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Partnership Working between Care Homes and the NHS: 
A South West England Consultative Workshop 
This report summarises key themes raised at a recent one day Workshop organized by My Home Life Programme (MHL) and Care Services Improvement Partnership (CSIP), in collaboration with the Care Homes Learning Network (South West)
.
The event aimed to bring together a range of stakeholders from the local PCTs, Social Services, academic institutions and the care home sector, to discuss how best to improve partnership working, share best practice and highlight what needs to be tackled in moving this important national agenda forward. 

The three main aims for this consultative Workshop were: 

· To summarise best practice models between NHS Trusts and the local care home sector. 
· To assist representatives from the NHS who have responsibility to redesign services for older people to have closer working relations with care homes 
· To connect representatives from local health and social care communities, with experience in this area, to pool their knowledge and learning; together with individuals from the care home sector and policy staff. 

Delegates

Approximately 78 delegates were recruited by invitation only; 45% of delegates were from within the independent care home sector (including residents, relatives, proprieters, managers and staff), 44% from the wider health and social care sector (6% Acute trusts, 18% PCTs and 12% Social Services and 8% other (4 people from Department of Health [including 3 from Care Services Improvement Partnership], 1 from Strategic Health Authority and 1 from Commission for Social Care Inspection) and 11% were from academic backgrounds. 
Approach

Prior to the event participants were sent three (policy, practice and research) short briefing papers on “Partnership Working between NHS and Care Homes” to frame the contextual issues. 
The World café methodology (http://www.theworldcafe.com/what.htm) was used at the Workshop, in order to foster maximum interaction and engagement.  The World Café is an innovative yet simple methodology for hosting conversations about questions that matter. These conversations link and build on each other as people move between groups (at facilitated tables), cross-pollinate ideas, and discover new insights into the questions or issues that are most important in their life, work, or community.  Through this methodology participants have an opportunity to explore in depth the issues and solutions relevant to partnership working. 
Key questions posed to delegates:

· Question 1: What does effective partnership working between care homes and the NHS mean to you?

· Question 2: What positive stories (however big or small) of success in relation to partnership working between care homes and the NHS can you share?

· Question 3: How can we make partnership working between care homes and the NHS thrive and flourish?

· Question 4: What needs to be put in place (in terms of education, practice or research) at an individual, organisational and policy level to make partnership working between care homes and the NHS happen?

· Question 5: What three things will you feed back to the main group?

· One thing that could be done immediately without incurring any additional cost (realistic)

· One thing that could be done if some resources were made available (possible)

· One thing that could be done, if a lot more resources were made available (dream)

Following the Workshop, all data generated during the day (in the form of facilitators’ notes of table discussions, delegates’ comments recorded on tablecloths and post-it notes , together with quotes on representations of partnership working in relation to selected photograph images shared on the day) were transcribed.  This material was then analysed for key themes and sub-themes in relation to the 5 main questions posed.

Outcomes

The main outcome of the process was to promote the sharing of information and experience between participants (statutory sector and independent care homes in particular).  This has resulted in the collation of key lessons and guidance on best practice, drawn from models of partnership-working between NHS Trusts and the local care home sector.  The key themes that emerged follow in this report.  Findings were fed back to a delegate panel including senior representatives from the Care Home sector, NHS (acute and PCT), Services, Strategic Health Authority and Commission for Social Care Inspection) for additional comment.  The report of the conference will be circulated to all those invited to attend the CSIP/MHL event and will be further developed into guidance for best practice for intended use by commissioners.  

Key Emerging Themes
Question 1. What did effective partnership working between care homes and the NHS mean to delegates?

Recognising common goals

The basis for effective partnership was seen as recognition that all partners cared about the same goal: that of promoting the health of residents.  Each might take a ‘different path’ to achieving this goal, but this was the common agenda.  Partnership could be enhanced by ensuring the older person was placed at the centre of everything, and that a proactive, ‘whole person’ approach was taken to care.  Care home staff in particular felt that partnership working could be improved by health and social care sectors linking together to anticipate problems and take a more preventative approach to health.

Having mutual respect and understanding of roles

Linked to this recognition of common goals, delegates emphasised that effective partnership required a clear understanding of, and respect for, each other’s roles in the process of care.  At present, there was concern that assumptions around a lack of knowledge, or different perceptions of the status of each sector might be hindering this:


Then again, there was also recognition that those working in care homes might wrongly assume NHS staff viewed them in a particular way:


As a result, therefore, delegates emphasised that good quality relationships needed to be built, based on trust between agencies and a greater equality in relationships.

