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Overview
In January 2020, One Northern Devon launched ‘High Flow’ a personalised and holistic support
programme for the 30 most intensive users of public services in Northern Devon. The High Flow
programme aims to better meet the needs of these individuals and use the learning to improve the
future system response.
• Each person will have a key ‘supporter’ and a single plan shared with all agencies.
• Additional capacity will be provided through a High Flow Case Worker.
• Practitioners will be informed to recognise and respond to behaviours resulting from
childhood trauma.
• System leaders will support staff to overcome the barriers existing in the system that
prevent people getting the help they need.
• The learning about barriers and solutions will be used to influence future policy and service
design for high frequency service users.
Background
In 2019, One Northern Devon carried out a scoping exercise to consider whether public services
could improve the way they work with frequent attenders of those services to better meet their
needs. The scoping work revealed pockets of innovation, partnership working and holistic personcentred practice. However, it also revealed areas of duplication and gaps in provision. There was also
a lack of capacity for practitioners to support people with a more holistic, preventative approach.
Practitioners were also constrained by protocols or thresholds that didn’t allow them to provide the
support required and the complexity was exacerbated by the different approaches taking place in
different parts of the system. These issues have contributed to a minority of individuals requiring a
disproportionate amount of time of public services and a collective service that is not effectively
meeting their needs.
Why is a whole system approach needed?
• Whilst the current system of services meets the needs of the majority; there is a minority of
individuals who have frequent unscheduled service interactions with public services without
ever getting the help they really need.
• People don’t always have the capacity to navigate our complicated system of support
services. For some individuals, we need to navigate the system for them
• We need a model we can coalesce around because there is duplication in the system and no
single agreed approach across all agencies
• Individuals receive multiple approaches at different points of contact
• We recognise the system plays a part in supporting people, not just individual services

Why is a whole person approach needed?
The system works well for those with straightforward single service needs (one-off illness,
emergency, job loss etc) but when people have multiple and complex needs, more time is needed to
consider the needs of the person in the context of their lives and experiences recognising that
childhood trauma can be the root cause of unhealthy behaviours and coping mechanisms. Often
such individuals need more intensive support than most practitioners are able to give –
accompanying to GP appointments, making social connections etc. High Flow aims to reduce the
failure demand in the system that is generated by not providing people with the support they need
to live the life they want.
High Flow Case Worker
Recognising the need for more capacity for practitioners to spend time with individuals in the High
Flow programme, a full-time case worker has been recruited following the NHS Rightcare model. The
High Flow programme embraces the values of that model as described below:
“We have succeeded by starting and finishing our interventions with the individual. We test what
might work in the field; we’re fearless about the risk of mistakes; and we’re rigorous in learning from
those mistakes before we move ahead. Of course, we want to lead these people away from their
behaviour, for their own benefit and for the benefit of a stretched public service. But in order to Lead,
we must first Serve. We serve by listening before we decide. By understanding before we act. By
personalising before we deploy.” Rhian Monteith HIU Programme, NHS Rightcare
A key difference between the High Flow programme and the NHS Rightcare HIU programme,
however, is that the individuals will be high intensity users of One Northern Devon’s collective public
services, not just the NHS so that it can deliver a ‘whole system approach to a whole person’.
The High Flow Case Worker will meet with all the agreed High Flow individuals (except those already
in the HIP programme) to understand from them who would be the most appropriate ‘key
supporter’ from the High Flow team. The High Flow Case Worker is expected to take on this role for
approximately 10 of the individuals.

What are the High Flow Key Principles?
In addition to the below key principles, see Appendix A, the High Flow Members Charter.
•

Work from the person outwards, not the system inwards

•

Ask what matters, listen to what matters, do what matters

•

Leaders need to give permission to practitioners working with individuals to do what they
feel is the right thing to do. This requires TRUST at all levels, from leaders trusting that
practitioners will make good decisions, practitioners trusting that leaders and managers will
support them when they step outside organisational role or protocol “we’ve got your back”;
trust between members of the High Flow team that we will do everything we can to help
each other; and trust in individuals we are working with that if we can support them to live
the life they want, their intensive use of statutory services will reduce.

•

Learning from the work must be constant in a Plan-Do-Check cycle

•

We want to “make the system human” and create system change recognising that this may
mean that the system works well for the majority of people with a predictable need, but
that it may need to learn how to be flexible and adapt to the most complex individuals.
Therefore, we are not intending to change the whole system for High Flow clients but have a
system that recognises that they may need a different approach.

•

As a system, we should be able to ‘know’ who our most high intensity service users are and
understand their individual needs.

What difference will High Flow make?
For the individual
Time will be spent with individuals to begin to understand them, their circumstances, and other
factors contributing to their recurring unscheduled interactions with public services.
Individuals will be supported to meet goals that enable them to live the life they want.
For practitioners
Practitioners will be supported to use a trauma-informed approach which will help them recognise
signs of trauma in those they are working with and respond in a way which supports recovery, does
no harm or retraumatises and recognises the need that people have.
Practitioners will have the support of their organisations to focus on doing the right thing for
individuals and will be able to step outside of normal policy if that is what is needed.
The system
Roll-out of trauma-informed training
The learning from each case study to consider how the system can be designed so that it not only
continues to meet the needs of the majority of service users but so that it can also meet the needs
of those that the system currently doesn’t work for and is strained as a result.
High Flow will continue its ‘test, learn and adapt’ phase until to June 2022 with 6 monthly reports
that consider the learning that could facilitate system change.

