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Appendix B Examples of creative, innovative public service delivery that respond to the needs of older
people and others

There are a number of good practice examples of innovative working within Merthyr Tydfil. The following details
examples of this good practice with case studies included:

Telecare / telehealth

Case studies

Mr P is a 91 year old gentleman who has been admitted to hospital several times in the past due to falls around
the home, his mobility is limited and he is struggling to cope, he lives with his daughter and son-in-law who are
both 70.

His Daughter has an ileum bag and has several health conditions which have to be monitored on a regular basis
at the hospital. Mr P son-in-law also has health conditions he has prostate cancer for which he is receiving
treatment for.

The consultant at the hospital advised daughter and son-in-law that it would be better if Mr P was to go into care;
Mr P did not want this and was very distressed at the thought. Both the daughter and son-in-law did not want to
put Mr P into care but were concerned about leaving him alone in the house when they needed to go to the
hospitals due to their own conditions.

All were grateful to the Telecare Technology; we installed a falls detector, gave Mr P a minuet watch and installed
several sensors around the home. Mr P’s daughter and son-in-law were very grateful for this service as they knew
if there was a problem the sensors would be activated and the appropriate help would be sought.

Mr & Mrs O both in their 90s live alone; Mr O is the main Carer for his wife who has Parkinson’s disease. (Mrs O
slept in the kitchen area which was very small).

They both have capacity and refused any support from the homecare department, although were happy to have a
basic Telecare package which consists of a flood, smoke and carbon monoxide sensor.

In 2010 the carbon detector was activated, the call centre called the fire service and managed to speak to Mr O to
instruct him to wait outside the house until the fire service had sorted out the problem,

Mr O had been using a portable gas stove to make stew for them both and there was a fault with it, (the main
cooker was broken).

The Ambulance service was also called. The paramedics checked them both over and they did not need to be
admitted to hospital. The gas stove was removed and the cooker repaired.

On this occasion the Telecare sensor saved both their lives, they still continue to live independently with very little
support.

Mrs M is a 42 year old single mother who has MS, her daughter is 14 years old and is and has been her main
carer; she also looks after her younger brother who is 10.
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Mrs M’s daughter often has disturbed nights due to her worrying about her mum getting in and out of bed to use
the toilet, (over the past few years she has had several falls) this is causing her daughter to become stressed and
is tired whilst in school.

We have now installed several Telecare devices in the house to support the daughter and Mum, a bed occupancy
sensor, which also activates the light so Mum can see whilst getting up in the night, a carer pager for the daughter
so she will only be alerted when needed.

Since this has been installed the daughter is now having better rest throughout the night. She said these sensors
make a huge difference to her life, she can now have a good nights sleep knowing that if her Mum needs her the
pager will be activated.

Merthyr Tydfil Reablement Team

Therapy Team, Initial Response Support Services and Telecare Services].

e MrX

e 88 Year old gentleman

e Past medical history — Previous CVA (15 years ago), Increased BP, raised Cholesterol, Macular
Degeneration, Right Total Knee Replacement, previous DVT

e Previously lived alone in a two storey property, independent in all activities of daily living, including being
able to go out using public transport

e  Supportive family network

Mr X suffered a left parietal lobe infarct on the 3" June 2013 which resulted in right sided hemiparesis and
expressive communication difficulties. Mr X was hospitalised for a period of 5 weeks.

After only a short period of rehabilitation in hospital, Mr X became distressed about being away from his family
therefore was discharged to his Daughter’s property. Initially the Hospital Therapist advised against the discharge
due to complexity of Mr X’s needs.

Mr X was unable to return home (previously lived alone in a two storey property — completely independent in all
activities of daily living) due to level of support he required and that his home environment would not have been
conducive to his needs. Mr X left hospital completely dependent upon support for all personal care, toileting, meal
provision and required the use of a hoist due to being unable to transfer or mobilise.