Having ‘joined-up’ working

Fundamental to improving working relationships, was the idea that there needed to be a greater blurring of boundaries to promote ‘joined-up’ working.  The current situation of a separate funding system for health and social care was seen as a significant barrier to effective partnership:

‘Joined-up’ working would also be enhanced if the paper work involved was made more common and if communication systems (such as IT) were more compatible and equitable.  Sharing education, training and workforce development could also improve matters, as could the existence of joint performance monitoring and agreed outcome measures:

Having good communication

Effective communication between partners was seen as essential to good partnership working.  At present, some delegates felt that staff could feel very isolated and there was a need to reduce this through the creation of support networks and by reaching out to other partner groups.  Interaction needed to be on-going, and partners needed to be mindful of the need to reduce jargon to promote clarity of understanding.  Inclusion of the views of patients and carers was also seen as important to the communication process, as a means of helping staff to look at things in new ways and to bring diversity and creativity to the process.  

Good communication could be characterised as: 


Question 2.  What positive stories of success in relation to partnership working between care homes and the NHS did delegates share?
Examples of good local coordination 

A number of positive stories were given relating to how a ‘joined-up’ working between care homes and the NHS was already successfully established in some specific localities, as a result of partners taking a formal team-based approach to care.  For example:


Several groups of delegates also specifically cited the creation of Community Matrons as a very positive initiative in terms of helping improve partnership working.  The role is specifically seen as valuable for liaison with commissioners, and in helping care homes support people with long-term chronic conditions by improving access to specialist services and care home credibility in relation to these.  For example:

Other positive examples included those where social services and the NHS had formalised an overall joint approach across an area; such as through joint commissioning, by creating joint senior positions, or by partners getting together to look at overall care in a particular sector or locality.  In some instances, this incorporated health and social care partnerships meeting with groups of older people to obtain their views around services.  Some specific instances were: 

Examples of specific NHS staff input working well in care homes

As well as reports of successful locality-wide initiatives, examples of good partnership working between specific NHS staff and individual care homes were given.  In many cases, this was based around GP input.  For instance:


Many cited how having a single GP overseeing care in an individual home had improved communication and continuity of care.  However, other staff also emphasised the importance of ensuring that residents’ rights to choice and continuity of care from a familiar GP were taken into account.  One compromise model supported, was for care homes to link to a single GP surgery where there are multiple partners.  

Other NHS staff examples given where such staff provided care homes with regular input and support included district nurses, pharmacists, continence specialists, Allied Health Professionals (such as OTs) and falls consultants.  For example:


Examples of care home staff providing services/support for non-residents

In addition to examples of NHS staff input initiatives, some positive examples of innovative care homes provision were also cited in relation to effective partnership working.  For instance:

Examples of where relationships have been improved by building on personal knowledge of named people

A recurring theme for delegates across the day was that effective partnership relied on good personal knowledge and close working between partners.  Staff needed to build up relationships with named individuals in organisation.  ‘It’s who you know!’  Promoting personal contacts and relationships was seen to result in better access to services, better sharing of information and as a means of reducing feelings of isolation and of being overwhelmed by issues:


Question 3. How did delegates think partnership working between care homes and NHS could be helped to thrive and flourish?

Improve relationships with key NHS staff

 Following on from the positive examples given where collaborative partnerships were already working well, delegates felt that it was clear that care home staff had to be more proactive in building good relationships with NHS staff if partnership working was to flourish.  Building good working relationships with GPs was seen as especially crucial:  “We are not making friends with GP’s and GP’s are key.”  To achieve this each would need a good understanding of each other’s objectives and be clear about the advantages to be afforded by fostering closer relationships.  
Part of improving relationships would also involve building greater trust and respect of different knowledge strengths.  This may not always be a comfortable experience, as one care home staff admitted:

Sort out the funding

As stated earlier, the current way funding is separately allocated between health and social care was seen as a real barrier to effective partnership working in this field.  Joint funding where money followed the individual patient/client as opposed to being split between services/agencies was seen as the way forward: “Joint budgets, joint everything!”  It was also felt important that this should be linked to commissioning.

Address negative attitudes

Another high priority for delegates in terms of facilitating more effective partnerships in the field was to address attitudes: both those of individuals and the separate partner organisations, and those within society in general.  

