people. Of these requests 6,800 (22%) were from people 
aged under 65, 24,700 (78%) from those aged 65+. Of all the 
contacts received through the Adult Services Access Service 53% 
were sign-posted to other services or dealt with at point of contact.
In 2015-16 more people in Bradford who received services said 
they had control over their daily lives, 79.2% compared to 77.8% in 
2014-15. 51.4% of people receiving services said they had as much 
social contact as they want with people they like. The latest England 
average on this measure is 45% and the Yorkshire and Humber 
Regional average 46%.

John suffers from Multiple Sclerosis and was 
living at home on his own with the support of 
a home care, helping John with meals and 
practical tasks. Due to his physical disability, 
John had been suffering from depression, he 
was becoming agitated and using verbally 
aggressive language with staff. John’s 
physical abilities were declining even more 
and the Home Care team were struggling to 
meet his needs. 

John was then admitted to a residential home 
for emergency respite as his current care 
was unable to meet John’s needs.  John 
initially required support from a carer but lost 
his ability to weight bear, transfer or walk. 
John then required support from appropriate 
equipment and two carers which was not in 
place for him. John spent a number of weeks 
in care homes and it was identified that 
John could not return to his previous home 
due to environment and accessibility issues. 
John was not happy in a care setting and he 
wanted to return to the community again. 

A referral was then made to Extra Care living 
so that John could get the appropriate level 
of care, equipment and above all to provide 
him with a person centred service. John 

then moved to the Extra Care living, it took 
several months for John to settle and for all 
the support to work effectively as John still 
presented behavioural issues.

John was seen by various other 
professionals who believed that he should 
be in a care setting due to the decline in 
his physical ability. However, John has 
been assessed as having capacity to 
make decisions about his care and place 
of residence. The team have acted as 
his advocate devising a care plan so that 
John can continue living in the community. 
John has now started to settle in his new 
accommodation.  

Extra Care is a good facility for people 
with increased care needs as this can 
provide individuals with a great opportunity 
to receive the appropriate level of care 
and to avoid or delay the admission into 
residential homes. They can enjoy living in 
the community and be independent in their 
own homes.

Living more independently 
in the community

John’s
STORY

Carol was admitted into Accident & 
Emergency due to shortness of breath and 
a cough.  Her past medical history included 
depression, anxiety and anorexia. Carol lives 
with her husband who has medical issues 
and stays upstairs in their home.

When Carol was discharged home from 
hospital she was allocated a care package 
from Bradford Enablement Support Team 
(BEST), the care identified  was to assist with 
personal care, nutritional needs and to take 
medication.

With BEST support Carol decided that she 
would be better off receiving care from a 
regular carer, which proved successful as she 
had built a good working relationship with her.  
The carer was able to motivate Carol to do as 
much as possible for herself.  

When Carol transferred to a private provider 
after her assessment period with BEST, she 
was much more confident in herself and 
also had confidence in accepting help from 
carers. Carol transferred to a provider with 
assistance in the mornings and at lunch time.

Delaying and reducing the need for care and support

We want to ensure . . .
l   everyone has the opportunities to have the best possible health and wellbeing 

throughout their life, and can find support, advice and information to help them manage 
their care needs

l  people have early diagnosis, intervention and re-ablement 

l   people who have support and care needs are supported in the most appropriate settings 
they choose and are helped to become independent.

Bradford Priority 2

BEST for Carol Carol’s
STORY

Carol told us:  

“I feel much better 
in myself, staff never 
rushed me and were 
very kind when helping 
me with my care 
needs”

Did YOU
know

?
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Evelyn was referred through to Rapid 
Response as she suffered from lung cancer 
and oedema in her legs.  Evelyn was living 
alone in a ground floor flat and she had been 
managing with support from her daughter.  
Evelyn has been struggling more recently 
with her mobility and increased swelling in her 
legs resulting in her sleeping in her chair.