Mr X was referred to the Merthyr Reablement Team and Initial Response Support Team upon discharge to his

Daughter’s property. Upon discharge, Mr X was initially in receipt of four calls per day by the Initial Response
Team along with one visit per day (Monday — Friday) from the Reablement Team (intensive input).

Goals MOTOM | MOTOM | MOTOM
Evaluation | Pre Rx | Post Rx | Outcome
& Date Rating | Rating | Score
Date Date
1 | To become independent within personal care activities | 09.08.2013 | 1 4 3
(washing and dressing) [Set: 22.07.2013]
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2 | To be independent in getting from a lying to sitting 08.08.2013 | 2 4 2
position on the edge of the bed
[Set: 22.07.2013]

3 | To be independent in completing reach lateral transfers 08.08.2013 | 2 5 3
from the bed to the commode
[Set: 22.07.2013]

4 | To improve safety with sit to stand techniques 16.08.2013 | 2 4 2
[Set: 22.07.2013]

5 | To mobilise with the Quad Stick independently 09.09.2013 | 1 3 2
[Set: 09.08.2013]

6 | To be able to access the toilet independently 09.09.2013 | 1 4 3
[Set: 09.08.2013]

7 | Long-Term Goal — To be able to return to living at home 23.09.2013 | 1 4 3

[Set: 22.07.2013]
[Scores relate to pre intervention levels and post interventions levels — 1 being unable — 5 being independent]

Interventions included;

e Reablement Therapist (OT) working closely with Initial Response Team to advise on correct washing and
dressing Stroke techniques to be used in during personal care sessions

e Joint working with the Initial Response Team regarding transfer techniques and environmental set up (for
example, placement of the mobile commode for toileting, handling belt support as required)

e Referral to Orthotics

¢ Referral to the Sensory Impairment Team (visual and hearing loss)

e Joint Occupational Therapy/Physiotherapy assessments (provided through the Reablement Team)

¢ Intensive and robust strengthening programme

e Daily functional practice of transfer and sit to stand practice

e As Mr X progressed — Mobility practice with the RZF and Quad stick

e Upper limb remedial activities (including elements of constraint induced movement therapy)

e Equipment provision (Bed loop, RZF, walking frame caddy, mobile commode, perching stool, ashbray
toilet seat and frame, chair raisers, external grab rails and rails)

¢ Falls screening and assessment

e Car Transfers

e Home visit with Mr X to his property

Soon after input commenced and rehabilitation started, by working jointly with the Initial Response Team, Mr X
was able to transfer under supervision and required less input from the Initial Response Team.

Over a period of 8 weeks (Initial Response Support ceased after three weeks), Mr X has become independent
with his transfers and sit to stand and is now able to mobilise to the toilet and back with minimal supervision. Mr X
has regained the majority of his personal care and dressing skills within this time period also.

Due to progress Mr X has made following his CVA — Mr X has now made the decision that he would like to return
home as he feels he has now reached a level of independence that would enable him to have a quality life at
home.

There were many risks identified with Mr X returning home, some of which included the fact that he remains at
high risks of falls, that he will be living alone and the fact that his home environment has not been fully adapted to
allow Mr X to access all aspects of the property. Therefore the involvement of Telecare (life line, flood detectors,
falls detectors) has played an instrumental role in enabling Mr X to return home, along with the referrals and the
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specialist advice that has been sought out from the Community Occupational Therapy Team to look at stair lift
options/wet room facilities — major adaptations to the property.

Mr X is due to return home to his property on the 23.09.2013 — Reablement Team Lead and Initial Response
Team Manager have discussed the case and agreed to provided further input upon Mr X’s return home to ensure
that the skills Mr X has acquired with transfer to his own environment and that further risk assessments/safety
advice can be updated/provided.

This case study highlights the joint system working between the various teams within Merthyr Council. All the
services involved in this case worked jointly with one another and complimented each other in order to provide a
holistic and individualised approach focussing upon providing the best possible standard of care for this service
user. This is just one example of many cases that worked in the same manner.