What do we need from our system leaders?
We are asking that our system leaders communicate the principles and key messages of this
programme to their teams:
• We trust our team members to make sensible decisions with the people they are supporting
in their best interests. If this means working outside of current policy and thresholds, we
will allow this to happen in the interests of understanding whether existing policies and
thresholds are barriers to people getting the support they need.
• We will allow our teams time to talk to individuals in a ‘service agnostic’ manner with the
aim of understanding them
• We commit to our staff being part of a One Northern Devon team allowing them to spend
time communicating with the rest of the team and may require spending more time with
High Flow individuals than for the majority of service users
• We agree that practitioners from our organisation can take on the ‘key supporter’ role for
one or two High Flow individuals where this would be beneficial

What are the intended local outcomes?
The objectives of the scheme are to: -

Measurable:
Proactively manage a rolling cohort of High Intensity Users using a truly personalised approach.
•
•

To coordinate, sign post and oversee other identified High Intensity Users
To provide training and support to other providers to ensure patients/clients are
empowered to take ownership of their health and well-being whilst decreasing their
dependency upon unscheduled public service use.

More difficult to measure but essential:
•
•
•
•
•

Forming robust network of public services including community health, social care, mental
health, police and housing to manage patients, creating true integrated working.
Providing a service driven by quality with positive human outcomes observed.
Act as a conduit to negotiate and de-escalate issues before a crisis occurs; a situation which
has historically led to a destabilisation of their condition and resulting in a 999 call.
Improving communication and partnership working between those involved in patient /
client care 24/7.
Empower patients to self-manage.to enable discharge and to switch them from negative to
positive contributors of society.

Expected Outcomes:
The key outcomes that the proposed service will deliver are:
•
•
•

Impact positively on reducing the amount of High Intensity Users emerging to
replace those already managed
To support patients to flourish through sustaining job opportunities, reconnecting
with families, improving well-being etc.
A new culture of health coaching as a medium to deliver sustainable change.

It is recognised that the latter two points of expected outcomes may be difficult to measure and
achieve. However, they are essential outcomes if a culture change is to occur to lower the stigma
associated with this cohort.

The High Flow service process
Team roles:

Superintendent Toby Davies- OND Senior Responsible Officer. High Flow sponsor via OND board and
maintaining a high-level overview. Will liaise with partner SMT’s where required.
Andrea Beacham- OND Programme Manager. Lead for evaluation and monitoring requirements for
funders. Ensures that High Flow continues in strategic direction required by OND board and
commissioners.
Sergeant Noel Bourke- Operational lead and link officer for HIP and High Flow. Responsible for
tasking High Flow team where required and ensuring no duplication between programmes.

Claire Fisher- Encompass chief officer and High Flow case worker and coordinator host. Responsible
for staff supervision of those roles, advise on individual case processes where required and sit on
implementation team.
Katie Simpson- High Flow case worker. If the key supporter of an individual or supports an agency
officer where it is agreed they will be the key supporter of an individual. Highlights success / failure /
blockers and passes to Paul for reporting where appropriate.
Paul Jones- Project coordination, team meeting chair. Responsible for developing mechanisms and
processes to achieve identified goals. Responsible for reporting and data for evaluation purposes.
Liaison with partner agencies to ensure joined up approach.
Focus
The focus of the work will include early intervention of homeless persons, self-harmers and medical
/ social presentations who are not accessing scheduled services and, therefore, rely heavily on
unscheduled services for their needs. Each potential High Flow client will be contacted and assessed
using a personalised approach to uncover the ‘real’ reason for coming to service notice. This may
reveal a range of complaints; social issues combined with alcohol and drug dependency, mental
health, criminal justice and potentially some extremely complex medical presentations.
The majority of interactions may involve addressing a combination of a range of factors in order to
reach the desired end. The patient group may have issues around trust so prefer to work with a
designated person to begin with before being referred to mainstream services. Even once referred
on to other providers, the lead may need to maintain connection with the client to act as a central
and familiar point of contact so to pull services in the same direction and increasing chances of
sustainability. Each client will require a bespoke exit strategy to reduce the dependency on the lead
in order to increase capacity to take on the next cohort of eligible clients and to promote
independence and esteem.
Following the initial contact, a process of support will ensue with concordance underpinning
changes in behaviour rather than compliance through fear of isolation from supportive services or
fear of legal restrictions. The lead will act as an advocate for each client, guiding them through the
complex journey and multifaceted approach which has resulted in appropriate use of unscheduled
care. Whether the reason for calling is clinical, social, mental health, addiction, loneliness or a
combination of any of these factors, the lead will identify and adapt the support to meet the need.
The service will be provided to any person who meets the eligibility criteria of having unscheduled
service activity more than expected, experiencing crisis and chaotic lifestyles or at risk of becoming a
High intensity User on the emergency response system. The service will focus on and manage
conditions such as;
•
•
•
•
•

Addiction
Medically unexplained symptoms
Mental health
Medical complaints
Homelessness / housing issues / benefit complaints