Evelyn’s GP carried out a home visit and 
contacted the Intermediate Care Hub to 
request support at home to reduce the risk of 
hospital admission; once assessed she was 
referred to the Rapid Response team. 

Evelyn had very little appetite and reduced 
fluids, staff visited on a daily basis to 
encourage her with fluids and meals. Staff 
also supported Evelyn to go to bed on an 
evening which also helped her daughter as 
she worked nights.

Normally the team would stabilise the care 
and then transfer over to the Council’s BEST 
team but Evelyn’s condition deteriorated 
during Rapid Response’s involvement. 

Evelyn’s care was palliative and Rapid 
Response made the decision to keep her 
with the team for consistency in her care.

A few days later Evelyn had deteriorated 
further and had to contact her daughter; 
Evelyn did not want to go into hospital she 
preferred to stay at home and the team 
respected that decision. Sadly Evelyn 
passed away, but with the support from the 
Rapid Response team Evelyn was able to 
have her wish in not going into hospital and 
staying at home. The family thanked all 
the team for their compassionate care and 
kindness shown to Evelyn and the family.

Care and compassionEvelyn’s
STORY

Bradford still has a comparatively low rate of permanent admissions to 
residential and nursing care. This means that in Bradford people are 
continuing to be supported to manage in their own homes for longer.
Bradford is one of the best performing councils in the country on 
reducing delays of transfers from hospitals to other care settings and 
at 0.2% is performing above the latest regional (2.7%) and national 
average (3.7). Effective joint working between the NHS and Social 
Care means that hospital beds are freed up and available to those 
people requiring medical care.
Our re-ablement services, offered through the BEST (Bradford 
Enablement Support Team) Service, result in 88.2% of people not 
being re-admitted to hospital 3 months after being discharged. Our 
performance remains above the regional average (84%) and national 
average (82%) for re-admissions.

Simon was diagnosed with vascular 
dementia, and not managing his finances 
very well, was in debt and was purchasing 
inappropriate items. Simon did not think he 
required any support and would not normally 
allow professionals into his home.  

Simon was visited by a social worker and 
a mental health worker who Simon had 
previously allowed into his home.  The social 
worker found the property was in a poor 
state and based on the Mental Health Act 
(2005) established that he lacked capacity to 
manage his own finances. The social worker 
applied to the Court of Protection using 
the local authority frameworks to take over 
management of his money.

It was arranged for a care provider to attend 
his home to encourage him to accept 
support with a number of changes applied 
to his care plan. Simon now lives in the 
community with a comprehensive care 
package and accepts the support from the 
carers on a daily basis. Simon has built a 
positive relationship with the regular care 

staff who visit him and the local authority 
ensures that his money is appropriately 
spent on shopping, bills and personal 
items. Simon has more visits from health 
practitioners and other professionals to 
help manage his daily needs because he 
now has the support to prompt him when 
required.

Ensuring people have a positive experience of care and support

We want to ensure . . .
l   people are satisfied with the support and care services they receive

l   carers feel respected as equal partners in providing care

l  people know what choices they can make about their support and care, what they are 
entitled to receive and who to contact if they need help

l   people’s dignity and personal circumstances are respected by everyone involved in their 
support and care.

Bradford Priority 3

Benefits of joined up 
support 

Simon’s
STORY

Did YOU
know

?

The Intermediate Care Hub brings 
together Health and Social Care 
professionals where GPs can refer 
a patient who is in immediate crisis 
and without any intervention would 
be admitted to hospital. The Rapid 
Response team visit within 2 hours and 
put a care package in place.
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Donald is an 81 year old man living alone. 
Donald’s daughter lives in Leeds and was 
very concerned about his safety as he 
had recently experienced falls at home. 
Occupational Therapy was contacted and 
assessed Donald’s needs and recommended 
provision of a stairlift at a cost of £4,000 
which was provided.