This case also demonstrates the capabilities of the community services in regards to facilitating safe hospital
discharges and providing rehabilitation to Service Users with complex needs within the community and marinating
them within their own environments.

Supporting People Funded services
People Matters Report
Introduction

The People Matter Project is a 12 month pilot project commissioned by Merthyr Tydfil County Borough Council.
Our aim is to conduct a mixture of research and low level support available to people aged 50+ who because of
their age, illness, disability or their personal circumstances may have difficulty, managing and maintaining their
home. Throughout the project we aim to identify what older people link in to within in their community, where they
go for advice and support, whether this is formal or informal and to provide low-level advice and support or
signpost on as required. It has been operational for 4 months and a full report will be presented to MTCBC at the
end of this project to facilitate debate and decision. (Two support case studies are attached at the end of this
report).

Information Update

The people matters questionnaires offer an insight into elderly peoples:-

. Accommodation
. Health and Wellbeing
. Accessing of services

The majority of older people who completed the questionnaire (110) were renting their accommodation from a
housing association (81); and they live in bungalows/flats which are one and two bedrooms. However, out of the
81 elderly people who were single nearly 30% live in two and three bedroom properties. This indicates that many
homes within Merthyr are being under occupied. Over 45% of people questioned have not had their household
specially adapted to meet their needs, while a higher proportion (64%) who are renting off housing associations
have had their household specially adapted to meet their needs.

The questionnaire indicates that over 50% of elderly people have had their activities limited ‘a lot’ due to health
related problems or disabilities. The majority of elderly people that have long standing ilinesses have conditions
which; limit their walking, climbing stairs and lifting or carrying items. It is evident that 72% of older people
questioned do not receive any health visitors, occupational therapists and personal care or support workers.
Considering that over 50% of older people questioned suffer health problems that limit their activities, they are not
generally receiving any services. However, this could be down to the fact that they do not want any help or do not
know how to access services which could help them on a day to day basis. The over 50’s residing in Merthyr
expect to be living where they are now independently (83%). Only 5% of the 110 questioned would like to move to
an Extra Care accommodation.
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When accessing services the majority (over 40%) wanted to arrange suitable services for themselves and around
28% would like their local social services department to provide suitable services in their own home. Older people
had issues with cleaning, getting on and off public transport and shopping. While going outdoors and managing
their mail was less of a challenge. When 110 older people were asked if they used the internet, 45% said no and
only 32% said they did. A further 56% acknowledged the fact that they do not use any services via the internet
and only 26% admitted to accessing services via the internet. The questionnaire tried to identify what assistance
older persons receive on a day to day basis. The family (57%) were seen as a major factor in helping and visiting
older relatives. Friends were also important for visiting and helping with every day activities (18%), while home
care (6%) was less evident.

A positive outcome from the questionnaire was the large number of older people involved in local activities, 66%
of older people questioned were involved in local activities. With over 50% involved with social groups and 24%
with old age groups. However, only 3% attended day units and 15% attended groups organised by the church.
The large number of older people involved in local groups is very positive not just for their own well being but for
the local community.

The Future

Through looking at the data and questionnaires, it would be interesting to see if more research could be carried
out on the relationship between the internet and services older people access. Due to the cuts and the changes to
technology, more services will be moving online such as banking and benefits which will cause issues and
possible problems for older people who have no internet skills. Perhaps further research could examine whether
or not training would benefit older people and possibly would they be open to this training? Further research could
focus on properties that are under occupied by older people. Would those older people like to move to a smaller
one bedroom property? It might be more advantageous for an older person to leave their two and three bedroom
properties which are more expensive to maintain than a smaller property. Another interesting finding to date is
that many of the interviewees had not visited hospital during the last 12 months, if this trend continues it may put
into question the perception that older people are blocking A & E/Hospital services. Questions could be added to
the questionnaire to investigate these further.