•
•
•
•

Self-harm
Loneliness
Social issues
Vulnerable adults

Client identification
A High Flow Information Sharing Agreement has been prepared and duly signed by the relevant
parties. Appendix B refers
Clients will primarily be identified through data gathered by the key partner agencies. They are
NDHT, DPT, Police, SWAST, 111, DCC Adult Social Care, Primary Care Networks, Torridge District
Council and North Devon Council. These nominations will be subsequently discussed by the High
Flow Implementation Team in order to identify an initial cohort of 10. This initial cohort will then be
approached by the High Flow caseworker and an action plan agreed. At a suitable time, further
nominations will be considered to allow a typical caseload for the caseworker of around 15. This will
be flexible dependant on the complexities of the client cohort.
Once an initial engagement has taken place, it will be agreed about who is the key supporter of the
individual, the High Flow caseworker or the case lead from the relevant partner organisation. This
will be determined by several factors but primarily about who has the best relationship with the
client.
Eligibility criteria
•
•

Aged 18 years and over
People who live in Northern Devon or are registered with a Northern Devon GP practice

Patients with a history of violence will be managed via a discreet process which ensures the patient
and service lead do not meet alone or without a chaperone. Any meetings will take place as per the
organisational Lone Working policies.
Data recording
High Flow data, interactions and actions taken will be recorded on Advice Pro which is the
Encompass data site. This data site will be the primary one for High Flow (see the Encompass
website for GDPR arrangements including the privacy statement).
If the High Flow caseworker becomes the individual’s key supporter, all updates will be placed on
Advice pro and interested relevant agencies will be updated at the fortnightly case conference or by
phone if more appropriate. If a written update or document is required, as she does not have access
to secure email, they will send via a password protected email with the password sent separately.
If another agency worker is the key supporter, they will update the High Flow caseworker at the
fortnightly case conferences or by phone if more appropriate. If a full written update or document is
required, this would be sent via a password protected email or Egress. This information will be
recorded on Advice Pro.
The above process will also apply to original co-authored action plans.

Reporting and system failure/success index
The High Flow Project Coordinator will provide regular monthly reports for the One Northern Devon
board. The key themes of this report will include anonymised brief case summaries as well as a
system failure / success index as referenced by the High Flow caseworker. This systems index will
provide the opportunity for the One Northern Devon board to address any failures in the High Flow
service provision.
High Flow Project service review including service user involvement
The High Flow Project Coordinator will facilitate 3 monthly service reviews involving the wider High
Flow Implementation Team. This review provides the opportunity to have an overview of the service
to date. In conjunction with the Encompass Chief Officer, High Flow Operational Lead and the High
Flow Caseworker, the Project Coordinator will also seek service user feedback to give a 360 degree
view. The reviews will afford the opportunity to adapt the High Flow service where appropriate.
What is the High Flow communications strategy?
Appendix C refers to the High Flow communications strategy.
What are the evaluation methods and measures?
Several methods will be used to measure and evaluate High Flow. They are
•
•
•
•
•
•
•
•
•
•

Number of ACE’s
Individuals scoring of the Complex Needs Assessment at initial engagement, 6 months and
12 months.
High Flow Case worker scoring of the Complex Needs Assessment at the above same
intervals to measure and compare.
System success / learning index
Organisational demand data
Individual’s testimonies including video testimonies where appropriate
Individual’s comments
Professionals comments
Case studies for all individuals
Monthly reports to capture the above where available

On acceptance onto High Flow the caseworker will work with the individual and record the number
of Adverse Childhood Experiences (ACE’s) to ensure we work in a trauma informed way.
Throughout the period of engagements, clients will be given the opportunity to give personal
testimonies at different stages of their journey where appropriate. This will be used to both evaluate
the project, but it may also be appropriate to use those recorded testimonies to measure the
progress they have personally made.
We will also maintain a system success / failure index to identify where we have been able to
influence the wider ‘system’ with agencies stepping out of policy and remit in remit when

recognising the need to adapt their approach to ensure the system fits the individual, not the other
way around.
A monthly report will be produced to ensure partners and interested parties are updated with
current progress. This will form the basis of the final evaluation.
The final evaluation will also compare baseline demand of the individuals on all services with a
similar length of time during engagement with the High Flow caseworker and beyond. This will
demonstrate whether or not casework has influenced demand on those public services.
Furthermore, a case study will be prepared for each High Flow client which will include the client’s
feedback.
Frequently asked questions
What classifies someone as a high intensity service user for the purposes of High Flow?
The threshold will differ from agency to agency; however, it should be the most frequently attending
individuals presenting with unscheduled, unnecessary and avoidable demand.
Is it fair that some people are getting a service they wouldn’t normally get?
The positive impacts create an opportunity for others in the community i.e. release available
capacity in those agencies. There is more risk to the community of not supporting high intensity
users.
What is my support to step outside of protocol? What happens if I make a decision that I feel was
right at the time and it subsequently goes wrong?
Your senior leaders have agreed to support High Flow via the One Northern Devon board. See the
High Flow members charter (Appendix A).
How do I know if a person I am working with is one of the top 30 High Flow individuals?
If an individual is accepted onto High Flow and they are a client of yours, the High Flow caseworker
will make contact with you in order to work out how best to support the individual. It may be that
you remain as the key supporter of that individual or that the High Flow caseworker becomes the
key supporter. You will work this out between yourselves and the client. Though each agency will
vary, the intention is that a marker will be created on the relevant agencies systems to highlight that
the individual is a High Flow client.
How long will High Flow work with an individual?
The aim is to help people find their own solutions and this is built into the plan co-authored with
them and the caseworker. Therefore, there is no set time period as this will vary from person to
person.
Who is accountable for the care / service of the top 30 High Flow individuals?
At the panel, each organisation who has a statutory responsibility retains that accountability.
However, at the panel meeting we will agree who is to be the key supporter of the individual.
How does High Flow fit with the other work of One Northern Devon?
There is a great deal of multi-agency work already in existence in Northern Devon. The One Northern
Devon board are the overarching strategic multi agency body that set the strategy and provide the
enablers for the seven ‘One’ towns and village to carry out that wide ranging multi-agency work with
a view to making services fit the individual rather than the individual fit the service.