If Donald had not had the stairlift fitted he 
might have had to move house, have a 
care-package put in place or possibly have 
gone into care.  This demonstrates that for 
a relatively small cost individuals can be 
enabled to remain in their own homes with an 
improved quality of life.

Improving safety at homeDonald’s
STORY

63% of people in 
Bradford said they 
were extremely or 
very satisfied with 
the adult social care 
and support they 
received. This has 
improved year on 
year although we 
remain just short of 
the latest England 
average of 64.7%.

Two years ago 60 year old Edward was 
living in sheltered accommodation with a 
mild learning disability, having lived alone 
for several years and with little support from 
the Housing Association and Adult Social 
Services.  Edward has a history of sexual 
and financial abuse and had been the 
subject of several safeguarding concerns 
and Police investigations over the years. 

Following another safeguarding alert 
regarding financial abuse (Edward was 
coerced to give away £000’s), he was taken 
into emergency respite accommodation 
in order to remove him from the alleged 
abusers.

Edward now receives full time Shared Lives 
support living with a family, who have young 
children and an extended family who involve 
Edward in their family network and social 
life. Edward also receives short breaks with 
another family and learning disability day 
services (the package of day services was 
already in place prior to his involvement with 
Shared Lives).

Supported by Shared Lives carers Edward’s 
health issues have been resolved or 
are being treated.  With Shared Lives 
encouragement, Edward takes good care 
of himself and gets support to manage his 
money.

Edward has maintained independence skills, 
developed his self esteem, is safe and is no 
longer targeted and exploited.

Safeguarding adults whose circumstances make them vulnerable and 
protecting them from avoidable harm

We want to ensure people are . . .
l  physically safe and feel secure

l   not physically or emotionally abused, harassed or neglected and do not self-harm

l  protected, as far as possible, from harm, disease and injuries

l  supported to plan ahead and are free to manage risks affecting them as they wish. 

Bradford Priority 4

Safe and secureEdward’s
STORY

Did YOU
know

?

Donald’s family later said: 

“This has completely 
changed our lives, we are 
now able to sleep at night 
without worrying”
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Sue is a service user with a history of serious 
mental health problems and suicidal feelings 
that has led to admission to hospital under 
the Mental Health Act. The Mental Health 
services (the service) had struggled to 
maintain a good relationship with Sue and 
she had a lack of trust of services and a 
history of not engaging with mental health 
workers.

With the agreement of Sue and her family the 
service decided to try a different approach 
which involved setting up a direct payment 
that put Sue in charge of her own service 
provision and support. 

Sue chose to use this to follow a very strong 
interest in music and art, and employed a 
personal assistant to support her to attend 
groups and lessons where she could learn 
and develop these two passions in her 
life. The service changed the focus of its 
involvement with Sue from trying to get her 

Salma is a 19 year old with a severe learning 
disability.  Salma lived with her family until 
she made an allegation of sexual abuse by 
her father who was later convicted as a result.  
Salma’s mother and sister have learning 
disabilities and so she could not return back 
home due to her mother not being able to 
protect her.

Salma was moved in with a Shared Lives 
carer as an emergency placement, which 
then became a full time placement. The 
Shared Lives carer who is also Asian has 

to engage with provision on the services’ 
terms to one of positive risk taking and 
enablement, where Sue took control and 
engaged with the service on her terms.

As a result of this development, Sue 
has now made major changes in her life. 
Sue has moved house, learnt a musical 
instrument and performs for others having 
developed a role as an artist. Sue is trying to 
set up her own business now and feels more 
confident. Sue’s contact with the service and 
need for support have also been reduced. 

a good understanding of how to meet her 
cultural needs and has a daughter of her 
own. 

Salma and her carer have received support 
from health professionals and her social 
worker during this time. The carer has been 
supported by Shared Lives to support her to 
deal with the difficult issues being presented 
by Salma due to the sexual abuse. 