Support Case Studies

BD.

BD is a lady who is a sole carer for her husband who has bowel cancer and epilepsy. BD is now struggling with
her caring duties as she herself has short term memory loss as a result of a stoke and has had a pin removed
from her leg due to a fall suffered a few years ago which significantly impairs her ability to manage day to day
tasks.

At the point of referral, BD was living in her own property; struggling to maintain her home and look after herself
and her husband. BD required advice on the benefits she and her husband were entitled to. After investigating
what benefits BD was entitled to such as Attendance Allowance, | immediately rang the department for work and
pensions to ask them for the required AA forms. After the forms arrived at BD’s property, we helped BD fill them in
and send them off. We helped BD deal with other financial issues regarding bills and loans which needed to be
looked into. After communicating with a number of different loan companies and BD’s bank we were able to set
up direct debits which would pay an amount off her debts every month. This helps her keep control of her debt’s
which stops any of her current debts spiralling out of control.

We have been able to help BD care for her husband and gain advice on his illness by contacting and working with
a number of differing agencies such as Age Concern, Macmillan, Carers UK and Social Services. BD now has
carers come to her home twice a week to support her so she can spend some time on herself by either getting out
of the house to go shopping or see friends or maybe just relaxing. Macmillan has sent BD information regarding
her husband’s iliness and support groups which are nearby that can give her additional support is she requires.

5



Centre for Policy on Ageing CPA

Please email your response to evidence@cpa.org.uk by 14" November 2014.

Social Services have been in constant communication with BD, they have helped her with home adaption’s such
as a walking shower and hand rails which will make her home more safe and friendly for herself and her husband.

When | spoke with BD regarding her opinion on our support she was received, she was more than happy our
services and the support we have provided her such as; the assistance with benefits/debts and the coordination
between other agencies and herself regarding her husbands illness and care needs.

LH.

LH is a lady with a physical and mental illness which significantly impairs her ability to manage day to day tasks
and has impacted upon her housing situation over a number of years.

At the point of referral, LH was living in a Merthyr Tydfil Housing Association property; struggling to cope with her
mounting debts, looking after and leaving her property. LH wanted help to move to another housing association
property which would be better situated to her needs. However, in order for her to move she needed to decorate
and clean her current property even though she had no available funds.

We assisted LH in contacting her current housing association and discussed with them her need to relocate to a
ground floor property. We undertook resettlement work with LH helping her gain access to funds through the
Social Fund Budgeting Loan. This loan helped her pay for a decorator to repaint and clean her flat and for
specially adapted furniture for her new accommodation. We helped set up new utility accounts which saved her
money, arranged payment plans and have supported her to engage with CAB to apply for a Debt Relief Order
which has enabled her to manage her debts and has ensured that she is prevented from taking out additional
loans which promotes her ability to manage her income and expenditure more effectively.

In order to support LH to remain in her current home in a safe and clean environment, we have helped her devise
a household planner which focuses upon her carrying out small tasks on a frequent basis in order to uphold the
cleanliness of the property. Moreover, in respect of her own personal hygiene and emotional and physical well
being, we have accessed a number of household items which has enabled LH to live independently and increase
her confidence by being able to function without intensive intervention and support.

LH manages her own income by prioritising utility bills and has successfully set up her own bank account and
engages positively with services that support her emotional and physical health. This includes LH attending more
social events and managing her own medication which is stored appropriately within her own home and taken as
prescribed. When | spoke with LH regarding her opinion on the support we have provided, she was very happy
with her move to her new accommodation which was more suited to her needs. Being able to look after her own
financial affairs and access her accounts online has enhanced her ability to manage and cope with issues she
has previously struggled with.