The below pyramid best describes the One Northern Devon system model which is designed to
support communities to positively affect their wellbeing.

What does it mean to take on a key supporter role?
If an individual is accepted onto the High Flow project and they give full consent to engage, a full
understanding conversation will take place between them, the High Flow caseworker and if one is
currently identified, the referring agency caseworker. A joint decision is reached to identify who the
best placed key supporter is based on individual circumstances.
The key supporter will be the main contact with the individual and will ‘pull in’ support around the
individual to create a team around them. The easiest way to understand this is to imagine that the
individual client will only tell their story once, to the key supporter, rather than several times to
several different people. This prevents them from bouncing around the system and will facilitate
them ‘flowing through it’. The key supporter is not expected to take on all the multi-agency work but
simply facilitates and coordinates that work allowing the specialists to do what they do best. It may
be necessary to do some ‘hand holding’ of the individual taking them to appointments or groups
where appropriate. Each case will be different. If the key supporter is an officer from an
organisation, the High Flow caseworker is still there to support them.
How could we co-design this work with service users?
We intend and currently planning to build service user involvement into the periodic service review.

High Flow on a page

Appendix D shows the Theory of Change and the Programme Logic Model

Appendix A

High Flow
Whole system approach to a whole person

Members Charter
The aim of High Flow is to adopt a whole system approach to a whole person. We want to help high
intensity users of public services in Northern Devon to live the life they want.
The High Flow team has a collective capability to transform a person’s life. That should never be
underestimated. As a member of the team we should focus on the art of the possible. This charter
should be considered a moral and ethical guide, a compass and a mandate to act.
The expectation is that any person referred into High Flow will have had contact with numerous
services. The assumption is that those frontline practitioners working as part of those services will
have done everything they can to support the person within the boundaries of their own specific
service. During this journey the practitioner referring in may have felt that their own or other
services could have done more and whilst hopeful of the outcome from the High Flow approach
there will possibly be some scepticism. Those adopting the High Flow approach will have to
demonstrate the following qualities;
•

•

•
•

•

Courageous and resilient – Making decisions that might be unpopular within their own
organisation and with other organisations. By the very nature of creativity, it is working
outside agreed protocols which colleagues use and are constrained by, or even believe in
every day. There might be frustration from colleagues who are working with people who are
not accepted into High Flow and are felt let down by the system. There might be frustration
from colleagues as they believe the options employed by High Flow should be open to all
vulnerable people.
Creative – The assumption is that everything the collective services should have done, has
been done. The member should know their respective services capabilities and boundaries
in order that this capability can be extended, and boundaries crossed with the express
purpose of the best outcome for the person concerned. Solutions need not be constrained
by the membership of the forum. They will be unique recognising that the person at the
centre of the solution is unique.
Supportive – The member needs to be able to work as a team and look for every
opportunity to help other services to deliver the best outcome for the person. A collective
solution is likely to deliver a more effective outcome.
Patient and Positive – Whilst the aspiration is to deliver transformational solutions it must
be recognised that the approach of High Flow is unfamiliar to members, their organisations
and the public it serves. All concerned will need to demonstrate patience during this journey
and it will be the collective positivity that navigates us through unchartered territory to
success.
Compassionate and Kind – All members need to demonstrate compassion and kindness in
their approach. Solutions need to show collective empathy, understanding and humanity,
respecting the views of those involved.
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Operational Agreement for Information Sharing
1. Scope and Purpose
This is an Operational Agreement (OA) for information sharing between signatories
of the High Intensity Network (HIN). As signatories to the HIN, the participating
partner organisations have agreed to share information in a way that complies with
the following
General Data Protection Regulation (GDPR) 2016
Data Protection Act 2018
Records Management Code of Practice for Health and Social Care 2016
Health and Social Care Act 2012
Human Rights 1998
Caldicott Principles and Recommendations
Freedom of Information Act 2000
Common Law
This OA covers the exchange of information between:
Devon Partnership NHS Trust
Northern Devon Healthcare NHS Trust
Devon and Cornwall Police
South Western Ambulance Service NHS Foundation Trust
Devon County Council
Torridge District Council
North Devon Council
Devon Doctors Ltd
Encompass South West
Barnstaple Alliance Primary Care Network
North Devon Coastal Primary Care Network
Torridge Primary Care Network
Holsworthy, Bude and surrounding villages Primary Care Network
and any other authorised operational partners that delivery services on behalf of the
above statutory organisations. These agencies can be added to this ISA when
identified.