Salma lacked confidence when she first 
moved in with her carer. Since then,  Salma 
has grown in confidence, developed her self 
care skills i.e. looking after herself, applying 
make up, choosing her own clothes, learning 
to iron her own clothes and helping out in 
the kitchen. 

A challenging journey

A new start

Sue’s
STORY

Salma’s
STORY

Ensuring that people have equal access to 
services is important to us. So too is that 
people have access to services that not 
only meet their social care needs but that 
are provided in a way that they expect or 
need them to be provided. We try to ensure 
services are considered and provided 
in relation to the person’s age, disability, 
gender, race, religion, sexual orientation, 
gender re-assignment or their marital/civil 
partnership status. 

Throughout the year Adult and Community 
Services regularly measures and assesses 
how it is spending its budget against its 
performance and whether this represents 
good value for money for the people of 
Bradford.

This helps us to identify what is being spent 
on different parts of adult social care e.g. 
in-house home care, commissioned home 
care, residential and nursing care and 
how much care this is providing. We also 
monitor service quality and whether people 

are getting the outcome from the care they 
expected. 

We also measure the productivity of 
the department as an organisation and 
compare this to similar departments in 
other local authorities. We measure the 
cost of providing services to individual’s 
and compare this to the costs in other local 
authorities. We look at costs per hour and 
day. We also consider sickness levels 
amongst our own staff. 

We use all this information in the year to 
make improvements to what we do and to 
plan for the future. 

The Adults Transformation Team is 
continuing to help us look at all aspects of 
what we do, involving people and partners 
in planning changes to cut our costs and 
further improve or maintain the lives of the 
people in need of support or care. 

Sue said:  

“It’s been really challenging 
for me and without support 
from the service I wouldn’t 
have been able to do the 
things I have”

84.8% of Bradford 
people receiving a 
service stated that 
they felt safe as a 
result of that service. 
This has continued 
to improve year on 
year and is now 
above the latest 
England average 
(84.5%).

Did YOU
know

?
Equality and diversity

Assessing value for money
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Good quality social care services, which are 
personal to the needs of individual service 
users, require the providers of services to 
understand these needs and respond to 
them. As a major commissioner of services, 
Adult and Community Services (ACS) has 
an important role to play in making this 
happen.

These actions are called ‘market shaping’ 
and are a key function of the Council and 
ACS. 

The Council continues in its aim to influence 
and drive changes within the care market 
in order to make sure there is a sustainable 
and diverse range of stable, reliable care 
and support available in the long term. We 
also want to continuously improve the 
quality of care and the range of choice for 
service available to users at the lowest 
possible cost. 

We continue to require the adult social care 
market in Bradford to:

l   deliver outcomes (what service users 
want to happen)

l  promote quality, so there is an 
expectation from all that it is important

l  support sustainability, so that good 
quality services are stable and able to 
stay in business for the long term

l   ensure choice, so that the diversity of the 
district and its people is reflected in the 
local social care services offered

l   promote equality of access to services 
so that all our people can benefit from 
what is on offer. 

Earlier this year Bradford Council and 
the local Clinical Commissioning Groups 
(CCG), introduced a new way of working 
with providers where concerns arise.  This 
process is known as the ‘Serious Concerns 
Process’ and can be triggered by a range 
of actions.  This may include contract and 
quality assurance processes, concerns 
raised through our Adult Protection 
outcomes or following an inspection by the 
regulatory body – Care Quality Commission 
(CQC).

This new way of working gives us a 
framework of actions to ensure that we are 
working with providers of sufficient quality 
and obtain the best outcomes for service 
users.  Our work may involve enhanced 
monitoring of the service, working with 
providers to review their services and 
action plans, stabilise services through 
the implementation of embargoes on new 
residents and, where absolutely necessary, 
working together with providers to find 
alternate provision for service users. 

The multi team approach ensures that we 
are able to understand the market and to 
offer a support service covering a range of 
skills and resources.  