Wales and the West Housing Association
Case Study

Mrs X — Ty Pontrhun

| was contacted by Social Services in need of immediate accommodation for Mrs X. This 80+ lady had
unfortunately been a victim of flooding at her home, so this was a matter of urgency.

| contacted my manager and our housing options team who arranged the necessary paperwork to begin a
tenancy for Mrs X. Later that evening she moved into the scheme, and was welcomed by myself where |
explained the rent process and the terms of her tenancy. There | left her to settle in.
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The following day | paid a visit, and she confessed that she may not be able to stay, due to inability to pay the
rent. | spoke with her at length and reassured her that we would find a solution and eventually she agreed to
apply for housing benefit.

Unfortunately Mrs X had no next of kin, and as she was unable to read and write, | explained the process of
applying for housing benefit, and began to assist her in completing an application form. We then travelled together
to the Housing Benefit offices, where | acted on Mrs X behalf by explaining the situation and that her home was
uninhabitable until it had dried out and been redecorated, the forms were submitted and a few weeks later
housing benefit had covered her rent. | then referred her to Age Concern who conducted a financial health check
with Mrs X and offered assistance in helping her to manage her finances, as a long term solution was required as
she would eventually be moving back to her own home.

This lady was in need of assistance to help her to remain living independently, and with one to one help from
myself and by working in partnership with external agencies, she was able to maintain that independence. She
has since returned to her home, but | am confident that her experience at Ty Pontrhun was a positive one.

Age Connects Morgannwg - Case Study

Mr ‘M’ is a 61 year old man who lives alone. He has learning difficulties, poor living skills, and had lived at the
property with his grandparents until they passed away. He had been living in squalid conditions for a number of
years with no running water, gas or electricity at his property. This caused a lot of problems with both his
personal hygiene and cleanliness at his home; there were sewerage issues and reports by neighbours of rat
infestation. Mr ‘M’ was referred to Age Concern Morgannwg by Environmental Health in 2012. They had
concerns for his wellbeing and had known him for 4 years, but were unable to refer him as he was unwilling to
accept help.

Issues identified

Property issues — had no running water, electricity or heating

Personal care — unable to wash or do any laundry

Cleaning & cooking

Had no money, never claimed benefits would take neighbours dogs for a walk and they would pay him £1
- £2 which he used to live on so his income needed to be maximised

Debt problems

Managing mail/paying bills

Health checks — hadn’t been seen by anyone for years

Suffered with depression

Mobility issues — poor mobility

Outcomes achieved

e Applied for a grant through the local authority for essential works , as there was no water pipes connected
to the property they had been stolen several years before , this had to be done in order to have a running
water supply and to install heating

e Applied for a grant for a new heating system with the NEST scheme. He was accepted and due to the
conditions he had been living in, was given priority.

e Contacted utility companies who were happy to help. He had a debt of £2700 with Welsh Water, but after
explaining his circumstances they agreed to clear the debt and reconnect his supply.

¢ Liaised with the Council Tax department as he had arrears of £10,000 they agreed to put a charge on his
property of £8000 and the other £2000 was attached to his benefits to make it easier on Mr M

¢ Applied to the Job Centre for Employment Support Allowance; the application could take up to 10 days.
He was given a crisis loan to help until his ESA claim came through.

e Opened a Post Office account.
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¢ Discussed budgeting plan and now makes regular payments to his utility providers

e Accompanied Mr ‘M’ to the doctors to register as he had not seen any health professionals for years. A
sick note was given to support his ESA claim and he was also examined and given further appointments.

e Contacted social services to assess his needs.

¢ Maximised benefits by applying for and getting pension credit.

e Applied for a Community Care Grant and a British Gas Grant — both were accepted and enable Mr M to
purchase furniture and carpets

The quality of life of the service user has improved and is still supported by ACM and is so grateful for everything
we have done and continue to do to help him.

Background of service user

Age Concern received a phone call from this service user’s daughter who was very upset and distraught; she
stated that her dad was not coping around the home and that he had lots of unopened mail his house was in a
state of disrepair and his health was deteriorating. His daughter said that he was forgetting lots of things and that
he was going out with his 2 dogs and he could not be found for hours, she also stated that the service user
parents had both had Alzheimer’s and that she was concerned about her father as he was very confused about
lots of things.

