
Appendix 2: Proposed target operating model for Adult Social Care



Fundamental shift in practice
MOVING FROM A SYSTEM CHARACTERISED BY … … TO ONE WHERE THERE IS
Doing things to/for people and creating dependence A focus on enabling people to do things for themselves, promoting independence
Seeing the individual in isolation An emphasis on family and social networks
Highlighting what people cannot do Attention given to what people can do
Undertaking assessments for services which offer standard solutions An assessment conversation which provides more in-depth understanding of the person and offers tailored solutions
Arranging support managed by the council A use of creative solutions family-first or through a range of voluntary and community sector services
A large amount of care for people with long term conditions being provided in institutional settings

A priority for providing support, when it is needed in the home, wider family network or local community



• Confidence in the inherent ability of the individual
• Continuous focus on maximising independence throughout the customer journey
• Identifying what is important to the individual and what their goals are
• Supporting people to identify their own resources, those within their family and friends networks and local community assets to meet their needs in the first instance
• Providing help when people need it without the presumption of long term support
• Keeping statutory support as the final option in their toolkit, even if someone already has a support package
• Being risk aware but not risk averse
• Working collaboratively with colleagues and trusting in their abilities

Values



5%
20%

75%

APPOINTMENT BASED^COMMUNITY CLUSTER HUBS DELIVERED WITH VOLUNTARY SECTOR, PRIMARY CARE AND HEALTH

SIGNPOSTED OR RESOLVED WITH INFORMATION AND ADVICE*; CIS‡; TELECARE
FULL NEEDS ASSESSMENT (MAY REQUIRE A HOME VISIT)

OUTCOME BASED CARE AND SUPPORT PLAN USING PERSONAL BUDGET WHERE NEEDED (DIRECT PAYMENTS)

APPROX 15-25%

APPROX 75-85%

FIRST POINT OF CONTACT (SOCIAL CARE CONNECT)

CALL BACK TO CHECK ADVICE ACTED ON(6 WEEK)

*AT NO COST AND WITHOUT NEEDING A FULL STATUTORY NEEDS ASSESSMENT‡ COMMUNITY INDEPENDENCE SERVICE (REABLEMENT)

DROP IN SESSIONS AT COMMUNITY HUBS, NO APPOINTMENT NEEDED

^APPOINTMENT OFFERED AT TIME OF CALL WITHIN TWO WEEKS

Target Operating Model



Customer experience
CURRENT FUTURE
Information and advice (Southampton Information Directory) not kept up to date Clear, relevant information, regularly updated 
Not able to get through easily to someone who can provide advice and support Easy to get in touch via multiple channels (phone, internet, webchat etc.), including drop-in to community cluster hubs (two ‘front doors’)
Initial contact not staffed by people with the relevant knowledge and experience to resolve issues

Adult social care, safeguarding and Occupational Therapist experts to join customer calls at the first point of contact
Long waiting lists at each stage – SPA, CIS, Care and Support Teams If necessary, appointment within two weeks at community hub, confirmed at time of first call
Not knowing where you are in the process or how long you will have to wait Next step arranged at time of call, clarity over where you are in process and timescale (courier-style tracker)
Not knowing what to expect from the assessment process People will be primed to think about independence and to prepare for appointment or assessment
High expectations leading to dependency Solution-focussed and independence-centred conversations



Conversation 1Help to help yourself
Accessible, friendly, quick, universal services,connecting you to your communityAvailable to the whole community
Success = Enabling you to get on with your life

Conversation 2Help When You Need it
Immediate short term help,intensive supportto regain independence, Minimal delays,No presumption about long-term support, goal focused, integrated
Success = Regaining anindependent lifewhere possible

Conversation 3   Ongoing supportfor those that need it
Self-directed, personal budget based,choice and control, highly invidualised.

Success = Helping you to geton with your life,with the support thatworks for you

SafeguardingWe will enable asmany peopleas possibleto live their livesat offer 1 and 2

Three Conversation Model



Integrated Mental Health Service

Customer Services Team (CSL)
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Hospital Discharge Team
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Safeguarding Team

Review Team
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“Social Care 

Connect”
Hospital 
discharge –
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Quality Assuance and 
Safeguarding hub
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Saving

Current ProposedOrganisational design

Integrated LD Service

Integrated Community 
Independence Service

Reablement/active recovery – existing service delivered with Solent NHS Trust

Reconfiguration of existing service under a new partnership agreement with Southern Health NHS Foundation Trust

New service with CCG continuing healthcare team and Southern Health NHS Foundation Trust

Safeguarding policy and coordination; Principal Social Worker for Adults; Quality; Deprivation of Liberty Safeguards (DOLS)


