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Bournemouth, Christchurch and Poole (BCP) Council has, in its ASC Strategy 2021 – 2025, set out to improve the quality of life, health and 
wellbeing of residents in the Council area. The overarching priorities of the ASC Strategy are:

• Engage with individuals and communities to promote well-being

• Support people to live safe and independent lives

• Value and support carers

• Enable people to live well through quality social care

• Deliver services that are modern and accessible

Like all Councils, BCP is facing increasing service demand. Currently, residents aged 75 and over account for 75% of requests made to ASC 

services each year. The pressures are clear given that the current population of 395,600 is expected to rise to 420,900 by 2028. With this growing 

population size, the number of residents aged 65 and over is expected to grow by more than 30% between 2021 and 2040; from 86,900 to 

115,000.

BCP currently spends more than the average for England on care for older people, but at the same time, supports a lower percentage of the older 

population. The gross expenditure in 2021 / 22 is in excess of £126m, with over half of the council’s gross ASC expenditure being used for 

residential and nursing care (£67.4m). Adult Social Care budget pressures were £4.4m in 2020 / 21 rising to £8.6m in 2022 / 23 and £10.8m in 

2023 / 24. This is despite the identification of significant savings in each year, as well as areas where income increased.

BCP recognises that the CT offer is limited and that there is untapped potential to achieve outcomes for residents and the wider ASC 

system. The creation of the unitary council in 2019 has, however, introduced operational challenges in relation to Care Technology (CT) services; 

there are two legacy systems and processes, from Poole and Bournemouth, which are both in play. The reorganisation has, however, also 

presented an opportunity to define ambitious strategies and shape future ways of working. There is a clear ambition within BCP to use technology 

to enhance services and quality of life for residents, along with a recognition that technology has a part to play in all forms of care.

The Corporate Strategy Delivery Plan, under the Fulfilled Lives priority, specifically references extending the use of assistive and digital technology 

to enable independence and enhance people’s quality of life, which is echoed in BCP’s ASC Strategy. Furthermore, the Market Position Statement 

for Adults outlines an ambition to strengthen the offer of assistive technology across Bournemouth, Christchurch and Poole, and ensure it is 

included from the time people first engage with adult social care at the front door.

Introduction
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As BCP prepare to transform the CT service offer, Hampshire County Council and PA Consulting were commissioned to provide 

an objective understanding of the current position, the appetite for CT and the scale of the potential benefit that a transformed CT 

service could deliver (the ‘size of the prize’). Additionally, a roadmap to a new service has also been developed to support the

next steps of the CT transformation.

The approach followed two distinct phases.

•Phase 1a: A peer review style Diagnostic Review.

•Phase 1b: The joint development of Vision for care technology that reflects the Council’s ambition, together with a set of co re 

Principles to underpin the design of a potential future service. 

Additionally, a high level Implementation Roadmap, has been developed to set a route to move through future phases. 

Figure 1: The approach, illustrating the stages within each phase. 

This pack presents the output from our work with BCP

Please note that whilst this work is intended to help set out the route to a transformed offer, it is no substitute for a Cabinet Office 

5-case Business Case. It is recommend that such a case is developed so a suitably detailed operating model can be selected, 

and the investment required to set up and run a future service can be secured.

Overview of the CT diagnostic, service vision, design principle 

and roadmap development approach
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To support BCP in its ambition to extend the use of CT, to enable independence and enhance people’s quality of life, BCP commissioned 
Hampshire County Council and PA Consulting to provide specialist support to undertake a diagnostic review on the current CT service. This 

outlines opportunities for development, including a high level ‘size of the prize’ for a transformed approach to CT. The findings from the review are 

covered in this report as follows:

1. Executive summary

2. Key findings of the diagnostic review

3. Detailed findings

1. There is an ambition for CT to play a greater role across all levels of ASC, but there is no evidence that future practice is being driven based 
on strategic objectives 

2. The current service delivers against it’s original purpose, but it will be challenging to scale or expand to meet new demands

3. The current service is not seen as developmental and there is limited evidence of it being embedded within ASC in a way that changes 

practice

4. Transforming BCP’s CT service: high level ‘size of the prize’

5. Future CT vision and design principles

6. Roadmap and implementation

7. Appendices

A. Our diagnostic approach

B. The cost of the current service

C. Process maps

D. Survey responses

E. CT service summary by patch

F. Example benefits dashboards

G. Size of the prize assumptions
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The Local Government Review, which resulted in the formation of BCP 
Council in April 2019, has been an opportunity for BCP to reconsider 

and articulate the Council’s strategic objectives. Within recently agreed 

strategies, there is a clear focus on promoting independence and 

shifting the emphasis of support to prevention. Technology is 

recognised as playing a key role in this approach.

The use of technology features widely in strategy documents and the 

diagnostic undertaken by Hampshire County Council (HCC) and PA 

Consulting has identified a demonstrable level of support, across 

strategic and operational staff within both Housing and ASC, for the 

increased use of CT to support residents.

Covid has undoubtedly changed the landscape for social care and 

health. The pace at which changes to ways of working has happened 

has been unprecedented. Equally, the role and use of technology has 

expanded at a scale previously unimaginable. This creates a platform 

for reviewing the use of technology and how it can help deliver better 
outcomes for the people BCP supports.

Given these factors, it is no surprise that a significant amount of 

transformational activity is underway at BCP.

Key work includes:

• The Smarter Structures Programme , which aims to rationalise 

resources, improve management structures and introduce “Heads 

of Profession” to manage continuing professional development

• The Care Together Programme , which aims to streamline multiple 

legacy case management systems

• The Smart Place Programme , which aims to promote the use of 

digital devices, big data and data platforms across BCP

• The Pay and Reward Programme , which aims to ensure that the 

Council’s pay and reward arrangements are fair and equitable for 

all BCP employees

• The transformation of the ASC Front Door, which aims to introduce 

and embed strengths-based practice, is also underway. HCC’s and 

PA’s experience shows the importance of including CT as part of 

that wider transformation from an early stage. This ensures that 

technology is seen as an integral part of the conversation about 
how best to support people – rather than an 'add on' to the support 

package. Elevating the role of technology as part of the solution to 

achieve better outcomes is also critical if the Council are to create 

an innovation culture that focusses not just on the people you 

support today but is constantly thinking ahead to the needs of 
people tomorrow.

The backdrop to change

As a vision and strategy for CT is developed, it will be informed by the following:

BCP Corporate Strategy and Corporate Strategy Delivery Plans

BCP Adult Social Care Strategy 2021 – 25

BCP Market Position Statement for Adults 2021 – 24
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There is evident ambition and significant support across ASC and Housing for the increased use of Care Technology to help achieve Council 
and directorate priorities. This presents a clear opportunity to embed Care Technology in Council services, ASC practice and ASC support 

planning. However, in order to achieve this, future service development must not simply be a review and expansion of the equipment that is 

offered to residents.

Despite the ambition and support, there is a gap when considering strategic overview and ownership . There is no CT strategy or clear 

articulation of how the current service offers are being aligned and developed to meet the Council’s strategic objectives. Furthermore, there has not 

to date been BCP-wide ownership to bring a focus and consistency to the development of CT services across ASC. The work to date has inst ead 

been concentrated on unifying the service offer following the LGR.

Building on the above, it is apparent that current service activity and resourcing is operationally focussed. The current structural framework 

limits innovation, development and CTs ability to become a tool which ASC can use for meeting a wider range of needs and helping to achieve 

Council objectives. There are pockets of service development activity, but these have been discrete projects and they do not form part of a 

cohesive wider CT development programme. 

The current CT service is not embedded within ASC culture and practice; it is seen as the ‘responsibility and control’ of a few however there is a 

clear appetite from practitioners for greater use of CT. Survey responses demonstrated that while 87% of respondents thought the use of CT was 

“important” or “very important” to their role, just 23% had “high” or “very high” confidence when discussing CT with people. CT tends to be used to 

support Older Adults and there is little evidence that CT has been considered, or used, to meet a range of outcomes across different cohorts and 
needs.

The service has remained static. Service user volumes have remained broadly unchanged over the last three years, while the equipment offer 

has not evolved. In Bournemouth and Christchurch, the equipment offer has been perceived as increasingly restricted following efforts to unify the 
service offer across BCP.

The existing ‘Poole’ model delivers against its original remit with dedicated management, however, it will be challenging to scale in its current 

form when considering factors such as OTA resourcing for CT assessments and the manual approach to benefit analysis. Some outcomes are 

recorded, but the scale does not match the Council’s ambition. 

There is a recognition and ambition that CT can and should have a greater role to play in the care and support offer across BCP, and in 

undertaking this diagnostic review and in developing a Vision for a future CT offer, it is encouraging to see that work has commenced to 

move towards a transformed offer that will best support improved outcomes for the residents of BCP and the Council.

Our assessment of the as-is identified several key themes 
spanning strategic, operational and enabling factors
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BCP’s Care Technology Service sits within the Housing directorate 
and is split into Bournemouth Careline (which also serves 

Christchurch) and Poole Lifeline. 

Residents can access the service via two routes; Private Pay or 

Community Alarm. Private Pay users pay for the installation and 

ongoing costs for monitoring and response,* while Community Alarm 
users access CT via housing schemes.

As of 1 October 2021, 8949 residents accessed the service, with the 

majority of these (60%) in Bournemouth and Christchurch. The 

majority of service users (57%) accessed the service via the Private 

Pay service. Data relating to service user numbers, installations and 
uninstalls all demonstrate that the CT service size has remained 

largely static over the past three years. 

It is not possible to accurately identify the current number of 

service users accessing the service who have ASC needs. Users 

referred via ASC routes are a subset of the Private Pay cohort. 
Anecdotal feedback suggests that 25% of new referrals are received 

via ASC routes. Referrals for standalone devices are not reflected in 

the total service user volume, as BCP does not provide a service 

beyond installation of the device. Furthermore, there is currently no 

mechanism for identifying the number of service users with ASC 
needs who leave the service.