It outlines and supports the information sharing processes between partner
organisations involved in the identification of, risk assessment of, management of
and response to individuals living in all of our communities whose behavioural
disorders pose a direct or indirect high risk of:
Death or serious harm to themselves (including death by misadventure)
Death or serious harm to others
Community impact (including unnecessary/inappropriate/avoidable impact upon
public services)
Criminal or anti-social behaviour
It details the specific purposes for sharing and the personal information being
shared, the required operational procedures and the legal justification that underpins
the disclosure/exchange of information.
Partners may only use the information disclosed to them under this OA for the
specific purposes/processes set out in this document.

2. Data Protection Impact Assessment
(Formerly known as ‘Privacy Impact Assessment’)
Prior to drawing up this agreement the partner organisations are encouraged to
complete (jointly or separately) a Data Protection Impact Assessment (DPIA),
formerly known as a Privacy Impact Assessment. We recommend that all partner
organisations use our DPIA document as the template for their agreed DPIA.
This document can be found in Document 2 and in the Set-Up resources accessed
via www.highintensitynetwork.org.

3. Privacy Notice
(Formerly known as ‘Fair Processing Information’)
The partners to this agreement recognise their legal duty to provide information to
individuals about what data concerning them is being shared and recorded within the
activities of the High Flow service. We recommend that all partner organisations use
our Privacy Notice as the template for their agreed document.
This document can be found in Document 3.

4. Objectives
1.

The objectives of sharing the information covered by this agreement are

• To ensure accurate identification of people within our communities who
are displaying highly impactful behaviour (high frequency, high risk, high
harm) caused by enduring mental illnesses and behavioural disorders.

• To ensure that public agencies work more effectively together to support
and safeguard these identified individuals and other people affected by
their behaviour.

• To minimise the inappropriate and unnecessary impact of these
individuals upon public services and the community.

• To prevent suicide and reduce accidental suicide/misadventure risks
posed by these individuals when in crisis.

• To improve the quality of clinical care and holistic community support
and promote recovery

• To monitor the progress of each individual service user over time.
• To create personalised and co-authored care plans for each service

user that can be used confidently by frontline emergency service personnel.

• Avoid use of the criminal justice system to regulate behaviour
wherever possible

5. Individuals impacted by this ISA
The service users and/or carers which this Information Sharing Agreement relates to
include:
• Individuals whose behaviour causes high risks of suicide, accidental death, as
well as high levels of community impact and demand on public services.
The benefits to the Service Users include:
•

More intensive care.

•

Decreased risk of self-harm and accidental suicide.

•

Decreased risks of encountering the police and criminal justice system.

6. Legal Justification for Sharing
CONFIDENCE TO SHARE:
Staff should not hesitate to share personal information at any time, with any person,
if they have an honestly held belief that by doing so it will prevent death, serious
harm or abuse to any party.

There are 6 ‘Lawful Bases’ for sharing data within the General Data Protection
Regulation (GDPR) 2018. Due to the unique characteristics of this small cohort of
service users, one or both of two lawful bases apply:
They are:

Article 6(1)(d): Vital Interests
“Processing is necessary in order to protect the vital interests of the data subject or of
another natural person”
Explanation:
Due to the behavioural complexities of this cohort of patient, it is impossible to predict when their next
emotional crisis will occur, but it is always highly likely that another crisis event will occur as these
disorders are long term, lifelong conditions. Therefore, sharing information about them is essential,
both when they are in crisis but equally when they are not (so that all efforts can be made to prevent
or minimise the harm of the next crisis event). As crisis events are typically high harm/risk events, it is
essential to share information about each individual, to prevent higher than likely risks of suicide or
serious injury.

Article 6(1)(e): Public Task/Exercise of Official Authority
“Processing is necessary for the performance of a task carried out in the public interest
or in the exercise of official authority vested in the controller”
Explanation:
Sharing information to prevent high harm/events is also essential so that public services can minimise
the impact that these individuals have on public services. By protecting these teams, we can ensure
that they are providing the best possible public service to members of the public who genuinely need
help. Providing the best healthcare and community services to a community is a core public task of
those commissioned services.

The GDPR 2018 also allows for the processing of “special categories of personal
data” in certain circumstances. Of relevance to this cohort of patients is that special
categories of personal data include data concerning racial or ethnic origin, religious
beliefs and health, Information about offences committed by an individual, and
interactions with the criminal justice system (covered by Article 10 GDPR) may also
be processed. The circumstances where such processing is allowed, includes
where:

Article 9(2)(c): Vital Interests
“Processing is necessary to protect the vital interests of the data subject or of another
natural person where the data subject is physically or legally incapable of giving
consent.”
Explanation:
As above for Article 6(1)(d): Vital Interests.

Article 9(2)(g): Public Interest in Upholding the Law
“Processing is necessary for reasons of substantial public interest, on the basis of Union
or Member State law which shall be proportionate to the aim pursued, respect the
essence of the right to data protection and provide for suitable and specific measures to
safeguard the fundamental rights and the interests of the data subject”.
Explanation:

Sharing information about the health of this cohort of patients will fall within legal bases.