Individuals needed to be more prepared to ask for help and be committed to sharing information and investment.  Organisations and separate staff groups needed to work towards a better pro-active approach to care and to develop a better understanding of role strengths and what was important for different partners.  Respect and understanding of roles needed to be demonstrated by appropriate use of language and inclusion:  


Adopting a more strategic approach to care was also seen as the way forward:

However, it was additionally emphasised that poor attitudes within society in general needed to be changed in relation to the care sector, in order to promote better working and care provision.  Poor public perception and low wage scales for staff in care homes, was thought to result in a reluctance to choose the care sector as a career, for instance.  Primarily though, work to address poor attitudes to the care sector was seen as needing to start with addressing attitudes within the sector itself; such as by influencing perceptions within the NHS as a first port of call:

Have joint education and share good practice

Establishing joint training across health and social care was seen as a crucial means of promoting effective partnership working.  Better training of care home staff could also reduce demand on health care professionals and improve social care assessment and communication with health professionals.  

Three types of training input were seen as especially valuable:

· The provision of opportunity for individual cross-sector learning – such as through having of student nurse or Allied Health Professional placements in care homes, or by encouraging the shadowing of roles across partner organisations

· The establishment of shared learning networks, where partners could both disseminate good practice and jointly reflect on error reporting or audit

· The provision of specific training for targeted staff by specialist workers – such as where District Nurses train care home staff in catheter care, for example

Concerns were raised that currently some care homes found it difficult to access training; especially small ‘stand alone’ care homes.  Many homes also found it difficult to release staff to attend external training and wanted more ‘on-site’ training provided in clinical skills by specialised staff.  Specific positive examples of where this type of training had been provided included:

· Rehabilitation training provided by NHS therapy staff in which allowed care home staff to promote the greater independence of residents

· District nurses providing teaching on catheter care and ‘dipstick testing’ of urine to help improve staff competence in these areas

· Nurse specialist with expertise in challenging behaviours being available to care homes for support and specific education on management

The creation of local learning networks was also highlighted as a particularly useful way of sharing good practice and learning from mistakes that might have occurred in care in the area.  For example, in one pharmacy project, emphasis was given to looking at the whole system and making learning links between prescribers, dispensers, care homes and the local PCT Forum relating to prescribing.  Where errors have occurred lessons are shared and identification made of how improvements could be made in relation to each of the groups involved.

Blur resource/service boundaries

Delegates identified that a greater emphasis was needed for local services across all sectors to work innovatively and flexibly together to provide holistic care for older people.   As shown by some of the key positive examples given earlier, in some areas this is already working well.  However, it was felt that such initiatives needed to be more widespread.  Some delegates suggested that care homes should make more effort to demonstrate that they can be flexible to needs identified in the community.  In other words, that they needed to show they could:


Greater flexibility was also needed to ensure that services were available when older people needed them, rather than being fixed to times to suit the services.  For example, homes wanted to be able to access district nurses over the full twenty-four hour period.  

Question 4. What needs to be put in place (such as education, practice, or research) at an individual, organisational and policy level to make partnership working between care homes and the NHS happen?

Education

Education of individuals

Partnership working is likely to be improved through better education of individuals working in the field; especially if this focuses on improving their understanding of other services and roles through opportunity to work in other areas or settings.  Delegates identified that particular attention needs to be given to the following areas:

· Creation of more placement opportunities in care homes for student nurses, OT’s, physiotherapists and others (including GNVQ students from colleges, perhaps)

· Creation of more shadowing opportunities right across health and social care

· Creation of more opportunities for specialists to come into care homes to provide guidance and education (for example: hospital discharge staff to visit an older person in a care home and update staff re managing their health needs)

Education at the organisational level

In terms of education initiatives at the organisational level, delegates were keen that a more coordinated and planned approach to education and training within localities should be established.  This should include overseeing how smaller homes could better access education, and in how care homes themselves could feed into the training programmes of others.

Policy changes needed in relation to education

Primarily, delegates thought that the key priorities for policy change in relation to education was to address the current funding situation, and to ensure more equitable access for all parties concerned:

Additionally, delegates wanted levels of competence to be agreed across all relevant partner groups.  Apart from helping to raise standards across the sector, it was thought such a move would also help improve confidence generally in levels of training and skill.  