Equipment usage as of 1 October 2021 demonstrates that the offer is 

traditional, predominantly offering pendant alarms, falls alarms or 

environmental sensors. There is little evidence of an enhanced and 

developmental equipment offer, for example GPS trackers or use of 
apps. This is supported by practitioner feedback via the survey.

* a response service is currently available in Poole, although there are 
aspirations to broaden this offer to the whole of BCP.

The current service provides a traditional offer and service user 

volumes have remained static over the past three years
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The high level ‘size of the prize’ indicates the potential gross financial benefit that could be achieved by transforming and mainstreaming the 

CT offer in BCP. This estimate is based on growth and benefits assumptions informed by the service in Hampshire and PA’s broader
experience. As this is a high-level estimate and not based on detailed scope, we have applied conservative estimates to the modelling 

throughout, when compared to averages across the Argenti managed services. 

The ‘size of the prize’ estimate assumes transformation and mainstreaming of the CT service results in a strengths-based approach where 
practitioners use of CT ‘instead of’ rather than ‘in addition to’ traditional care’ for ASC Care Act eligible users. The modelling assumes the CT 

service would include:

• Consolidation and expansion of a ‘core offer’ (e.g. a greater equipment offer for OA / PD)

• Expansion of the offer to meet needs of more complex users (e.g. LD)

Further information on the modelling approach and assumptions can be found in Appendix G.

Over five years, a transformed CT service has the potential to deliver an 

estimated gross financial benefit of between £8.2m and £10.3m

Over five years, a transformed CT 

service has the potential to deliver an 
estimated gross financial benefit of 

between £8.2m and £10.3m

This estimate is based on conservative assumptions 

throughout the modelling.

The benefits range is informed by the average gross 

benefit per installation calculated from across the 

Argenti managed services.

This figure is informed by over 40,000 installations 

and follows a robust benefits methodology, with all 

financial benefits signed off by the ASC finance leads 

for each Council that we provide services for.
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BCP’s vision for the future care technology service

Our Care Technology service is flexible, sustainable 

and trusted by all. It is embraced at the first 

opportunity to enable independence and enhance the 

quality of life for people across BCP. Care 

Technology is a cornerstone of our digitally enabled 
care approach that is embedded in practice and easy 

to access. 
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The vision informs the core principles that should underpin the 

design of a future service

Support 
improved 
outcomes and 
reduce reliance 
on support for 
both care 
receivers and 
care givers

Develop and 
deploy skills and 
capabilities in the 
most effective 
way

Be a 
personalised 
service that 
supports 
strengths-based 
approaches

Be a sustainable 
and scalable 
offer that 
delivers financial 
benefits for the 
Council

Be equitable 

and accessible 

across BCP, 

including via 

self-service

The service is designed to...

Be accessible to 
a broad 
workforce, 
including 
external partners
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Roadmap to a transformed CT service offer for BCP residents

3. Future CT service model and delivery 

model agreed; options developed and 

decisions guided by design principles. 

Determine what you need –what 

competencies and capabilities you already 

have, what delivery model to fulfil any gaps

7. BCP CT Vision is a reality, with high quality and 

innovative service mainstreamed and championed by 

the people BCP support

4. Transformation programme defined, resourcing 

and governance established. Essential that, at this 

point, the journey continues in the intended direction and 

does not revert to incremental changes from the existing 

model rather than driving through transformation to the 

desired outcome

3

2

1

7

5

5. Commence CT service transformation 

programme to implement agreed CT 

service model; building the robust 

foundations from which to further develop

4

1. CT vision and guiding 

principles defined

Communicate the vision and agree 

the guiding principles that will steer 

future decisions for the transformed 

CT offer. This will keep the ‘Why’ 

are we doing this front and centre 

of the journey 

2. CT strategy developed 

including desired service 

outcomes, articulate what this 

means for people, and scope for 

future ASC CT service defined. 

Long term (2-3 years)Short term (0-6 months)

Medium term (6-18 months)

6. Development pathways for more 

complex user groups established

6
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# Theme Opportunity description

1 Strategic • Confirm the scope and direction for the service alignment activity that is due to commence imminently with 
Housing and ASC colleagues, so that changes support the future ambition and objectives 

2 Operational • Consider how the Mosaic case management system can be configured to enable practitioners to complete a 
referral form without needing to download and email the form once completed

• Investigate short-term opportunities to offer a greater range of technology, that has been tried and tested 

elsewhere, to meet a greater range of needs for Older Adults (e.g. enhancing the offer for GPS devices)

• Begin to consider the impact of the Digital Switch and plan for the futureproofing of the service

3 Enablers • Identify resource and opportunities to engage with Practitioners in order to bring them on the transformation 
journey (e.g. share the vision, design principles and next steps once finalised)

This diagnostic has identified many factors that should be considered when developing a transformed CT offer for BCP. Before diving into the detail 
and addressing individual operational factors we recommend that BCP consider the CT vision and strategy first. However, there are some 

recommendations that we believe could be implemented in parallel. These are summarised in the table below.

Developing a vision and strategy is crucial, however there are other 

opportunities that could be explored in parallel



2
Key findings of the 

diagnostic report 
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Housing and ASC 
(where collections by 
practitioners during 

visits are possible)

Housing

Housing 
(with the exception of Just Checking 

installations undertaken by ASC) 

Benefits measurement / benefit realisation

Quality assurance

Driving culture change / engagement in the workforce and through user self care

Innovation in service change and technology equipment
Enablers

Physical 
response

Maintenance

Decommissioni
ng and 

recycling 
equipment 

Referral

1

Assessment

2

Equipment 
installation

3

Call monitoring

45

6

7

Operational 

service

This diagram shows the full extent of an ‘art of the possible’ CT service. The roles of BCP ASC and Housing teams have been mapped against 
each aspect of the operational service. The legacy approaches in Bournemouth, Christchurch and Poole, as well as the current service model, 

have been mapped against these features.

A complete end-to-end Care Technology service

ASC
Identification of 
need by ASC

ASC (Poole)
Housing (Bournemouth and Christchurch)

Housing Housing (Poole only) 
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Three distinct services, systems and processes operated in Bournemouth, Christchurch and Poole prior to the LGR.

Legacy Care Technology service models in Bournemouth, 

Christchurch and Poole

Referral Assessment
Equipment 

Installation

Call 

Monitoring

Physical 

Response
Maintenance

Equipment 

Recycling

Bournemouth

1 2 3 4 5 6 7

Christchurch

Poole

Enablers

E

Completed by 

Practitioners 

and sent direct 

to Bournemouth 

Careline.

At-home assessment and installation 

undertaken by Bournemouth Careline.

Completed by 

Practitioners 

and sent to OTs 

for assessment.

Completed by 

Practitioners 

and sent direct 

to Poole Lifeline 

(pendant only).

Triaged and 

allocated to an 

AT Assessor by 

the Lead 
Practitioner / AT 

Lead (for 

peripherals).

Completed by 

OTAs.
Service provided by Poole Lifeline.

N/A

N/A

Benefits 

analysed but not 

used to inform 

ASC budgets.

AT Lead 

responsible for 

training and 

identifying new  

equipment.

Completed by 

OTs.

Millbrook 

installation of 

contracted kit. Service 

provided by 

Appello.

Millbrook maintained and recycled 

equipment that fell w ithin the external 

contract.

Service 

provided by 

Bournemouth 

Careline.

No evidence of 

benefits 

analysis or 

training.

No evidence of 

benefits 

analysis.

Limited 
evidence of 

demos/training.

Service 

provided by 

Poole Lifeline. 

Anecdotal 
evidence of 

Social Workers 

collecting 

equipment 

w here possible.

OT installation 

of kit not w ithin 

ext. contract.

Note: Bournemouth Careline and Poole Lifeline are both in-house services.

Prescribed 

equipment 

installed by 

Poole Lifeline.

Service 

provided by 

Bournemouth 

Careline.

Service 

provided by 

Bournemouth 

Careline.



17© PA Knowledge Limited  |  Conf idential between PA, HCC and BCP 

Elements of the CT service have been consolidated, such as the equipment offer and charging policy. Further work undertaken by colleagues in 
Housing and ASC aims to bring all data into the same IT system and align all service offers with the legacy Poole approach. 

Current approaches to the Care Technology service

Referral Assessment
Equipment 

Installation

Call 

Monitoring

Physical 

Response
Maintenance

Equipment 

Recycling

Bournemouth 

and 

Christchurch

1 2 3 4 5 6 7

Poole

Enablers

E

Assessment and installation 

undertaken by Bournemouth Careline. 
N/A

No benefits 

analysis or 

routine review  of 

CT achieving 

outcomes for 
SU. 

Limited 

evidence of 

training or 
innovation.

Service 

provided by 

Bournemouth 

Careline, w ith 

equipment 
returned via 

post.

Completed by 

Practitioners 

and sent direct 

to Poole Lifeline 

(pendant only).

Triaged and 

allocated to an 

AT Assessor by 

the Lead 
Practitioner / AT 

Lead (for 

peripherals).

Completed by 

OTAs.

Benefits are 

analysed but do 

not inform ASC 

budgets.

AT Lead 

responsible for 

training and 

identifying new  

equipment.

Service 

provided by 

Poole Lifeline. 

Anecdotal 
evidence of 

Social Workers 

collecting 

equipment 

w here possible.

Prescribed 

equipment 

installed by 

Poole Lifeline.

Service 

provided by 

Bournemouth 

Careline.

Service 

provided by 

Bournemouth 

Careline.

Completed by 

Practitioners 

and sent direct 

to Bournemouth 

Careline.

Service provided by Poole Lifeline.

Note: Bournemouth Careline and Poole Lifeline are both in-house services.
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Key:

✓

✓

Achieving

Partially achieving/

signif icantt variation 

Underachieving

Open referral, 

with no set  

eligibility 

criteria

Different 

approaches 

across BCP, 

although both 

are practical in 

the respective 

system.

A disparate 

model, with a 

limited range 

of equipment 

available.

A well 

functioning, 

but unequal, 

operational 

service across  

BCP, verified 

by KPIs and 

feedback.

Monitoring of 

equipment 

status and 

proactive 

repairs / 

maintenance 

undertaken. 