Following an inspection CQC rated ABC 
Residential Care Service inadequate. This 
triggered an automatic embargo from our 
Commissioning team on all new placements. 
Through this model of working we were able 
to manage the escalation of risks through 
maintaining existing service user numbers 
to allow staff to review and implement the 
necessary changes.

The Adult Services Community Reviewing 
team visited all existing service users to 
ascertain an up to date picture of everyone’s 
needs and to ensure these individual needs 
were being met. 

Members of the in house Residential Service 
management team visited the provider over 
a period of time and worked alongside staff 
to look at the areas identified in the CQC 
report and to support the provider in the 
development of their action plan.  The critical 
friend approach to working alongside the 
provider in the development of their action 
plan enabled the home to consider other 
ways of working and to share areas of good 
practice.

With all service improvement work the team 
not only work with the providers to make the 
changes but also work with them to ensure 
that the changes made are sustainable. 
When the provider was able to evidence this, 
the embargo on new placements was lifted.

The council continue to work together 
with the provider beyond the embargo 
stage through a process of enhanced 
monitoring where Commissioning Team 
Contract and Quality Assurance Team staff 
visit the provider regularly to ensure the 
improvements are embedded.

CQC revisit all providers who are rated 
‘Inadequate’.  ABC residential care service 
was committed to service improvement 
and achieved an overall rating of ‘Requires 
Improvement’ with two areas receiving 
ratings of ‘Good’.

Through working together we were able 
to support the provider, ensure that the 
services were being delivered in a safe 
and effective manner and most importantly 
ensure that service users were receiving a 
quality service that meets their needs. 

How it works in practiceCase
STUDY

The local market –  
keeping costs down

Serious concerns process – 
ensuring quality



Feedback from service users on their 
experience is extremely valuable to Adult 
and Community Services. We receive this 
in a number of ways; through surveys, 
directly from those using the services we 
provide and through our Quality Checkers 
for some services we commission. 
However, complaints are also useful to 
us in recognising when things have gone 
wrong and learning how we can avoid this 
happening again.

Our complaints process is informed by 
statute – which means that, procedures are 
legally binding; under the Local Authority 
Social Services and National Health Service 
Complaints (England) Regulations, 2009. 
These regulations define what is and is not a 
complaint, the timescales for acknowledging 
them and the need to have a complaint 
manager to handle the complaint.

A social care complaint can by made by a 
service user or someone on the service 
user’s behalf. Where a complaint is made 
by a family member or carer, if there is any 
uncertainty about whether the complaint 
is being made in the best interests of the 
service user they will be required to give 
their consent to the sharing of information 
and an investigation taking place.

In 2015-2016, there were:  

l   in total 167 formal complaints were 
received by Adult and Community 
Services compared to 129 in 2014/15

l   in addition, the complaints team resolved 
49 pre-complaints compared to 41 during 
the previous financial year

l   the Complaints unit also dealt with 43 
general enquiries related to Adult and 
Community services

How complaints have changed the way 
we deliver services:
Support issues (Mental Health)
l  new system introduced to ensure a 

robust follow up for patients is in place. 
Social Workers will have dedicated time 
to review respite placement. Care plans 
to be provided to service users before 
they leave A&E. 

Operational services (Learning 
Disabilities)
l   the Service Manager has noted that the 

changes in the Independent Living Fund 
(transferring to the Local Authority) have 
caused some confusion and distress to 
service users and their families. More 
information has been made available to 
combat this.

Access and Inclusion (Access team)
l   access team is recruiting more staff and 

telephony company made technological 
improvements

l   new policy that all professionals to give 
direct numbers to clients so they do not 
have to go through the Access Point.

Residential and Day services
l   domestic staff to work longer days to 

take clothes from each wing and return 
on same day

l   training to staff on communication 
techniques.