Article 9(2)(h): Health or Social Care or Treatment
“Processing is necessary for the purposes of preventive or occupational medicine, for
the assessment of the working capacity of the employee, medical diagnosis, the
provision of health or social care or treatment or the management of health or social
care systems and services on the basis of Union or Member State law or pursuant to
contract with a health professional and subject to the conditions and safeguards referred
to in paragraph 3”.
Explanation:
Sharing information about the mental and behavioural health of this cohort of patients will:
1. Enable more accurate medical diagnoses to a cohort of patient long associated with poor
diagnosis.
2. Identify the need for/facilitate the provision of different health or social care support for their
complex needs.
3. Enable improved crisis-care planning. This will enhance our preventative approach and suicide
reduction
4. Enable us to develop a specialist Mental Health crisis response IT system which will improve the
consistency and quality of crisis-care we provide this patient group.

Article 9(2)(i): Public Interest in Public Health
“Processing is necessary for reasons of public interest in the area of public health, such
as protecting against serious cross-border threats to health or ensuring high standards
of quality and safety of health care and of medicinal products or medical devices, on the
basis of Union or Member State law which provides for suitable and specific measures to
safeguard the rights and freedoms of the data subject, in particular professional
secrecy.”

Further detail in relation to the circumstances where special categories of personal
data can be shared is set out in Schedule 1 of the Data Protection Act 2018. Of
relevance to this cohort of patients is:

Part 1 Section 2: Health or Social Care Purposes
“(2) In this paragraph “health or social care purposes” means the purposes of:
(a) preventive or occupational medicine,
(b) the assessment of the working capacity of an employee, (c) medical diagnosis,
(d) the provision of health care or treatment,
(e) the provision of social care, or
(f) the management of health care systems or services or social care systems or
services.”

Part 2 Section 7: Administration of Justice
“This condition is met if the processing is necessary:
(a) for the administration of justice, or…”

Part 2 Section 10: Preventing or Detecting Unlawful Acts
“(1) This condition is met if the processing—
(a) is necessary for the purposes of the prevention or detection of an unlawful act,
(b) must be carried out without the consent of the data subject so as not to prejudice
those purposes, and
(c) is necessary for reasons of substantial public interest.”

Part 2 Section 18: Safeguarding of Children and Individuals at Risk
“(1) This condition is met if—
(a) the processing is necessary for the purposes of—
(i) protecting an individual from neglect or physical, mental or emotional harm, or
(ii) protecting the physical, mental or emotional well-being of an individual,
(b) the individual is—
(i) aged under 18, or
(ii) aged 18 or over and at risk,
(c) the processing is carried out without the consent of the data subject for one of the
reasons listed in sub-paragraph (2), and
(d) the processing is necessary for reasons of substantial public interest.
(2) The reasons mentioned in sub-paragraph (1)(c) are—
(a) in the circumstances, consent to the processing cannot be given by the data subject;
(b) in the circumstances, the controller cannot reasonably be expected to obtain the
consent of the data subject to the processing;
(c) the processing must be carried out without the consent of the data subject because
obtaining the consent of the data subject would prejudice the provision of the protection
mentioned in sub- paragraph (1)(a).
(3) For the purposes of this paragraph, an individual aged 18 or over is “at risk”
if the controller has reasonable cause to suspect that the individual—
(a) has needs for care and support,
(b) is experiencing, or at risk of, neglect or physical, mental or emotional harm, and
(c) as a result of those needs is unable to protect himself or herself against the neglect
or harm or the risk of it.”

Part 3 Section 30: Protecting Individual’s Vital Interests
“30 This condition is met if:
(a) the processing is necessary to protect the vital interests of an individual, and
(b) the data subject is physically or legally incapable of giving consent.”
Finally, the Health and Social Care Act 2012 provides that:

251B: Duty to share information
“(1) This section applies in relation to information about an individual that is held by a
relevant health or adult social care commissioner or provider (“the relevant person”).
(2) The relevant person must ensure that the information is disclosed to:
(a) persons working for the relevant person, and
(b) any other relevant health or adult social care commissioner or provider with whom
the relevant person communicates about the individual, but this is subject to subsections
(3) to (6).
(3) Subsection (2) applies only so far as the relevant person considers that the
disclosure is:
(a) likely to facilitate the provision to the individual of health services or adult social care
in England, and
(b) in the individual's best interests.
(4) The relevant person need not comply with subsection (2) if the relevant person
reasonably considers that one or more of the following apply:
(a) the individual objects, or would be likely to object, to the disclosure of the information;

(b) the information concerns, or is connected with, the provision of health services or
adult social care by an anonymous access provider;
(c) for any other reason the relevant person is not reasonably able, or should not be
required, to comply with subsection (2).”

7. Information Flow
Please see Document 5 for this Data Flow Chart, which details the process of
information exchange and the format by which data maybe passed (e.g.
electronically, verbally, audibly, paper document etc).

Secure routes of transfer (for instance CJSM, NHS.net mail, Egress Switch) will be
used to transfer information between signatories.