Processes 

exist for 

collection and 

recycling of 

equipment. 

These vary 

slightly by 

patch. 

Sporadic 

approach and 

no evidence of 

analysis 

informing 

budget 

changes.

CT is not a 

core offer. 70% 

of survey 

respondents 

referred fewer 

than 5 times, 

or not at all, in 

the last year.

There appears 

to be pockets 

of innovation 

in ASC and 

Housing, but 

no cohesive 

approach. 

There is no 

evidence of 

formal 

governance for 

CT service 

delivery and  

development.

There appears 

to be very little 

service 

development 

when it comes 

to CT. 

The serv ice has 

been scaled 

back as part of  

the alignment 

work recently  

undertaken. 

There is, 

howev er, an 

ambition to 

extend the 

responder 

serv ice across 

all areas. 

Prev ious CT 

serv ice 

dev elopments 

hav e been 

adhoc and 

driv en by  ASC 

serv ice 

colleagues e.g. 

looking at CT in 

supported liv ing

There is no 

management of 

the entire 

approach 

across BCP.

A good working 

relationship 

exists between 

Housing and 

ASC, howev er, 

there is a 

separation of  

responsibilities 

and unequal 

resourcing f or 

CT in each 

patch, with no 

indiv idual 

ov erseeing the 

end-to-end 

serv ice of f er.

Inf ormation is 

not cascaded 

regularly  e.g. 

messages about 

perf ormance 

and the v alue 

added by  the 

serv ice are not 

routinely  shared 

internally .

A risk-based 

ref erral is 

completed by  

ASC 

practitioners. 

Anecdotally , 

some ref errals 

remain 

prescriptiv e 

despite the 

approach.

No triage; all 

ref errals are 

sent direct to 

Bournemouth 

Careline who 

arrange an 

assessment and 

installation.

Feedback 

suggests 

assessment and 

installation was 

sales f ocused. 

Kit is installed 

based on SU 

requests. The 

result of  

installation is not 

f ed back ASC.

No response 

serv ice in this 

patch. 

Practitioner 

f eedback 

suggests that 

the requirement 

f or two local 

‘responders’ 

may  hinder 

serv ice uptake.

Bournemouth 

Careline repair 

kit. Ev idence of  

proactiv e repair/ 

maintenance 

(e.g. smoke 

detectors 

requiring 

replacement 

ev ery  10 y ears)

Equipment is 

returned v ia 

post and is co-

ordinated by  

Bournemouth 

Careline.

No ev idence of  

ASC benef it 

analy sis.

One identif ied 

AT Champion, 

howev er, this is 

an inf ormal role 

and is limited to 

the team in 

which the 

person works. 

No ev idence of  

regular training 

of f ered to staf f.

Equipment of f er 

recently  

restricted in 

order to bring it 

in line with the 

of f er in Poole. 

A champion was 

identif ied by  

senior 

stakeholders, 

howev er, the 

role is inf ormal, 

does not span 

all areas and is 

not part of  any  

f ormal 

gov ernance

A prescriptiv e 

ref erral, 

completed by  

ASC 

practitioners, is 

sent to Poole 

Lif eline f or 

pendant alarms. 

Ref errals f or 

peripherals are 

sent f or triage.

The Lead 

Practitioner / AT 

Lead triages 

ref errals f or 

peripherals, 

assigning an 

assessment 

task to an OTA 

on Care 

Director.

Assessment 

undertaken by  

an OTA, 

drawing on ASC 

records. Poole 

Lif eline install 

the prescribed 

kit. A limited 

range of  

equipment is 

av ailable.

A response 

serv ice only  

exists in this 

patch. Poole 

Lif eline clients 

receiv e an 

annual v isit or 

call. This is not 

replicated 

elsewhere in 

BCP.

Poole Lif eline 

repairs kit f or 

Priv ate Users as 

well as prov iding 

OOH repairs in 

schemes.

Ev idence of  

proactiv e repair 

/ maintenance.

Collections 

undertaken by  

Poole Lif eline. 

Some 

collections may  

also be 

completed by  

ASC 

practitioners 

although this is 

not routine

Benef its are 

analy sed by  

ASC f or some 

new and historic 

ref errals. The 

work is manual, 

unscalable and 

does not inf orm 

budget changes.

Training led by  

the AT Lead. It 

f ocusses on 

deliv ery  of  the 

current of f er 

rather than 

culture change. 

No ev idence of  

a wider group of  

trainers being 

upskilled.

Perceiv ed as 

archaic and 

limited in scope, 

with a f ocus on 

maintaining the 

status-quo. Any  

innov ation is 

equipment-led 

e.g. new model 

released.

The Lead 

Practitioner and 

AT Lead hav e 

def ined roles,, 

these f ocus on 

operational 

deliv ery  rather 

than 

dev elopment 

and wider 

reporting

There are inconsistencies in the existing CT service model and gaps 

in the current approach to service transformation and development

Referral Triage

Assessment 
& Install

Monitoring & 
response Repair

Collection & 
recycling

Benefits 
mgmt.

Change & 
engagement Innovation Governance

Service 
development

Service 
mgmt

SERVICE DELIVERY SERVICE TRANSFORMATION & DEVELOPMENT
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The core of the CT service is provided by the Housing 
Directorate . It is split into Bournemouth Careline (which 

also serves Christchurch) and Poole Lifeline. It can be 

accessed via two routes. Private Pay users pay for the 

installation and ongoing costs for monitoring and 

response,* while Community Alarm users access CT via 
housing schemes.

As of 1 October 2021, 8949 residents were receiving the 

service. The majority of service users (60%) were from 

Bournemouth and Christchurch. The total number of 

people accessing the service has remained static
since 2019 at approximately 9000 users. There was, 

however, a slight decline in service user numbers 

between April and October 2021. Despite a smaller 

service user volume, more monitoring calls are made 

each year in Poole. Feedback suggests this in linked to 
the response service that is available only in this patch.

The majority of service users (57%) accessed the service 

via the Private Pay service. The service is traditional 

and predominantly offers pendant or falls alarms. 

Equipment such as environmental or PIR sensors also 
utilised to support residents where appropriate.

In addition to CT services, the team performs statutory 

out of hours services. The staff structure is as follows:

The ASC CT offer draws on the Private Pay model 
within Housing to provide support to residents. ASC 

funds the purchase and installation of equipment***  for 

individuals referred via a care practitioner. The 

equipment is loaned to the individual, with the resident 

required to pay for the ongoing costs for monitoring 
and, if appropriate in Poole, response services.

It is not possible to accurately identify the current 

number of service users accessing the service who 

have ASC needs. Users referred via ASC routes are a 

subset of the Private Pay cohort. Anecdotal feedback 
suggests that 25% of new referrals are received via 

ASC routes. Referrals for standalone devices are not 

captured in the total service user volume, as BCP does 

not provide a service beyond installation of the device. 

Furthermore, there is currently no mechanism for 
identifying the number of service users with ASC needs 

who leave the service.

The equipment offer was historically broader in 

Bournemouth and Christchurch, however, it has 

recently been pared down in order to bring it in line with 
the offer in Poole. Some equipment, such as 

standalone pagers, door sensors, pressure pads and 

medication dispensers are only available to residents 

referred via ASC routes.

* a response service is currently available in Poole, although 
there are aspirations to broaden this offer to the whole of BCP.

** a combination of F/T, P/T, casual staff and vacancies

*** with the exception of pendants and based lifeline units 
which are funded by Housing 

BCP’s current CT Service is a traditional offer that has remained 

static over the last three years

1 Head of Risk & Telecare 3 Telecare & OOH Supervisor

1 Telecare & OOH Manager 2 Senior Operator (vacant)

1 Deputy Telecare & OOH Manager 42 Operational Staff**
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The scale and makeup of the CT service has remained static over 

the past three years and these trends are projected to continue
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The majority of service users (60%) are in Bournemouth 
and Christchurch. The total user volume is projected to 

remain static by April 2022.

If recent trends continue, Private Pay users are 
projected to decrease in Bournemouth, but increase in 

Poole, by April 2022. The number of Community Alarm 

users has remained static.

The rate of installs has remained relatively static and this is projected to continue in both Poole and Bournemouth and Christchurch. 
The number of uninstalls in Poole is projected to decrease by the end of the financial year, leading to a small increase in s ervice 

user volumes. Conversely, by the end of the calendar year, the number of uninstalls in Bournemouth and Christchurch is projected

to increase, which will reduce the total service volume marginally.
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Equipment in use as of 1 October 2021 demonstrates that the 

current service offer is traditional
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The below graph shows equipment that is made available to everyone, including Private Pay and ASC-referred users. 
The service predominantly offers falls alarms, while sensors (environmental, and door or bed sensors) are also utilised to support 

residents where appropriate.

The below graph shows equipment that is made available only via ASC referrals. 
The use of pendants and standalone (S/A) devices is prevalent.
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Despite a smaller service user volume, the Poole service 

receives more monitoring calls each year
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e Poole service users account for approximately 40% of total service user volume, however, over the past three years there have

been consistently more monitoring calls made by service users in this patch. Feedback suggests that this trend is linked to the use 

of the response service, which is currently only available in Poole.
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Projections have been calculated using a variety of methods, to accommodate variations in data returns. The methods are summarised below.

• Snapshot data, covering service user volumes for the service in Bournemouth and Poole, has been used to calculate a projectio n for April 2022. 

• Financial year data, covering service activity for the Poole service, has been used to calculate a projection for April 2022.
• Calendar year data, covering service activity for the Bournemouth service, has been used to calculate a projection for Decemb er 2021.

Snapshot Data Financial Year Data Calendar Year Data

The trend between April 2021 and 
October 2021 was calculated. As 
October is halfway through the financial 

year, this trend was multiplied by two to 
reach a year-end figure.

[Oct21] – [Apr21] = N
N * 2 = X

[Apr21] + X = April 2022 Projection

As October is halfway through the 
financial year, the total number of 
‘activities’ (e.g. installations) as of 

October was multiplied by two to reach a 
year-end figure.