When the support worker called out to complete a first assessment she was very concerned about this service
user, he had not paid any bills for over 5 months there were red letters and final demands everywhere, but the
biggest worry was that in this time he had ignored his mortgage repayments and now the was a repossession

order on the property and he was due in court in 2 weeks time. The service user did not understand what this

meant he was very confused and bewildered.

Support provided

e Contacted the GP for service user to have appointment, doctor referred him to consultant for assessment.
Contacted Shelter Cymru for advice on the repossession and they stated that he should try and move to a
rented property as the repossession order was going ahead and he had now way of clearing the arrears.
Took service user to the housing advice centre and complete a homelessness application.

Took service user to citizen’s advice bureau who advised him that it was best to file for bankruptcy.

Took to bank to open new account.

Took to hospital to see consultant awaiting a brain scan.

Took to Mental health team for them to complete an assessment.

Too service user to few several properties as he would like to keep his dogs.

Completed a DLA application.

Applied for council tax discount due to mental heath.

Boxes taken to property to pack up all his belongings and arranged for removal of furniture.

Set up nomad pack for medication to be delivered.

Arranged for home care assessment as service user is not coping with personal care issues.

To set up direct debits for all utilities.

Outcomes Achieved
e Service user has moved into a 2 bedroom flat and can keep his 2 dogs there with him.
e Property is clutter free and he is having a bath chair and grab rails fitted.
e Home care assessment took place and homecare calls will start calling on a daily basis to make sure that
service user personal hygiene is fine.
e Direct debits are set up as service user struggles to remember what has to be paid and when it has to be
paid by.
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e DLA has now been awarded

Ty Cwm SP service delivery:

Support is delivered to all tenants at Ty Cwm in a planned way on a one to one basis, with all tenants having an
allocated support worker who works with them to draw up and implement an individual support plan. This ensures
that positive outcomes are achieved in relation to managing accommodation effectively since there are staff on
site to monitor any potential concerns around a tenants ability to manage their home.

The nature of the accommodation at Ty Cwm naturally supports the achievement of positive outcomes in relation
to Feeling safe and contributing to the safety of self and others.

In meeting the SP aims of managing relationships, feeling part of the community, engaging in learning, managing
physical / mental health and leading a healthy and active lifestyle we have developed a comprehensive and
varied programme of activities for tenants. This has been achieved through working in partnership with third
sector organisations, volunteer programmes and the tenant’s committee.

We are continuously working towards developing and sustaining a culture of inclusion at Ty Cwm through building
a community within a community. Tenants who are unable to access the wider community will not be isolated and
will experience community inclusion not only through interaction with staff and tenants of Ty Cwm but also
through contact with external agencies who attend the scheme. By working in this way with other organisations
and services, the tenants of Ty Cwm are able to interact with a varied cross section of the wider community. Much
of what is organised to take place at Ty Cwm is also open to families, friends and older people living in Merthyr.

A 6 month older persons floating support project has recently commenced with a support worker based at Ty
Cwm. The tenants who are being supported on this project have been / will also be supported to attend the
activities and events on offer at Ty Cwm.

Examples of the opportunities available to tenants are as follows:

The Prepare to Care Course — In partnership with Merthyr and the Valleys Mind, a 6 week ‘Prepare to Care’
course was delivered at Ty Cwm, with the facilitator using the meeting room here. The course was attended by a
mix of tenants, Ty Cwm staff, relatives of tenants and participants from the local community. The course aims is to
educate participants regarding the principles of care; self care for informal carers and advocating the rights of
carers and those who are cared for and is accredited. Two of our tenants, a couple in which the wife is a carer for
her severely disabled husband attended and their achievement in completing the course was recognised at an
awards ceremony, with the wife saying that attending the course had highlighted to her the fact that her husband
could still have a say in his care.