Practice

Changes needed on the ground
Key priorities for delegates in relation for changes to practice centred on creating better access to services for residents, and on the promotion of better coordination of services across organisations.  For example:


Changes needed to overall organisational practice

Delegates felt that effective partnership working would be greatly enhanced if there was more commonality within practice and if an integrated strategic approach to services was taken in each area at the organisational level.  For example, through having:

· Standardised practises and paperwork across the board

· Appropriate IT support available to all

· Shared performance monitoring 

· Have an association/formal network for the individual sector in each area 

· Shared standards of care

· Annual common strategic action plan with SMART objectives 

This would be facilitated by having good integrated leadership at a senior level committed to this approach.  For instance:


Changes needed in policy to support practice

Delegates felt that it would be helpful if appropriate quality measuring tools and standards were agreed at a national policy level.  In addition, changes were needed in order to create dedicated joint funding for shared education, research, and collaborative practice initiatives.

Question 5. Themes fed back to the main group in terms of realistic, possible and dream things that could be done to improve effective partnership working between care homes and the NHS
What did delegates think could be realistically done now without incurring any cost?

Care homes could be more proactive about networking

Care home staff needed to talk to people in the locality who have influence in terms of improving access to services and quality of care for residence, such as acute trusts, GPs, social services, ambulance trusts.  Identifying key people within these organisations was often seen as a crucial means of improving relationships and information sharing: “It’s finding the ‘someone’!”  Having staff exchange days across sectors and organisations within the locality might be an additional way to help improve understanding of roles and priorities.


Setting up local directories of names, contact details and roles within the PCT, as well as for other local services, was suggested as another means of helping care homes better understand what they can access and how.  Further more, staff needed to be more proactive about linking with other care homes, in order to share information and develop networks.

Staff could raise awareness of services and their need/strengths with commissioners and other senior leaders

In some areas it was reported that service commissioners were establishing stakeholder groups (consisting of representatives for care homes, service users and families etc), as a means of informing the commissioning process and delivery on commissioning strategies.  This was seen as a very positive opportunity for staff to influence the process and support was given for such initiatives to be made more widespread.   However, where there was an absence of such groups, it was emphasised that staff should work now to ensure they established dialogues with senior leaders with input into the process in their locality:



Existing training should be shared wherever possible
Delegates recognised that money was an issue in relation to training; especially with the current situation where training budgets were allocated separately to health and social care providers.  As a result, PCTs (for example) had to charge care home staff for attendance on courses, which could limit the ability of smaller homes to take advantage of this type of provision.  However, it was felt that more could still be done in the existing funding climate to extend the benefits of current levels of training within localities, and to promote education of staff in general.  For example: 

· Networks of care homes could share education, policy and guidance materials

· Individual knowledge gained (such as through attendance of courses, or from shadowing key roles) could be disseminated to groups of staff.  Eg:


· A ‘knock-on’ approach could be taken whereby targeted individuals in care homes were taught key skills for them to pass on to work colleagues.  Eg:

‘Train the trainer – the home/NHS trains one person who will cascade to their teams.’

How would delegates use additional resources to support better partnership working if these were available?

More investment in training and coordination

· Create more skills-focussed training

· Provide Coordinators to set up forums etc and liaise with all providers/agencies

· Create integrated teams to work, learn and teach together

As well as promoting better integrated working and improved standards of care for older people locally, increased investment in training was also thought likely to lead to knock-on benefits across organisations in the field:

Funding NHS teams to work more closely with care homes
Delegates felt that increased and targeted funding was needed to support collaborative initiatives, and would send a clear message that closer integration between NHS services and care homes was a priority.  As shown by some of the positive examples cited earlier, closer working between care homes and NHS specialist staff is already working well in some areas.  However, there was consensus that more collaborative initiatives needed to be supported and that input should be proactive rather than reactive (just responding to referrals).  

Having greater levels of funding to support such initiatives was seen as vital to ensure staff across organisations felt confident about being proactive and about setting up anticipatory projects:


Having named coordinators to support and drive integrated projects would be helpful, because it was acknowledged that all staff were very busy.  Community Matrons were one staff group who might be suitable for carrying out this role, providing they are adequately resourced to incorporate it with other duties.    However, to make this successful, more Community Matron posts needed to be created overall, and there needs to be a greater commitment from those in such posts to engage with, and support, care homes.

What did delegates think were dream achievements needed to maximise the effectiveness of partnership working?