[Oct21] * 2 = X

[Apr21] + X = April 2022 Projection

As October is three-quarters of the way 
through the calendar year, the total 
number of ‘activities’ (e.g. installations) 

was divided by three to reach a quarterly 
figure. This was then multiplied by four to 

reach a year-end figure.

[Oct21] / 3 = X

X * 4 = December 2021 Projection
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The information presented below is a representation of the data received from Housing and ASC during the diagnostic engagement. It is designed 
to give an indication of CT service costs to the council as a whole; it is not a full assessment of costs.

Feedback suggests that the alignment of the legacy services revealed a higher than anticipated overall income and small budget surplus. The 

potential to recruit more staff, in order to add resilience and capacity to the current CT service team, is being explored and will likely deplete this 

surplus

h

There is not a budget code for the CT service; costs of delivering 

the service are incurred by Housing and ASC

Estimated gross costs to the council: £1,946,392 Estimated gross income / benefits to the council: £2,231,525

- 1 -
Housing

Costs

- 2 -
Housing

Other costs

- 3 -
ASC

Costs

b. Equipment 
( £88,778 )

a. Staff Salaries
( £1,597,179 )

a. Premises
( £4,736 )

b. IT
( £16,449 )

c. Bad Debt
( £3,097 )

e. Other Supplies / 
Services
( £6,332 )

- 4 -
Housing

Income from charging

- 5 -
Housing

Income from other parts of 
the council

- 6 -
ASC

Income and benefits

a. Monitoring / Response 
Service for all users and 

Non-ASC Funded 

Equipment 
( £1,538,891 )

b. Monitoring / Response 
Service for Private 
Housing Schemes

( £69,414 ) c. Income from Lone 
Worker 

Check In / Out

( £34,247 )

d. Income from ASC 
Carers in Crisis Contract

( £19,026 )

e. Income from 
CSC OOH Triage

( £8,145 )

b. Income from ASC OT 
Budget (3a, 3b, 3c)

( £23,102 )

a. Better Care Fund
( £35,000 )

a. Income from Housing 
for OOH and Alarm 

Monitoring (Sheltered)

( £503,700 )

c. Benefits realised 
through use of CT

( N/A )

Note: benefits are analysed

in Poole, however, the 

findings do not inform budget 
changes.

b. Income from CT 
( N/A )

f. Equipment purchased 
directly by ASC

( £19,400 )

c. Installation and 
maintenance recharge

( £7,799)

d. Equipment recharge 
( £11,102)

e. Rental and monitoring 
recharge - Millbrook units

( £4,200 )

d. Vehicle Costs
( £65,992 )

a. AT Lead (Poole)
( £19,340 )

b. OTA Assessment Time 
(Poole)

( £101,987 )

A breakdown of costs 
and income / benefits by 
Directorate is available 

in Appendix B
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There is an ambition for 

CT to play a greater role 

across all levels of ASC, 

but no-one is driving 

future practice based 

on strategic objectives 

The current service 

delivers against it’s 

original purpose, but it 

will be challenging to 

scale or expand to meet 

new demands

The current service is 

not seen as 

developmental and 

there is limited 

evidence it being 

embedded within ASC 

in a way that changes 

practice

1 2 3

The following sections set out the headline diagnostic 

findings in more detail, along with a summary of feedback 

from the stakeholder interviews and staff survey 



3.1
There is an ambition for CT to 

play a greater role across all 

levels of ASC, but there is no 

evidence that future practice is 

being driven based on strategic 

objectives 

1
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• Despite a clear corporate strategic vision to increase 

the use of technology in order to support residents 
to remain independent, there is not a CT strategy 

(although in commissioning this review there is clear 

desire to address this)

• Without a clear drive for CT, it is unsurprising that 

the service has remained static in user numbers 
since 2019

• There is a lack of clarity about how CT will achieve 

the objectives of senior stakeholders

• Nobody in ASC is defining the requirements of a 

future CT service in order to achieve strategic 
objectives

1a 1b

• The BCP Corporate Strategy emphasises the need 

to support people to live safe and independent lives, 
and the BCP Corporate Strategy Delivery Plan 

references promoting and extending the use of 

assistive and digital technology

• The BCP ASC Strategy supports this, referencing 

assistive technology and its role in supporting 
people to live safe and independent lives

• Interviews with senior stakeholders have 

demonstrated clear support for the use of CT

• 87% of survey respondents consider an 

understanding of CT “very important” or “important” 
for their role

There is an ambition for CT to play a greater role across all levels of 

ASC, but there is no evidence that future practice is being driven based 

on strategic objectives 

There is a clear desire at both a strategic and 
operational level to use CT in order to benefit 

residents.

BCP’s strategic objectives have not been translated 
into a CT Strategy that sets out the vision, objectives 

and principles for the future service. 
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• In the absence of a CT strategy, service alignment 

has been progressed within Housing, resulting in 
consolidation of the equipment offer and charging 

policies. 

• There is evidence of ASC influencing the direction of 

service consolidation, but this is limited to an 

operational perspective and does not account for 
the strategic objectives outlined by the Council

• The planned service alignment is being steered 

predominantly by the ‘Poole’ approach, which 

restricts the technology that is available, uses a 

prescriptive approach for equipment and does not 
effectively demonstrate how CT contributes towards 

an ASC-wide preventative approach

• The favoured approach relies on OTAs to complete 

assessments, which is not scalable given team 

structures, resource and pressures (e.g. OT waiting 
lists) across BCP.

1c C
o

n
c

lu
s

io
n

 #
1• Feedback indicates that previous attempts to 

develop the service have had made little headway, 
and since the LGR, there has been limited attention 

given to the development of the CT service due to 

competing priorities 

• BCP’s focus to date has been on aligning disparate 

services, approaches and systems across the newly 
created council

• The focus on changes arising from the LGR means 

it is challenging for truly transformational activity to 

gain traction

• There is evidence of change fatigue amongst 
colleagues, exacerbated by the challenges of the 

COVID pandemic. 

There is an ambition for CT to play a greater role across all levels of 

ASC, but there is no evidence that future practice is being driven based 

on strategic objectives 

There is a significant amount of change activity 
underway as a result of the Local Government 

Review. 

This has resulted in the current service consolidation 
being driven by operational factors, and the direction 

of the current service is unlikely to achieve BCP’s 

future ambitions.
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Stakeholder feedback

“Use of technology can be very helpful but it 
MUST remain person centred”

“we need to be committed, not tokenistic, which 
is what we've done in the past”

“This is a potentially important service which can 
save the Council money - it needs a higher 

profile in my opinion.”

“everything is a priority”

“now is the time to do whatever it is we 
want to do”

“we’ve got to look at the technology route, 
got to use it more, got to be smarter about 

how we work”

“change is seen as ‘what are you doing to us 
now’”

“this is a wide open door”

“there is a dizzying array of transformational 
work”

“it’s a no brainer”

“this is the future”The following are anonymised quotes from 
stakeholder interviews and survey responses

“the default thinking needs to be ‘what can a 
digital solution do’ before we start thinking about 

deploying labour”



3.2
The current service delivers 

against it’s original purpose, 

but it will be challenging to 

scale or expand to meet new 

demands

1 2
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• While service costs and the equipment offer have 

successfully been aligned, there remains a 
fragmented and unequitable service offer (for 

example the availability of the responder service) 

across BCP as a result of a lack of unifying strategic 

and operational principles

• There are disparate processes and systems used 
across the ‘patches’

• In Poole, there is a defined AT Lead and OTAs have 

been trained to complete assessments. This has 

resulted in a small group of skilled staff, however, 

there is not the same level of ownership in 
Bournemouth and Christchurch

• The processes used in Poole place a reliance on the 

Lead Practitioner, AT Lead and OTAs; the Lead 

Practitioner and AT Lead could become a bottleneck 

if the service was scaled, while the reliance on OTA 
time is not feasible given staff structures in 

Bournemouth and Christchurch

• There is not a BCP-wide ethos to explore the use of 

CT to support ASC needs from the outset2a 2b

• The current offer provides reassurance to Service 

Users, Carers and Families and is often used ‘in 
addition to’ rather than ‘instead’ of a traditional 

package of care. Survey responses demonstrate 

that providing “assurance in addition to an existing 

care package” was the second most common 

reason for referring for CT

• The current model taps into an established service 

within Housing, rather than being a fully-fledged 

ASC offer in it’s own right. There is no dedicated 

support for cohorts such as LD and practitioners 

report that the kit offer is very limited - they strongly 
believe there is much more potential across ASC

• The model favours a prescriptive approach, with 

OTAs choosing from a limited range of kit to meet 

specific needs

• There is a manual approach to benefits analysis in 
Poole, however, it is based on a small number of 

ASC referrals, is derived primarily from the use of 

Just Checking and the findings do not influence 

ASC budgets

The current service delivers against it’s original purpose, but it will be 

challenging to scale or expand to meet new demands

The current approach has been driven by Older 
Adults and offers a traditional service.

The service is fragmented and CT is seen as the 
domain of a small group of individuals.
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2 • Despite the successes to date, due to the 

constraints of the current approach and available 
resource, it is difficult to see the current model 

demonstrating that it meets the future needs of the 

Council, for example:

- the requirement for large scale benefits 

analysis to justify the case for ongoing 
investment in the service

- the ability to demonstrate CT is contributing 

to a strengths-based approach through use 

of the most appropriate, available 

technology for residents at each stage of 
their ASC journey

- the scalability of the service, and resilience 

within teams, to reach a broader range of 

residents.

The current service delivers against it’s original purpose, but it will be 

challenging to scale or expand to meet new demands

This means that the current approach will find it 
challenging to demonstrate that it can meet the 

future demands of the Council.
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“I believe there is a lot of potential for Care 
Technology in ASC Service and can make a 

difference to many of our clients, especially 

people with sensory loss needs and cognitive 

impairment.”

“Care technology is a wonderful growing 
resource but people (Service Users and staff) 

are often very wary”

“More reliance could be placed on this 
technology and a number of supported 

living bungalows could be linked together 

to reduce the number of sleeping night 

workers.”

“I often feel on the back foot of the technology 
when we are the ones going out promoting 

and prescribing these devices. 