8. Data Controller(s)
Each service team (listed on page 3) hold the responsibility as Data Controller for the
data they collect, record and store within their own system. They then provide data
from their own systems as part of a High Flow Group which locally identifies and
manages high risk behavioural service users.
Once identified, a service user will be supported by a High Flow group comprising of
relevant representatives from the services listed on page 3. Together they will create
a response plan for the service user. Ownership of these documents are shared by
these two organisations.
Response Plan documents are then shared with the relevant services who store
copies of the plan (this can be both paper copies and electronic copies).

9. Data Quality
Personal information will only be collected using approved collection methods,
ensuring the required information is complete and up-to-date. These methods are as
follows:
1. Electronically / Digitally
2. Verbally (phone or face to face)
3. Observational
4. Paper based process
All reasonable steps must be taken to ensure that anyone who has received
information is notified of any relevant changes and if any inaccuracies are found the
necessary amendments will be made. This includes the data subject themselves if
updates are made to their response plan.

10. Retention and Disposal
Personal information disclosed under this agreement will not be held for longer than
necessary to fulfil the purpose for which it was collected and will be disposed of
securely in accordance with national guidance, including the Records Management
Code of Practice for Health and Social Care 2016, and each organisation’s local
information retention and disposal policy. Due to the enduring and life-long nature of
the clinical conditions that cause high intensity behaviours, it is recommended that
data be stored for as long as the law allows, to facilitate the provision of future
support to the individuals in question.

11. Subject Access and Freedom of Information
Participating partner organisations acknowledge a duty to assist one another in
meeting their individual responsibilities under the GDPR 2018 and the Freedom of
Information Act 2000 to provide information subject to this agreement in response
to formal requests.
Freedom of information requests should be directed to the relevant teams within
each organisation. Specifically:
1) There should be consultation and cooperation between organisations as to responses to
complaints and Subject Access Requests
2) There should be specific email addresses for each organisation to which data losses etc.
should be reported (within specified time periods).

12. Breach of Agreement and Incident Reporting
Any breach of this agreement should be reported without undue delay and
investigated in line with each partner organisation’s incident reporting and
management procedure and any relevant statutory guidance, including Articles 33
and 34 of the GDPR 2018.

13. Complaints
Each partner organisation has a formal procedure by which individuals can direct,
their complaints regarding the application of this OA. Specifically:
1) There should be consultation and cooperation between organisations as to responses to
complaints and Subject Access Requests
2) There should be specific email addresses for each organisation to which data losses etc.
should be reported (within specified time periods).

14. Review
This OA will be subject to local approval and reviewed on the 31st March 2021 or
sooner if appropriate.

15. Contacts
The primary contact for matters relating to the operation and management of this OA
are:
Responsible Person

Organisation

Name: Toby Davies
Position:
Superintendent / HF SRO

D&C Police / OND

Name: Andrea Beacham
Position:
Programme Manager

NDHT / OND

Name: Noel Bourke
D&C Police
Position:
Sergeant / HF Operational team Lead
Name: Claire Fisher
Position:
Chief Officer

Encompass South West

Name: Paul Jones
Position:
Project Coordinator

OND / Encompass South West

16. Authorised Signatories
In signing the document each signature is an undertaking to adopt the Agreement on
behalf of their organisation
Organisation:
………………………………………………………………………………………
Signature:
………………………………………………………………………………………
Name:
..............................................................................................................................
Role:
…............................................................................................................................
Date: .....................................

Appendix C

High Flow Communications and Stakeholder Engagement Overview
1. Introduction
This paper provides an overview of the communications required to implement the High Flow (HF)
service. The emphasis is on the implementation being agile and at pace so corresponding
communications activity focuses on involving who needs to be involved at the right time. This
document is based on the ‘NHS RightCare Setting up a HIU service resource pack.’

2. Communications Objectives
Communications to support the implementation of the High Flow service aim to meet the following
objectives:
•
•

•

Gain buy in from partners and stakeholders to commission and implement the service at
pace.
Ensure those services/organisations that are likely to provide services or support to HF
clients are aware of the HF service; understand the HF service ethos; and are aware of what
their contribution entails.
Generate understanding of the HF service and the benefits it will bring the client group,
wider public and community services and in turn, the community itself.

3. Key audiences
The key audiences with an interest in the HF service and who will contribute to its success are
identified in table 1 below. This table outlines each stakeholder’s relationship/interest in the HF
service; the strategy for involving them; potential communications methods; and their level of
priority.

4. Key messages
The following key messages are important to create the right ethos for the programme:
1. The High Flow (HF) service aims to help some of the most vulnerable people in our society to
flourish.
2. Natural by-products of doing the ‘right thing’ and taking the whole system approach to a
whole person are significant societal benefits, as well as financial savings to the health and
social care system and wider public sector.
3. The service involves the High Flow caseworker, armed with a phone and a high level of
emotional intelligence, making contact with the identified individuals and using a coaching
approach to find out what’s going on in their lives and offering support.