A second Prepare to Care course is due to start in September 2014 — again this will be open to tenants, families
and the local community.

Project 5 — We have linked in with Project 5 which is a volunteer programme engaging with older people to
improve 5 ways to health and wellbeing. Through this programme, the project 5 volunteer co-ordinator recruits,
trains, CRB checks and supervises volunteers who facilitate activities for the tenants at Ty Cwm.

This means that, in addition to our tenants being able to engage in extra activities, volunteers from the wider
community are able to develop their skills and experiences.

Through Project 5 we have therapeutic hand and foot massage, arts and crafts, nail painting and first aid with the
Red Cross.
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Communities 2.0 — Communities 2.0 digital inclusion service has delivered an I.T class at Ty Cwm, for which the
participants received an adult learning award last year.

The reception staff at Ty Cwm were trained to deliver |.T learning and have since engaged in one to one sessions
with tenants. In September this year Communities 2.0 will be returning to facilitate a further classroom based I.T
course for tenants and will simultaneously be training volunteers through Project 5 in order for them to continue
the service longer term.

This is your life — We have facilitated history project with tenants using a volunteer graduate who compiled some
of the stories of tenants which will be used in a book recording the memories of Ty Cwm tenants. This work is
being continued by volunteers of project 5.

Clothes shop — Every month, a mobile clothes shop sets up in the communal area of Ty Cwm. Sian’s Mobile
Fashions caters for the fashion needs of older people and means that tenants who are self conscious of or unable
to go clothes shopping are able to see what’s on offer and try things on.

Cyfarthfa Greenhouse — We have linked in with Cyfarthfa Greenhouse and supported tenants to attend
workshops such as jewellery making, wreath making and horticulture. The greenhouse also offered Ty Cwm’s
gardening club a hydroponic pod in which to germinate seeds for our gardens. Some of the workshops attended
have been accredited.

Friends of Ty Cwm — a group of tenants were supported to set up a tenants committee and are a constituted
voluntary group who are able to fundraise and apply for grant funding to pay for activities. They have secured Big
Lottery funding for transport costs which means that they have been able to book coaches for several trips over
the next 12 months.

The Friends of Ty Cwm also organise a weekly social evening where tenants gather in the communal area for
entertainers, karaoke and take away nights.

Cuppa with a copper — PCSO’s regularly attend a coffee morning where they are able to get to know some of
the tenants, which has succeeded in breaking down some of the barriers between tenants and police officers. The
PCSQ’s are able to use this opportunity to provide informal advice related to safety.

Reqular activities — Staff at Ty Cwm facilitate some regular activities alongside tenants such as:

Weekly coffee morning
Weekly afternoon tea
Weekly knitting club

Monthly cake decorating club
Monthly gardening club
Monthly armchair exercise

We also facilitate two fetes — Summer and Christmas — which are well attended by tenants, families, friends and
the wider community. This is an opportunity to raise funds for the tenants committee and allows the opportunity
for tenants to organise and run stalls / activities such as tombola, bric-a-brac, guess the weight of the cake etc.

Religious services - At times of significance, we have organised the attendance of a local church to deliver
services at Ty Cwm. (At present we have only Christian / Catholic tenants with faith needs.) We were aware of the
fact that there are many tenants living at Ty Cwm who are unable to attend church but for whom their faith has
been an important aspect in their lives. We have therefore brought Christmas, Palm Sunday and Communion
services to the scheme.
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Tidy Towns Merthyr — We have been fortunate in developing an effective relationship with Tidy Towns Merthyr
whose engagement with Ty Cwm has benefitted the tenants through provision of resources for the gardening
club.

Hair salon — Ty Cwm has a fully functional hair salon and we have a mobile hairdresser who attends weekly and
to whom many tenants go for their hair cut. This allows tenants to re-capture the social aspect of attending a hair
salon rather than seeing a mobile hairdresser in the confines of their home.
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