I am keen to know more.”

“currently only OT Assistants in the Poole 
patch are allowed to assess and issue 

equipment with the exception of Just 

Checking, which needs a Social Worker to 

issue. All this seems to add layers to the 

provision of this equipment”

“it has been a real challenge to get anything 
to do with AT happening at the contact 

centre”

“I think the Contact Centre should have the 
resources to manage assistive technology 

support from within, and that, as an 

Outreach Officer, given time and training, I 

should be able to manage this work.”

“they [Housing] have done a great job to 
date […] I only ever hear of positive 

working relationships ”

“Huge potential there”

“why are we scared of letting the care technology 
expert do the assessment”

“Managers need to understand that AT is often 
inappropriate and should not be seen as a way 

to replace human care and support. It should be 

used to support care not remove it.”

Stakeholder feedback

The following are anonymised quotes from 
stakeholder interviews and survey responses



3.3
The current service is not seen 

as developmental and there is 

limited evidence of it being 

embedded within ASC in a way 

that changes practice

1 2 3
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• Current service development is equipment-led 

rather than objective-led, however, the incorporation 
of new devices appears limited when considering 

that there were only 11 GPS devices in use as of 1 

October 2021 and consumer devices are not 

proactively included in the CT offer.

• There is limited and inconsistent engagement with 
practitioners across BCP regarding CT, with 

communication siloed. Engagement is stronger in 

Poole due to the role of the AT Lead, however, this 

is challenging to replicate due to the AT Lead being 

part-time and the lack of equivalent roles elsewhere

• The current configuration of the service means that 

there is a gap in capabilities required to deliver an 

innovative CT approach e.g. benefit realisation is 

currently manual and not supported by BI&A 

capabilities, therefore highly challenging to scale 
across an expanded authority. Also no one leading 

engagement to achieve service-led CT innovation.

3a 3b

• CT is seen as narrowly defined operational service, 

rather than encompassing areas such as digital and 
supporting the adoption of a strengths based 

approach. 

• CT is not seen as part of a suite of resources that is 

available to the Council and ASC practitioners in 

order to meet people’s needs holistically, and is 
instead prescribed to meet a specific need 

alongside traditional care solutions. 

• There are pockets of joint working evident, for 

example between Housing and ASC 

Commissioning, however, this is seen as separate 
to the BAU delivery of the CT service and there is 

no BCP-wide oversight of the work being done that 

relates to CT

The current service is not seen as developmental and there is limited 

evidence of it being embedded within ASC in a way that changes 

practice

CT is viewed as a narrow operational service rather 
than a part of wider conversations about innovation 

and development.

The current focus is the delivery of the existing offer, 
and there is no apparent focus or ownership to drive 

forward service development.
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3 • The fragmented approach to service delivery and 

service development means that there are a range 
of individuals who could be considered responsible 

for small aspects of developmental work across the 

wider CT service, but no clearly defined lead with 

the remit to drive service development and align to a 

practice model that supports SBA and fosters a 
culture whereby ‘CT is recognised as the right thing 

to do’.

• The current resource available within the CT service 

makes it challenging for the existing service to 

influence the wider strategic developmental work 
required

• The current approach therefore risks CT continuing 

to be an ‘add on’ to traditional care, as opposed to a 

driver for transformational change across ASC at 

BCP

The current service is not seen as developmental and there is limited 

evidence it being embedded within ASC in a way that changes practice

This means that the CT service in it’s current form 
has limited potential to enable transformational 

activity at BCP.
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“we are 10 years behind as an organisation, and 
I feel always will be which is such a shame.”

“there are pockets of work, but it’s not joined up”

“it's about having something that is 
sustainable and continues to allow us to 

adapt as the technology develops”

“It would be good to have some sort on 
ongoing savings chart to document the 

potential savings made by telecare”

“I was telecare champion for a team […] this role 
no longer exists, and our BCP telecare offer is 

careline or sensors linked to pagers/careline/self 

purchase GPS locaters from the little knowledge 

I do have”

“we could do with different kinds of 
technology that would support with reducing 

care packages and improving safety” 

“we are currently piloting Brian in Hand which 
could be a valuable resource in the future”

“we have to ‘learn it on the hoof’”

“I think BCP have a very limited 
understanding of what care tech can do. In 

my role the biggest hurdle is often lack of 

education of my peers and management 

who ultimately I have to have approval of for 

funding. This is a weekly struggle.”

“I can’t recall receiving any training in Care 
Technology”

Stakeholder feedback

The following are anonymised quotes from 
stakeholder interviews and survey responses



4
Transforming the TEC 

service: high level 

‘size of the prize’



38© PA Knowledge Limited  |  Conf idential between PA, HCC and BCP 

The high level ‘size of the prize’ indicates the potential gross financial benefit that could be achieved by transforming and mainstreaming the 

CT offer in BCP. This estimate is based on growth and benefits assumptions informed by the service in Hampshire and PA’s broader
experience. As this is a high-level estimate and not based on detailed scope, we have applied conservative estimates to the modelling 

throughout, when compared to averages across the Argenti managed services. 

The ‘size of the prize’ estimate assumes transformation and mainstreaming of the CT service results in a strengths-based approach where 
practitioners use of CT ‘instead of’ rather than ‘in addition to’ traditional care’ for ASC Care Act eligible users. The modelling assumes the CT 

service would include:

• Consolidation and expansion of a ‘core offer’ (e.g. a greater equipment offer for OA / PD)

• Expansion of the offer to meet needs of more complex users (e.g. LD)

Further information on the modelling approach and assumptions can be found in Appendix G.

Over five years, a transformed CT service has the potential to deliver an 

estimated gross financial benefit of between £8.2m and £10.3m

Over five years, a transformed CT 

service has the potential to deliver an 
estimated gross financial benefit of 

between £8.2m and £10.3m

This estimate is based on conservative assumptions 

throughout the modelling.

The benefits range is informed by the average gross 

benefit per installation calculated from across the 

Argenti managed services.

This figure is informed by over 40,000 installations 

and follows a robust benefits methodology, with all 

financial benefits signed off by the ASC finance leads 

for each Council that we provide services for.



5
Future CT vision and 

design principles
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BCP’s vision for the future care technology service

Our Care Technology service is flexible, sustainable 

and trusted by all. It is embraced at the first 

opportunity to enable independence and enhance the 

quality of life for people across BCP. Care 

Technology is a cornerstone of our digitally enabled 
care approach that is embedded in practice and easy 

to access. 
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The vision informs the core principles that should underpin the 

design of a future service

Support 
improved 
outcomes and 
reduce reliance 
on support for 
both care 
receivers and 
care givers

Develop and 
deploy skills and 
capabilities in the 
most effective 
way

Be a 
personalised 
service that 
supports 
strengths-based 
approaches

Be a sustainable 
and scalable 
offer that 
delivers financial 
benefits for the 
Council

Be equitable 

and accessible 

across BCP, 

including via 

self service

The service is designed to...

Be accessible to 
a broad 
workforce, 
including 
external partners
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The scope and level of transformation required will be determined by the ambition for the future service, that is informed by the Vision.  Decisions 
regarding the detail of what the service needs to deliver (scope), how this will be achieved (model) and by who (delivery model) should be guided 

by the design principles, which help provide a common and agreed framework to facilitate more detailed decision making.

The work to date has helped set the foundations and route to a transformed offer, however it is not intended as a substitute for a Cabinet Office 5-

case Business Case. It is recommended that such a case is developed so a suitably detailed service model and delivery model are selected, and 

the investment required to set up and run a future service can be secured.

The diagnostic, vision and the principles provide a foundation 

for BCP’s CT transformation journey
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The diagnostic has shown that BCP’s existing CT service performs against it’s original remit, but further growth is constrained by a number of factors. 
Currently, the service is traditional in its scope and there is room to grow the service in terms of number of people reached, as well as reaching more 

complex cohorts with a wider range of needs through a broader equipment offer. 

An incremental change to extend and enhance the model would achieve some benefits for BCP, however a transformed service, aligned to the Council’s 

strategic objectives,  is required to deliver the BCP CT Vision.

Growing and developing the BCP CT service through enhancing 

or transforming the existing service

• Two disparate service models from are 

being operationally brought in alignment

• CT service primarily offers services to 

older people and CT is offered in 

addition to a care package

• The service offers a limited range of 

equipment, with the majority of referrals 

requiring pendant alarms or falls 

detectors, with smoke detectors also 

common

• The Poole model could be extended across 

BCP, supported by OTA recruitment and 

training to expand assessment capacity

• Similar to traditional service, plus more support 

for younger adults (<65) with LD needs, for 

example in Supported Living, CT solutions are 

able to reduce/avoid the need for more costly 

forms of care. 

• More consistent use of technology solutions for 

cases with greater complexity, consistent use of 

mobile technology, such as GPS, focused on 

people who may need help when out of the 

home

• Care Technology embedded in the Strengths Based 

Approach and central to the care offer across ASC 

resulting in greater number of residents benefiting from the 

service

• The technology offer is able to support older adult 

pathways and younger adults (<65s) across all 

needs/service areas, with CT solutions helping 

reduce/avoid need for more costly forms of care. 

• Makes use of the full range of potential technologies in the 

market, including digitally connected devices

• Keeps abreast of innovation to continuously improve and 

sustain the change

• Benefits are routinely captured, validated and reported on, 

and support the case for sustained investment in the 

transformed service for ongoing development

The current service

Extend and enhance the current model 

across BCP

Example of what a transformed service could 

deliver
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Bringing Ingenuity to Life
paconsulting.com

This is George, he is 76 and lives alone in Bournemouth.

Until recently he has been fiercely independent and socially active in the local community. 

Unfortunately a recent decline in health has put George at increased risk of falls, which has reduced 
his confidence. He no longer goes out to see friends in the local area. 

His daughters live far away and whilst they visit when they can, they are concerned about his safety 

and are in discussions with the Council about the provision of a care package. 