Resolved funding issues

Separate funding between health and social care was seen as a major stumbling block to progress in partnership working.  A change in policy was dreamed of whereby separate budgets were consolidated, and the requirement for discrimination between a ‘health need’ and a ‘social need’ (with all its associated difficulties in getting access to appropriate funds) abolished.  Instead, there should be:


Changed attitudes


‘[We] need more mutual respect. Health professionals sometimes seen as patronising by pointing out the obvious in terms of caring for older people – but then again, some care homes need basic prompting on care that is being provided.’





‘[There needs to be] recognition of the role care homes play in managing and identifying subtle changes in older people’s conditions.  But A&E don’t listen to us - there is a power dynamic which means that health professionals working in the NHS feel more powerful, more professional, higher status than care home staff, which impacts on equal partnership working.’





‘Care homes need to be more outward looking.’





‘[We need to be] speaking to each other, removing the barriers and the assumptions that, “the NHS does not understand care homes.” ‘Because many practitioners do.’





‘We need to be working as one team, but separate funding stops this.’





‘[We need] joined up structure and funding; common objectives.’





‘[We] need to have shared aims, where possible pooling budgets – [they] do this more in mental health.’ 





‘We need joined-up performance criteria – outcome-focused, which are applicable to every part of the health and social care sector. Rather than care homes having 3 or 4 masters in terms of different criteria set up regulators and commissioners, we need to have more simplicity.  If there were shared criteria, the PCT could clearly see how care homes could help them achieve their own outcomes.’





‘Knowing each other, trusting each other - sharing information.’








North Somerset: 


‘[Existence of a] nurse-led Older Peoples’ Team.  Links with GP, Pharmacist, several nurse specialists, RMN, continence nurse, diabetes nurse.  Calls in others as required.  Provides training and support, medication and reviews etc.’





Devon:


‘[Existence of a] designated team of nursing staff working with care homes [comprising] District Nurses; RN’s; Continence Specialists; RMN.


Care homes geographically allocated to nurses.  RMN links with EMI homes


Good working relationships with CSCI; Community equipment team; NHS; regulation; care homes


Team manager – has strategic as well as clinical links.  Is also head of adult protection.


Success = breaking down barriers and understanding each other.’ 





Acute care team example:


Provides services outside care staff role: ie giving fluids, bloods. Enables [residents] to remain there when dying.  Also rapid access to physio for rehab.


Prompt service response.  Health care service bought to the older person








In Clevedon, while Community Matrons are a new initiative, there are some positive hopes. The care home refers and there is a monthly visit and a review of residents with chronic long-term problems only. The Matron looks at Pharmacy, There are also designated falls team, and an older person’s nurse. For the care home, quite often the issue does not justify contacting the GP, and so getting advice from these teams is very helpful.





Swindon:


‘[There is] integration of social care and PCT – joint positions at the top – joint commissioning – going towards a care trust.’





Torbay:


‘Care Trust care homes [are] working together to look at overall picture re whether better for people to stay at home.‘ 





Cornwall:


‘Partners in care. Social Services fund chain. 90% care homes and agencies represented.  PCT [involved in discussions re:] finance, policies.’





Cornwall:


PCTs are looking at how there can be seamless care between community hospitals and care homes. Looking at the role of the community matrons.





‘Swindon Social Services and Wiltshire PCT are working together.  There was a sense that dipping a toe in care homes was overwhelming – there were no obvious leaders or representatives that they could talk to. But now they are beginning to engage.‘








‘[There is a] 2 monthly clinic – GP, CPN and core staff.


Anticipatory care/proactive care.  [They] listen to care home staff - care home staff see the needs and raise concerns with the clinic


Big commitment from GP and CPN and Home, and is time consuming, but saves time in the long run.’





Torbay PCT:


‘A senior PCT officer recognised value of dialogue and development with care home staff.  Trying to bring care home and community together.


[There was a] dialogue about clinical skills/process, eg [what to do about] urinary samples.  Multiple GP visits changed to a single GP.


Homes feel ‘valued and trusted’ – investment in skills, using insight of care home staff and dialogue with district nurses.’





District Nurses:  


‘Provide support to care staff when higher intensity of care required.  Offering support and advice.’


‘Give info about how to care in later stage of life.’


‘Access equipment.’ 





‘NHS continence advisor works brilliantly with care homes in Taunton Deane.’ 





Pharmacist:


‘Patient focus needed otherwise remain task focus.  Identifying needs - liaising with service providers to respond. One pharmacist for 160 care homes supports medication management, training, medicated related problems.’








‘Care homes can be community resources: eg [providing] clinics, Meals on Wheels, centres of advice for care/respite.’