Community Care services
l   safe and sound: in relation to hospital 

admission staff will ask the person 
phoning if homecare are involved. If not 
known they will check on the system and 
inform the team if appropriate

l   BEST Homecare to ensure care logs are 
returned to the office and scanned. BEST 
will ensure agency staff have level 2 
social care and dementia training.

l   similarly to the previous year, most of 
the complaints (52%) were about service 
provision and staff (33%)

l  42 % of the complaint issues were 
partially or fully upheld

l   a lower percentage (90%) of complaints 
was acknowledged on time compared to 
the previous year (94%)

l   a higher percentage (75%) of complaints 
were responded to within the agreed 
timescale (15 working days) compared 
to the previous financial year (63%)

l   13 complainants (compared to 8 in the 
previous year) remained dissatisfied 
with the initial response and requested a 
review of their complaints

l  10 new cases were considered by 
the Local Government Ombudsman 
(LGO), compared to 7 in the previous 
year. In 4 cases the LGO decided not to 
investigate after an initial assessment. 
One investigation was completed and 
did not find maladministration 

l   a total of £5,795 was spent in complaints, 
including external investigations and 
financial remedies

l   a total of 89 compliments were received 
in 2015/16 compared to 51 during the 
previous financial year.

Private domiciliary care providers:
l   to implement a new system in which 

care plans are electronically kept and 
accessed directly by carers through their 
phone

l   a 48-hour quality assurance telephone 
call for new clients has been 
implemented with a 3-4 weekly review to 
allow the capture of any concerns early

l   recording and reporting policy reinforced 
in supervision. New care co-ordinator in 
place to improve service delivery.

Private nursing homes:
l   to remind staff of the complaints 

procedure and to facilitate any residents 
and visitors in the process of making 
a complaint. To advise residents and 
families to keep sentimental and 
expensive personal belongings secure 
and safe and for monies to be kept to a 
minimum

l   formal complaints to be responded to in 
writing. Improvements recommended in 
their communication with residents and 
their families/carers.

Finances and charges:
l  systems to be reviewed. In future 

calculation of client contributions when 
there are variations to a contract will be 
provided to clients.

Complaints and Customer Feedback –  
making sure we get it right 
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The law on services for people who need 
care or support was previously in a number 
of different Acts of Parliament. The Care Act 
brought these together and also dealt with 
some of the problems with the previous laws. 

The intention is to provide a social care 
system that provides care for those who 
need it, and which enables people to retain 
their independence and dignity. 

The principles of the Care Act are:
l  promoting health and wellbeing

l  preventing people developing care and 
support needs wherever possible, but 
where they do have needs, dealing with 
these at an early stage to prevent them 
getting worse

l  focusing on what has changed for those 
who have received services

l  supporting families and carers

l  increasing the quality of care and 
support services

SystmOne – An integrated Care & 
Health Record System
On 22nd August Bradford Adult & Community 
Services successfully went live with a new 
Case Management system called SystmOne. 
SystmOne is now being used across the 
Access Team, Enablement Team, Older 
Peoples, Occupational Therapy, Learning 
Disabilities and Sensory Needs Services. 
SystmOne is being used by approximately 
750 staff in Adult & Community Services 
and enables a real time recording of case 
information including Contacts, Assessments 
and Services information.

l  adult social care and other organisations 
working more closely together – 
particularly with the NHS and housing

l  providing financial protection for the 
public

l  making it easier for people to move 
services or areas without arrangements 
being disrupted

Changes within the Care Act include:
l  making sure people can get information 

and advice about care, support and 
finance

l  ensuring there are good quality providers 
of services to meet the different needs of 
people in Bradford

l  making sure care and support continues 
to be provided even if the organisation 
providing it is no longer able to do so. 
For example, if a care home goes out of 
business

l  providing new national eligibility criteria 
which states who is entitled to care and 
support

l  making sure eligible carers receive 
support

l  more opportunities for people to take 
their personal budgets through direct 
payments 

l  allowing people more options to defer 
payments relating to their residential and 
nursing care

l  ensuring that if people move areas their 
care and support is not disrupted

l  improving the transition of support from 
children’s social care to adult social care 
for younger adults with care and support 
needs.