What the CT service would do today

• Provide a pendant alarm or falls 

detector that enables George to contact 
a monitoring centre for support from a 

physical response service when inside 
the home

• A care package is required to support 

George with tasks such as shopping 
and he remains isolated at home

• Costly service for the Council or 
individual with no strategic approach to 

benefits realisation 

What the CT service could do tomorrow

• Provide a multi-functional GPS enabled 
device with built in falls detection, enabling 

George’s loved ones to be alerted when 
outside of the home/agreed safe zone 

• Allows George to summon help from 

monitoring centre/agreed care network  if 
needed when out and about (falls detector 

allows for auto-alert to monitoring if he 
experiences a fall)

• Increased confidence allows George to 

access the community and continue to 
socialise safe in the knowledge that help is 

on hand from his local network

• No immediate need for a domiciliary care 

package and the benefits of this avoided 

Council cost tracked and reported on

What a transformed CT service of the 

future could do

• Provide a series of digitally connected 

devices (e.g. smart socks, heart rate 
monitor) that collate data on George’s 

health and wellbeing to help predict the 

likelihood of a fall and intervene with 
preventative suggestions 

• Use a range of devices to connect George 
to his loved ones digitally from the safety of 

his own home and support him to safely 

access the community

• Capture the system wide benefits of the 

intervention to health and social care, and 
secure system-wide investment into future 

service

What this means for the people BCP support
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Assessing and agreeing your preferred delivery model will follow agreement of the service scope and service model; below are some of 

the considerations that will be factors in informing those decisions. 

Some high-level options and considerations to support your 

work to refine the future CT service and delivery model

Extend the 

Poole 

model 

across the 

whole patch

Implement 

a Trusted 

Assessor 

Model

Differentiate 

offer for 

ASC –

delivered in-

house 

and/or 

outsourced

Fully 

outsourced 

model

Care practitioners refer to the 

OT team, who then assigns an 

OTA to conduct assessment 

and they specify the kit to be 

installed by Careline/Lifeline.

Practitioners make outcomes-

based referrals, with CT 

assessment then undertaken 

by a trained professional –

ideally at the same time as 

installation.

ASC could develop a service 

specification that sets out the 

requirements for ASC CT 

service, and potentially 

commission some / all of the 

requirements from external 

providers. 

End-to-end care technology 

service could be fully 

outsourced to a provider.

Option Description Key considerations associated with the model

Expanding the model will likely require further investment 

in OTA resource and lead practitioner capacity to prevent 

a ‘bottle neck’ in process. Challenge with capacity for 

culture change, benefits analysis, service development 

and innovation activity. 

It is likely that the assessment functionality would sit best 

within the Careline/Lifeline team due to the links to 

installation. Training required to upskill installers to 

complete personalised assessments and be able to 

choose appropriate technology to help manage wider 

range of risks/outcomes. Consider eligibility criteria if 

referrals accepted from non-ASC practitioners.

Detail and agree eligibility criteria for ASC service, and 

clear service pathways. Potential to develop different 

policies for ASC service (operational, charging) that most 

closely align to ASC objectives, but need to ensure equity 

of offer across patch. Option to source some capabilities 

externally (e.g. benefits analysis)  . Careful consideration 

of KPIs if adopting hybrid model

The existing Careline/Lifeline service staff support a wider 

range of activities than just CT service, both within the 

Housing directorate but also wider BCP e.g. Carers in 

Crisis. TUPE would be a consideration given the large 

team currently employed by BCP. 

General considerations

Capacity of the service to accommodate 

increased demand, including assessment, 

installation, monitoring and response.

Capability of the monitoring service to deal with 

more complex and potentially more challenging 

needs. 

Increasing the range of equipment to support a 

broader range of residents.

Transformational capabilities and capacity to drive 

forward change once a service delivery option 

agreed.

Capability to support benefit analysis, including 

automating analysis where possible

Future proofing of any service model to allow for 

development and expansion, e.g. providing 

service to Children’s Services, ICS-wide offer 

Consider impact of potential changes to policy 

across BCP e.g. if adopt a model whereby ASC 

eligible users receive as a non-charged for service 

(to maximise uptake), this would result in some of 

the current Private Pay users to this new model 

and impact revenue stream for housing.



6
Roadmap and 

implementation
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Roadmap to a transformed CT service offer for BCP residents

3. Future CT service model and delivery 

model agreed; options developed and 

decisions guided by design principles. 

Determine what you need –what 

competencies and capabilities you already 

have, what delivery model to fulfil any gaps

7. BCP CT Vision is a reality, with high quality and 

innovative service mainstreamed and championed by 

the people BCP support

4. Transformation programme defined, resourcing 

and governance established. Essential that, at this 

point, the journey continues in the intended direction and 

does not revert to incremental changes from the existing 

model rather than driving through transformation to the 

desired outcome

3

2

1

7

5

5. Commence CT service transformation 

programme to implement agreed CT 

service model; building the robust 

foundations from which to further develop

4

1. CT vision and guiding 

principles defined

Communicate the vision and agree 

the guiding principles that will steer 

future decisions for the transformed 

CT offer. This will keep the ‘Why’ 

are we doing this front and centre 

of the journey 

2. CT strategy developed 

including desired service 

outcomes, articulate what this 

means for people, and scope for 

future ASC CT service defined. 

Long term (2-3 years)Short term (0-6 months)

Medium term (6-18 months)

6. Development pathways for more 

complex user groups established

6
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# Theme Opportunity description

1 Strategic • Confirm the scope and direction for the service alignment activity that is due to commence imminently with 
Housing and ASC colleagues, so that changes support the future ambition and objectives 

2 Operational • Consider how the Mosaic case management system can be configured to enable practitioners to complete a 
referral form without needing to download and email the form once completed

• Investigate short-term opportunities to offer a greater range of technology, that has been tried and tested 

elsewhere, to meet a greater range of needs for Older Adults (e.g. enhancing the offer for GPS devices)

• Begin to consider the impact of the Digital Switch and plan for the futureproofing of the service

3 Enablers • Identify resource and opportunities to engage with Practitioners in order to bring them on the transformation 
journey (e.g. share the vision, design principles and next steps once finalised)

This diagnostic has identified many factors that should be considered when developing a transformed CT offer for BCP. Before diving into the detail 
and addressing individual operational factors we recommend that BCP consider the CT vision and strategy first. However, there are some 

recommendations that we believe could be implemented in parallel. These are summarised in the table below.

Developing a vision and strategy is crucial, however there are other 

opportunities that could be explored in parallel



Appendices

7



A
Our diagnostic 

approach
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• A data request to gather as much information as possible about the current 

services, which informed a quantitative assessment and conversations with 

key stakeholders.

• A survey, completed by 53 care practitioners, which gathered views about 
CT and the use to which is put now and in the future.

• Interviews with 13 jointly identified stakeholders, which built an 

understanding of how CT is perceived, as well as the appetite and 

constraints that exist for expanding the service to achieve social care 

outcomes at scale

• Supporting BCP to work out what it wants from it’s 

future model (a vision) and what design principles need 

to be agreed in order to build a successful and digitally 

enabled future CT service.

• Setting out, at a high level, the implementation plan 

and indicative timetable to get from the as is position to 

the point when a new service could go live.

• Facilitation of a candid discussion with senior 

stakeholders about the complexities and challenges to 
change, which BCP will need to plan to address.

The diagnostic review was conducted over two phases
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Our diagnostic framework was used to examine and evaluate key 

aspects of the current approach to CT at BCP

Strategic

Operational

Enablers

Strategic drivers of a 

successful TEC service, the 

critical elements that help 

determine the success or failure 

of an organisation’s CT strategy. 

Operational drivers that deliver 

a successful CT service, the 

resources, processes or 

conditions that are vital for the 

continued success and growth 

of the service. 

Enablers that fundamentally 

support the growth and 

development of a successful CT 

service and support the service 

being integrated into normal 

working day practices.
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The diagnostic is 

founded upon inputs 

from a range of 

stakeholders who are 

instrumental in the 

future success of the 

service

The review was conducted remotely and 
included a review of documents, including: 

• Corporate Strategy and Delivery Plans

• ASC Strategy 2021 – 25

• Market Position Statement for Adults 

2021 – 24

• Operational documents such as 

process maps, organograms, referral 

forms, training materials and guidance 

for staff

A survey was responded to by 53 care 
practitioners who work across all three 

patches, specialist services and hospital 

teams. 

Interviewee Role Meeting date

Kate Baker Senior OT / AT Lead 5 October

Laura Henderson Lead Practitioner 5 October

Betty Butlin Director of Operations 7 October

Lynda Anderson Head of Risk and Telecare 7 October

Jonathan O’Connell Head of Strategic Commissioning - Disabilities 12 October

Teresa Stanley Principal Occupational Therapist 12 October

Pete Courage Head of ASC Transformation 15 October

Tim Branson Head of Access and Carers 18 October

Seamus Doran Head of Neighbourhood Management 18 October

Kieren Johnson Head of Client Support – Poole Housing Partnership 18 October

Zena Dighton Head of Strategic Commissioning – Long-Term Conditions19 October

Amy Hurst Principal Social Worker 22 October

Lorraine Mealings Director of Housing 8 November



B
The cost of the current 

service
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The information presented below is a representation of the data received during the high-level diagnostic. Feedback suggests 

that the alignment of the legacy services revealed a higher than anticipated overall income. The potential to recruit more staff, in 

order to add resilience and capacity to the current CT service team, is being explored.