‘Intermediate care [being provided] in care homes.’





‘[One] care home building a respite care bed block to sell to Torbay Care Trust.’





Cornwall Care: 


‘[Provides] support for older people within their own homes during crisis situations or [provides] admission to residential care for 2/3 days for assistance with medication – return [home] with support as soon as possible. 


Prevents admission to hospital where potential could be that older person deteriorates and then has to move to residential care long term.’





‘[We’ve built] good relationships between care homes and 3 GP surgeries.  Get to know each other well, provides continuity - increases information sharing.  [There are] regular meetings between care homes and PCT.  A named nurse to work with care home prior to admission to CH – hands on for more complex care.’





Somerset Care:


‘There is an OT on-site who is employed by the care provider. Up to now, the OT has come up against a closed door in terms of the community OT budget but now, with persistence, they are beginning to get to know the OT and have opened their doors.’





‘[One] referral from the care home to a physio triggered review of a DN for a nursing assessment to ascertain course of increasing physical disability. First I thought, don’t they trust me?  Then - no, this is ok, it is really good.’








‘[We] need a view and use of language that shows care homes are an integral part of the whole health and social care sector.’





‘[Recognition of] what can care homes do for health as well as what can health do for care homes.’





‘Remove professional barriers, remove name badges.’





‘In terms of progress, we need to be forward thinking - asking ourselves what we want to see in ten years time, given that we are older and demographic issues – this might help people grasp the nettle.’





‘Nurses need to be professionally and personally motivated to work with elderly people. Often nurses are not enthused by having to go into a care home, it is out of their comfort zone and they do not enjoy the work. We need to ‘sell’ the concept of working with older people – make it sexy.’





‘There remains the NHS view that staff working in care homes are people who failed in the NHS, or who are nearing the end of their career and want an easy time. Even Community Nursing is seen as a Cinderella service which is seen as lower status to acute care in hospitals. There also remains a number of care home owners that are obstructive to partnership working, they are not engaged and don’t want to be.’





‘[Be] the solution to issues that arise within the PCT.’








‘[There are] too many different pots and too many drawing from those.’ 








‘Rather than having district nurse input into care homes ad hoc, hours of work in care homes should be consolidated, so that there is one weekly visit where care home manager can discuss residents, get advice, explore preventative measure and develop partnerships.’





‘Re: mobility for residents.  [There is a] real problem accessing providers such as Exeter Mobility.  This would have such a positive impact if we could get properly fitted wheelchairs, or training to know how and what to purchase within a month.  [It] can take up to six months.’





‘[There needs to be] empathy from both sides.  Discharges on Friday at 6 pm are no good for care homes [although there is] appreciation of need for ward to empty beds in readiness for next admissions.’








‘[A] joint partnership board at CEO level – PCT/SSD/Acute Trust providers.’








‘We need to do simple things such as .. invite each other - health and care homes - into each other’s worlds.’








‘There is a real opportunity to influence the new leaders (CEOs) in PCTS.’





‘[We] need to knock on the door of commissioners and explore how care homes can help them.’





‘One person in a PCT links with good care homes and shares practice with others.  [It’s about] recognising and sharing good practice.’





‘If we can invest in increasing competency of [care home] staff then we can reduce hospital admissions and save the NHS money.’





‘[Currently there is a] fear that if you look for the work there will be too much.  If there were resources [you] would feel more confident you could meet the needs you identify.’





‘One pot of money that follows the person rather than being divided across settings and health and social care teams.’





‘We are all working for the benefit of older people and we should value that in each other. We need local visionaries with budgets that are situated at a senior level which communicate the importance of working in partnership with care homes and recognise the vital role that they provide.’








� Event Partners


My Home Life is a programme led by Help the Aged, in partnership with National Care Forum (representative organisation for ‘not-for-profit’ care homes) and City University.  It is aimed at improving quality of life for those living, dying, visiting and working in care homes for older people (see www.myhomelife.org.uk).  





The Care Services Improvement Partnership (CSIP) is part of the care services directorate at the Department of Health. Staff and services, based in eight regional development centres, work with the statutory, voluntary and private sectors to make the best use of the full range of resources and expertise available to improve services.


 


The Care Home learning Network (South West) is a group of senior staff in care homes in Avon, Wiltshire and Gloucestershire committed to supporting and enhancing high quality care for older residents through staff development, facilitated by Christine Fear (University of West of England). 
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