4. Drawing on the support of partner organisations, including drug and alcohol services,
housing, social services, police and the voluntary sector groups, as required, helps provide a
personalised response to each individual’s circumstances.
5. High Flow is based on the NHS England RightCare model and particularly focuses on:
• de-medicalising (the issues)
• de-criminalising (the activity)
• humanising (the people involved)

5. Communication activity
Communications support is particularly relevant at the following stages of the implementation:

Implementation Communications objectives
stage
Set up/
• Raise awareness of the potential benefits of the HF service in relation to the
commissioning
client group; public services system and community to gain buy in from
partners and stakeholders.
• Generate understanding of the service ethos.
Service start

• Ensure those services that are likely to provide services or support to HF
clients are aware of the service; understand the service ethos; and are aware
of what their contribution entails.

Evaluation

• Demonstrate the impact of the HF service on the client group, services sector
and community to show increased value.
• Celebrate the success of the HF service to acknowledge the contribution of
those involved in improving lives and value.

6. Conclusion

This document communications outline supports the implementation of the High Flow service within
Northern Devon to help ensure the right organisations are involved at the right time.

Table 1: High Intensity User Service – Key audiences

Stakeholder

Relationship / Interest in HIU
service

One Northern
Devon Board

Commissioner of High Flow role
with overall accountability.

Devon and
Cornwall Police

Working with partners to
provide a consistent and
seamless approach to shared
clients. Identification of suitable
clients.
Work hand-in-hand providing
basic human needs of adequate
shelter before 1:1 coaching can
be effective. Identification of
suitable clients.
Need a good relationship with
A&E in order to receive the
correct patient list on a regular
basis and also to evaluate the
patients who have been
supported thus far.
Identification of suitable clients.
Shared caseloads, clients with a
CPN require seamless
coordination with mental health
services to ensure a
coordinated approach.
Identification of suitable clients.
HF role is to highlight clients
who may have fallen through
the gaps of unmet need to
social care colleagues and work
with them to deliver a
connected service.
Identification of suitable clients.
Understanding of how HF
service complements their
work. Identification of suitable
clients.
Understanding of how HF
service complements their
work. Avoiding duplication of
effort and understanding of
different approach.
Identification of suitable clients.
Hosting of High Flow service.
Utilise expertise and contacts in
community services to enhance
HF service. Identification of
suitable clients.

District Council
Housing teams

NDHT A&E
department

Devon
Partnership Trust

DCC Adult Social
Care

Northern Devon
Primary Care
Networks
South West
Ambulance
Service Trust

Encompass
South West

Communications/
engagement
strategy
Engage and
regular reporting
to monitor service
Engage to gain
active involvement
in service

Method

Level of
Influence

Face to face
and written
reporting
Face to face

High

Engage to gain
Face to face
active involvement
in service

High

Engage to gain
Face to face
active involvement
in service

High

Engage to gain
Face to face
active involvement
in service

High

Engage to gain
Face to face
active involvement
in service

High

Engage to gain
Face to face
active involvement
in service

High

Connect with local
service frequent
caller lead

Face to face

High

Engage to gain
Face to face
active involvement
in service

High

High

Stakeholder

Relationship / Interest in HIU
service

Drugs & Alcohol

Providing them with extra pair
of safe hands to support clients
who cross caseloads. Avoiding
duplication /clarity on who is
doing what with the client
group.
Providing them with extra pair
of safe hands to support clients
who cross caseloads. Avoiding
duplication / clarity on who is
doing what with the client
group.

Other relevant
community
services
including the
voluntary sector
where identified

Communications/
engagement
strategy
Inform and
engage. Attend
team meetings.
Source a named
contact
Inform and
engage. Attend
team meetings
where relevant.
Source a named
contact.

Method

Level of
Influence

Face to face
to
understand
the role and
the ethos of
the service
Face to face
to
understand
the role and
ethos of the
service

Medium

Medium

Appendix D

Inputs

High Flow logic model

Source £69K of iBCF
funding to implement
High Flow programme
One Northern Devon
board as steering
group
1 FTE High Flow
Caseworker and 0.2
FTE Project
Coordinator
Agree host employerEncompass South
West
Service Spec outlining
HF governance
Agree Evaluation and
monitoring plan
Partner Business Intel
to produce client long
list and agree short
list
Agree training
programme

Activities

Training in client
management system
HFPC produce HF
Service Specification
Devise and collect
individual’s and
professional’s impact
measures

Outputs

Service
specification
outlining HF
governance

Monthly HF report

Agree system failure and
success index and produce
monthly HF report
HF caseworker agrees key
supporter
Key supporter commences
work with identified client
cohort having a ‘what
matters’ conversation with
the individual. Co-produce
action plan and coordinate
team around the individual

HFPC facilitates training for
High Flow practitioners

HF key supporter
supports
individual
building a team
around them

Training for HF
practitioners
where
appropriate

Outcomes

Individuals feel
more in control
and able to live
the life they want

Improved
experience of the
‘whole system’ for
the individual

Impacts

Economic
benefits to
sustainable
whole system
resulting from
reduction in
service demand
as system is
better integrated

Individual less
likely to enter the
‘system’ as a full
co-designed
holistic solution
is implemented

Improved experience
for the professional
having provided full
holistic support and
by being better
connected

System better
designed to meet
the real demand
(ie reduction in
failure demand)

Stigma associated
with High Flow
individuals is lowered
amongst professionals

A replicable
service is created
which can be
integrated and
managed over
the long term