- 1 -
BCP Lifeline Costs

b. Equipment 
( £88,778 )

a. Staff Salaries
( £1,597,179 )

- 2 -

BCP Lifeline Costs

(Other)

- 3 -
Income 

(Charging / Other Funding)

Estimated gross costs: £1,782,563

a. Premises
( £4,736 )

b. IT
( £16,449 )

c. Bad Debt
( £3,097 )

d. Vehicle Costs
( £65,992 )

a. Monitoring / Response Service for 
all users and Non-ASC Funded 

Equipment 

( £1,538,891 )

b. Monitoring / Response Service for 
Private Housing Schemes

( £69,414 )

a. Income from Housing for OOH and 
Alarm Monitoring (Sheltered)

( £503,700 )

c. Income from Lone Worker 
Check In / Out

( £34,247 )

d. Income from ASC 
Carers in Crisis Contract

( £19,026 )

e. Income from 
CSC OOH Triage

( £8,145 )

Estimated financial costs and benefits of the current CT service to BCP 

Housing Directorate

b. Income from ASC OT Budget
(1a, 1b, 1c on ASC breakdown)

( £23,102.02 )

Estimated gross income: £2,196,525

- 4 -
Income from other parts of the 

council

Ops Staff
• Processing referrals
• Installation

• Faults
• Ordering kit

• Physical response
• Non CT service activity 

(e.g. OOH service)

Management Staff
• Contract management
• Relationship management with ASC

• Marketing and partner engagement (pre-COVID)
• Change management and training

Non-ASC 
funded 

equipment, plus 

ASC referred 
pendant alarms

Service Costs 2020/21

Monitoring service 

£3.82 per week

Mobile / Responder service
£6.16 per week

Plus a weekly charge for 
additional equipment, which 

varies depending on the kit 
installed.

Costs are benchmarked 
annually.

f. Overheads such as 
costs for finance and HR 
services have not been 

captured in this 
breakdown.

e. Other Supplies / 
Services
( £6,332 )
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The information presented below is a representation of the data received during the high-level diagnostic.

Includes costs of 
Easylink, Just Checking 
and Pivotel equipment, 

as well as ongoing costs 
for GSM units, SIMs and 

network maintenance.

- 4 -
Annualised gross financial benefit

a. N/A

Benefits are analysed for Poole, 
however, the findings do not inform 

budget changes. 

In 2019 / 20 a total financial benefit of 
£525,640 was identified from:

• 29 new referrals in the 2019 / 20 

financial year

• 61 referrals from previous years 
still achieving a financial benefit

Estimated financial costs and benefits of the current CT service to BCP 

ASC Directorate

- 1 -
BCP ASC Costs

(OT Budget)

d. Equipment purchased 
directly by ASC

( £19,400 )

a. AT Lead 
(Poole model)

( £19,340 )

b. OTA Assessment Time 
(Poole model)
( £101,987 )

c. Bournemouth staff time 
beyond referral 

submission

( N/A )

d. Christchurch staff time 
beyond referral 

submission

( N/A )

Gross income: £35k Gross benefits: N/A

- 3 -
Income for ASC Services via CT 

Service

- 2 -
BCP ASC Staff Costs

(OT Budget)

20% of OTA 
time

(15 FTE @ 
£33,995.59)

Lead Practitioner, other management time and practitioner time taken for referral 
submission (across all models) is excluded from costing.

Estimated gross costs: £163,829.02

Salary for 
AT Lead 

(0.41 FTE)

a. Installation and 
maintenance recharge

( £7,799.40 )

b. Equipment recharge 
( £11,102.40 )

c. Rental and monitoring 
recharge - Millbrook units

( £4,200.22 )

a. Better Care Fund
( £35,000 )



C
Process maps
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Stage 1: 

Referral

Stage 2: 

Assessment

Stage 3: 

Installation

Stage 4: 

Maintenance and Review 
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AT task is 

raised and 

attached to 

the 

Parkstone 
clipboard

Referral Pathway: Poole

Referral 

assigned to 

allocated AT 

Assessor

AT Assessor 

checks case 

notes to 

identify if  AT 

checklist has 
recently been 

completed

AT Assessor 

completes the 

AT checklist on 

Care Director 

or completes 
follow  up 

assessment as 

required

Equipment 

required?
Case closed

Specify 

equipment

Contact 

Lifeline if the 

request is 

urgent

No

Install 

equipment

Record case 

notes on 

Care Director

3

4 5

6 12

7

8a

9 10

AT Assessor 

completes 

follow  up

11

Yes

…to BCP Lifeline, 
Lead Practitioner, 

BCP AT Lead and 

Hospital AT Lead

Save AT 

Checklist and 

send via 

email

8 …£30 installation 
fee, plus cost of 

equipment if it 

isn’t available in 
stores

Budget 

request 

completed

9a

Practitioner 

identif ies that 

a resident 

may benefit 

from AT

1

2

Pendant 

Peripheral 
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Stage 1: 

Referral

Stage 2: 

Assessment

Stage 3: 

Installation
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Referral Pathway: Poole – Process for Hospital Therapists

Need for 

Assistive 

Technology 

identif ied

1 AT 

equipment is 

urgent to 

facilitate 

discharge 
home?

2

Raise SPOA 

referral 

requesting 

social 

services AT 
assessment 

post-

discharge

3

Go to Step 2 on 

Process for AT 

Assessors

3a

Complete AT 

checklist form 

requesting 

equipment to 

facilitate 
discharge home

4

No

Yes

Raise SPOA 

referral 

requesting social 

services AT 

assessment post-
discharge.

5

Email AT 

checklist

6
Contact Lifeline 

if  the request is 

urgent

6a

Confirm essential 

AT equipment w ill 

be installed prior 

to agreed 

discharge data

7

Go to Step 9 on 

Process for AT 

Assessors

8

…state AT checklist 
has been completed, 

what equipment has 

been requested and 
if further assessment 

is required for 
additional AT 

equipment at home

…to BCP Lifeline, 
ASC Helpdesk, BCP 

AT Lead, BCP Lead 

Practitioner, Hospital 
AT Lead

…either with relatives 
/ friends or by 

contacting BCP 

Lifeline
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Referral Pathway: Poole – Process for Just Checking

Stage 1: 

Referral

Stage 2: 

Assessment

Stage 3: 

Installation

Stage 4: 

Review 
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…to assist with 
the assessment 

process for the 

appropriate POC

Need for Just 

Checking 

identif ied

1

AT task is 

raised and 

attached to the 

Parkstone 

clipboard

2

Referral 

assigned to 

allocated AT 

Assessor 

3

AT checklist 

completed, 

identifying any other 

needs in addition to 

Just Checking

4

…including 
consultation with 

relevant parties / 

relatives as 
appropriate

CM / SW gains 

consent from 

Adult, 

completing MCA 

and Best 
Interest decision 

if  required

5
Availability of 

system checked 

w ith Locality JC 

Champion / 

Lead 
Practitioner

6

Installation and 

registering of 

Just Checking

7

Monitoring of 

Just Checking 

charts over a 24 

hour period

8

Review  no later 

than 2 – 3 

w eeks following 

installation

9

Inform the OTA 

/ AT Assessor 

of the outcome 

of JC 

assessment

10

Record outcomes and 

efficiencies on the AT 

checklist and email to 

Lead Practitioner

11

Authorises an 

extension to 6 

w eek period for 

assessment if 

required

9a



D
Survey results
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We have compared results from respondents who selected that they worked within the Bournemouth and Poole patch. There were 22

respondents from Bournemouth, and 10 respondents from Poole. 

We have also compared responses from OTs/OTAs and SWs/SWAs. There were 8 respondents who were OTs/OTAs and 19 

respondents who were SWs/SWAs. 

All insights have been presented as percentages.

A survey was sent to BCP care practitioners to gather their views on the current CT service. There were 53 respondents, with the following slides 
providing a summary of the responses.

Survey headlines:

• There is evident support for the use of CT, with the majority of respondents stating CT was “important” or “very important” f or their role

• Across BCP, understanding of and confidence when discussing CT was “average”, although confidence appears higher amongst OTs/ OTAs 

when compared to SWs/SWAs

• The majority of respondents have not received CT training, and a greater proportion of SWs/SWAs had not received training whe n compared to 

OTs/OTAs

• For those who have attended training, it was successful in improving confidence when referring or ordering CT

• The majority of referrals made were for pendant alarms or falls detectors, with practitioner feedback indicating that an impr oved equipment offer 

would be key to the future success of CT in meeting resident needs

• Understanding of the range of CT equipment and services was “average”, although a greater proportion of OTs/OTAs stated that their 

understanding was “high”, when compared to SWs/SWAs

• The majority of referrals were to “maintain or increase independence” or “provide assurance in addition to an existing care p ackage”

• The majority of respondents felt CT was successful in “partially” enabling outcomes for residents

• The majority of respondents had “access to some of the support” or “limited access” to the support they need, however, the le vel of support 
available to practitioners in Bournemouth varied when compared to Poole

• There is an appetite to broaden the availability of CT, for example, by making it widely available at the ASC Front Door

Introduction
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1: What is your role? 
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2: What type of team do you work in?
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3: What area do you work in? 
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4: How important do you feel an understanding of Care 

Technology is for your role?
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The majority of practitioners across both Bournemouth and Poole patches consider CT to 

be “important” or “very important”.

• 59% of respondents in Bournemouth stated that an understanding of CT was “very important” 

for their role. A further 36% stated it was “important”.

• 60% of respondents in Poole stated that an understanding of CT was “very important” for their 

role. A further 30% stated it was “important”.

• Results across OTs/OTAs and SWs/SWAs were comparable.
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5: How would you rate your general understanding of Care 

Technology and how it can support improved outcomes?
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The majority of respondents across both patches rated their general understanding as 

“average”. Of the remaining respondents, practitioners in Bournemouth indicated a lower 

general understanding, whereas practitioners in Poole tended to rate their understanding 

higher.

• 59% of respondents in Bournemouth stated that their general understanding was “average”. 

14% rated their understanding as “low” or “very low”.

• 50% of respondents in Poole stated that their general understanding was “average”. All other 

respondents (50%) rated their understanding as “high” or “very high”.

• The majority of OTs/OTAs rated their understanding as “high” (63%), while the majority of 

SWs/SWAs rated their understanding as “average” (74%). 
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6: How confident do you feel discussing Care Technology with 

people?
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The majority of respondents in both patches rated their confidence as “moderate”.

• 64% of respondents in Bournemouth stated that their confidence was “moderate”.

• 50% of respondents in Poole stated that their confidence was “moderate”.

• A higher percentage of OTs/OTAs (50%) rated their confidence as “high” or “very high” 

compared to SWs/SWAs (16%).
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7: Have you received any training regarding Care Technology?
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Many practitioners in both patches were not aware of training. A handful of colleagues in 

Poole had received training within the last two years, however, nobody in Bournemouth 

had received training within the last two years.