The move to SystmOne was initially 
triggered by the Care for Adults 
Programme and a vision to have both 
Health and Social Care using the same 
electronic system to record information. 
SystmOne is used extensively across the 
Bradford District Health economy, providing 
the perfect platform to begin thinking 
long term and looking at how to improve 
integrated working with Health colleagues 
and where necessary, with clients’ consent, 
seamlessly sharing information.
The next phase in the implementation is to 
go live with both the Deprivation of Liberty 
(DoLS) and Safeguarding teams by mid 
2017.

Bradford Council is 
working with providers 
to allow and support 
people to make their 
own choices when 

it comes to personal care. Connect to 
Support is an on-line support tool which 
allows users to  find out about products, 
social care services as well as voluntary 
and community activities in Bradford. 
Developed by the Local Authority, Connect 
to Support will enable a user to:

Rally Round is a free online service which 
makes it easy for friends and family to come 
together and help a loved one stay safe and 
well at home. If you have a member of your 

l  purchase their own care
l  search for local groups and activities
l  find advice and information
l  buy equipment which will support a 

user in their home
Any user of Connect to Support can 
manage their own account and can buy 
and rate products and services on the 
site. Connect to Support has a useful 
accounting tool so if a user is receiving 
a direct payment or paying for their own 
support and care.

family or friend who is unable to carry out 
day to day chores at home like gardening, 
changing a light bulb or would like some 
company when shopping or meeting 
friends then Rally Round will allow you to 
find out about your local support network 
and who maybe able to help.

The Care Act – a new approach Using new technology to support delivery of care 

www.connecttosupport.org/bradford  

www.rallyroundme.com/welcome

systmone



The wording in this publication can be made available in other formats such 
as large print and Braille. Please call 01274 431744.

To protect the identities of services users and providers stock photographs have been used throughout.

Abuse – harm that is caused by anyone 
who has power over another person, which 
may include family members, friends, unpaid 
carers and health and social care workers.  
It can take various forms including physical 
harm or neglect and verbal, emotional or 
sexual abuse.

Adult Social Care – care and support for 
adults who need extra help to manage their 
lives and be independent including older 
people, people with a disability or long term 
illness, people with mental health problems. 

Residential Care – care in a home, with or 
without nursing, for older people or people 
with disabilities who require 24 hour care. 

Home Care – Care provided in your own 
home by paid care workers to help you with 
your daily life.  It is also known as domiciliary 
care. 

Voluntary Sector – organisations that are 
independent of the Government and local 
councils.  There job is to benefit the people 
they serve and not to make a profit.

Safeguarding – the process of ensuring 
that adults at risk are not being abused, 
neglected or exploited.

Clinical Commissioning Group – are 
clinically-led statutory NHS bodies 
responsible for the planning and 
commissioning of health care services for 
their local area.

Carer – A person who provides unpaid 
support to a partner, family member, friend 
or neighbour who is ill, struggling or disabled 
and could not manage without this help.

Shared Lives – schemes that are designed 
to support adults with learning disabilities, 
mental health problems, or other needs that 
make it harder for them to live on their own. 
The schemes match an adult who has care 
needs with an approved shared lives carer.

Respite Care – a service giving carers a 
break, by providing short-term care for the 
person with care needs in their own home or 
in a residential setting.

Occupational Therapist – a professional 
with specialist training in working with 
people with different types of disability or 
mental health needs.

Care Quality Commission – is the 
independent regulator for health and social 
care in England. It makes sure services 
such as hospitals, care homes, dentists 
and GP surgeries provide people with safe, 
effective, compassionate and high-quality 
care, and encourages these services to 
improve.

Terms Explained 