• 40% of respondents in Bournemouth stated that they had received training over two years 

ago, while 64% were not aware of training.

• 20% of respondents in Poole stated that they had received training within the last two years, 

while 40% were not aware of training.

• 38% of OTs/OTAs had not received training, compared to 63% of SWs/SWAs
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8: Before you completed the Care Technology training, how 

confident did you feel in referring or ordering Care Technology?
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9: After you completed the Care Technology training, how 

confident did you feel in referring or ordering Care Technology?

2

7

12

3

0
0

2

4

6

8

10

12

14

Very high confidence High confidence Moderate confidence Low confidence Very low confidence



72© PA Knowledge Limited  |  Conf idential between PA, HCC and BCP 

10: How many times have you referred someone or placed an 

order for Care Technology in the last 12 months?
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A much higher proportion of practitioners in Poole had referred for CT 10 or more times in 

the last year. 

• 5% of respondents in Bournemouth had referred for CT 10+ times in the last year.

• 50% of respondents in Poole had referred for CT 10+ times in the last year.

• All OTs/OTAs had referred for CT at least once in the last year, however, 26% of SWs/SWAs 

had not made a referral in the last year.
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Responses indicated that:

• Forms were completed via case management systems (either Mosaic or Care Director), however, the Mosaic form is 

not linked to other systems and has to be downloaded as a PDF and emailed

• There is evidence of colleagues signposting to private solutions rather than the in-house offer

• 18 respondents (34%) left this question blank, suggesting that there is a gap in knowledge around referral processes

11: How would you typically request Care Technology?
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12: What equipment have you referred for?
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13: How would you rate your understanding of the range of Care 

Technology equipment and services available in your region?
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Understanding of equipment and services was “average” across both patches. No 

respondents in Poole stated that their understanding was “low” or “very low”.

• 55% of respondents in Bournemouth stated that their understanding was “average”. 

• 40% of respondents in Poole judged their understanding to be “average”.

• A greater proportion of OTs/OTAs (25%) stated that their understanding was “high”, compared 

to SWs/SWAs (11%).
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14. Which of the following improved outcomes have you been targeting 

when referring for Care Technology? (select all relevant answers)
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15: Has the Care Technology service been successful in enabling the 

improved outcomes you sought for your clients or patients?
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Practitioners in both patches primarily responded that CT had “partially” delivered 

improved outcomes.

• 55% of respondents in Bournemouth stated that CT had “partially” delivered improved 

outcomes. 

• 40% of respondents in Poole stated that CT had “partially” delivered improved outcomes.

• Results across OTs/OTAs and SWs/SWAs were comparable, with the majority of OTs/OTAs 

(75%) and the majority of SWs/SWAs (58%) stating that CT had “partially” delivered improved 

outcomes
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16: How would you rate the support and resources available to help care 

practitioners maximise the use of CT in ways that improve outcomes?
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The support available to practitioners in Bournemouth varied more significantly than in Poole. All practitioners in 

Poole indicated that they had access to “limited” or “some of” the resources and support needed. 

• 18% of respondents in Bournemouth stated that they had access to high quality resources and support

• 14% of respondents in Bournemouth stated that they did not have access to resources or support

• 55% of respondents in Bournemouth indicated that they had access to “limited” or “some of” the resources and support

• 100% of respondents in Poole indicated that they had access to “limited” or “some of” the resources and support

• Results were comparable across OTs/OTAs and SWs/SWAs, with the majority of respondents stating that they had 

access to “limited” or “some of” the resources and support needed
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Responses indicated a variety of enabling factors would help practitioners, including:

• Availability of training

• A designated individual to engage with teams

• Greater understanding of the technology available

• An improved equipment offer

17: What resources, support, or other changes would enable you to 

achieve better outcomes for people through Care Technology?
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Additional comments were focussed around the following key themes:

• The need for an improved offer

• Improvement of staff training and awareness

• Ensuring CT can be introduced and referred via the contact centre

• Raising the profile of CT by including it in the ASC Newsletter and other communication routes

• Staff are keen to find out more about CT but some worried about needing to know about “lots of gadgets”

• It would be helpful for staff to see how CT has achieved financial benefits

18: Do you have any other comments or suggestions relating to the 

existing use or future opportunity for Care Technology in your area?
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As of 1 October 2021, there were 3589 people accessing the 
monitored CT service in Poole. The total number of people 

accessing the monitored service has remained static since 

2019.

The majority of users access the service via the Private 

Pay Offer. As of 1 October 2021, 2137 (60%) service users 
accessed the Private Pay offer, while 1452 (40%) service 

users accessed community alarms via a housing scheme. 

This has remained static over the past three years.

In Poole, the total number of installs and uninstalls has 

remained static over the last four years. Installation trends 
are set to continue, while the number of uninstalls is expected 

to drop slightly compared to previous years, leading to a 

slight increase in service user volumes.

The number of monitoring calls have declined since 

2019/20, however, there is an increase projected in the 
current year compared to 2020/21.

The number of response team call outs grew in 2017/18 and 

2018/19, plateauing from 2019/20. There is a slight growth 

projected in the current year.

Note: users with an unmonitored / standalone solution are not 
included in total CT Service size calculations as they do not receive a 
service from BCP beyond the installation of the CT equipment.

Note: data & projections are based on financial years ([Oct21]*2)
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As of 1 October 2021, there were 5360 people accessing the 
monitored CT service in Bournemouth and Christchurch. The 

total number of people accessing the monitored service has 

remained static since 2019.

The majority of users access the service via the Private 

Pay Offer. As of 1 October 2021, 2860 (53%) service users 
accessed the Private Pay offer, while 2500 (47%) service 

users accessed community alarms via a housing scheme. 

This has remained static over the past three years.

In Bournemouth and Christchurch, the total number of installs 

and uninstalls has remained static over the last three years. 
Installs are projected to remain static by the end of the 

calendar year, while the number of uninstalls is expected to 

rise slightly compared to previous years, leading to a slight 

decrease in service user volumes.

The number of monitoring calls have risen between 2018 
and 2020, however, there is a decrease projected in the 

current year compared to 2020.

The service in Bournemouth and Christchurch does not 

include a response service.

Note: users with an unmonitored / standalone solution are not 
included in total CT Service size calculations as they do not receive a 
service from BCP beyond the installation of the CT equipment.

Note: data & projections are based on calendar years ([Oct21]/3*4)
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Projection calculation methodologies

Projections have been calculated using a variety of methods, to accommodate variations in data returns. The methods are summarised below.

• Snapshot data, covering service user volumes for the service in Bournemouth and Poole, has been used to calculate a projectio n for April 2022. 

• Financial year data, covering service activity for the Poole service, has been used to calculate a projection for April 2022.
• Calendar year data, covering service activity for the Bournemouth service, has been used to calculate a projection for December 2021.

Snapshot Data Financial Year Data Calendar Year Data

The trend between April 2021 and 
October 2021 was calculated. As 
October is halfway through the financial 

year, this trend was multiplied by two to 
reach a year-end figure.

[Oct21] – [Apr21] = N
N * 2 = X

[Apr21] + X = April 2022 Projection

As October is halfway through the 
financial year, the total number of 
‘activities’ (e.g. installations) as of 

October was multiplied by two to reach a 
year-end figure.

[Oct21] * 2 = X

[Apr21] + X = April 2022 Projection

As October is three-quarters of the way 
through the calendar year, the total 
number of ‘activities’ (e.g. installations) 

was divided by three to reach a quarterly 
figure. This was then multiplied by four to 

reach a year-end figure.

[Oct21] / 3 = X

X * 4 = December 2021 Projection
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The high level ‘size of the prize’ indicates the potential gross financial benefit that could be achieved by transforming and mainstreaming the CT 
offer in BCP. This estimate is based on growth and benefits assumptions informed by the service in Hampshire and PA’s broader experience, 

however as this is a high-level estimate and not based on detailed scope, we have applied conservative estimates throughout when compared to 

averages across the Argenti managed services.  The modelling is based on the following assumptions:

1. The CT service would include:

• Consolidation and expansion of a ‘core offer’ (e.g. a greater equipment offer for OA / PD)

• Expansion of the offer to meet needs of more complex users (e.g. LD)

2. The existing service size for ASC users is 1249

It is not possible to accurately define the total number of current CT users who are ASC eligible. The starting figure used in our modelling is 

estimated based on feedback that 25% of all referrals are made via ASC. ASC-eligible users are a subset of the Private Pay user base, therefore 

25% of the total number of Private Pay users as of 1 October 2021 (4997) is 1249. This assumes that there is the same churn rate across all 
Private Pay cohorts and excludes ASC users referred for standalone devices.

3. The annual growth of the service is based on experience from our other services. 

Data from Argenti managed services including HCC* is used to generate an average growth percentage per year. Once this applied, we have then 

reduced the estimated size of the service by 15%, to be conservative. When we apply a service churn figure (informed from our operational 

services) the ASC CT service size at the end of year 5 is 4,316 users. 

4. The number of installations per year is calculated using growth assumptions and an annual service churn figure

The gross benefits figure is driven by an average benefit  per installation multiplied by number of installations. To calculate the number of installs, 

we have applied an annual service churn figure (data from Argenti managed services including HCC) to the annual growth assumptions. 

5. Gross benefit per installation – we have provided a range based on conservative average from our Argenti managed services

Data from Argenti managed services, including HCC, is used to calculate an average gross benefit per installation. We have provided a range ; 
figures informed by over 40,000 installations and that have been validated and signed off by the ASC finance leads for each Council that we 

provide services for. 

6. Total gross benefit realised by end of year 5 of the transformed service

We have assumed savings from each install lasts for an average of 6 months. Based on this about 80% of the savings will be realised in the year in 

which the install is complete and reminder 20% in the next year.

Our approach to modelling the high level ‘size of the prize’ draws on a 

variety of methods to estimate growth and potential gross benefits
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We believe in the power of ingenuity to build a positive human future in a technology-driven world.
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progress further, faster. Our clients adapt and transform, and together we achieve enduring results.
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