An overview of key messages from stakeholders in the implementation of Self Directed Support in Nottinghamshire

The purpose of the report is to consider the issues identified by stakeholders in the practical implementation of Self Directed Support.

Introduction

This report was written on the basis of collating the views of several relevant stakeholder groups, during the months of October and November 2008. Staff employed by Adult Social Care and Health in a variety of settings, this was primarily via the roadshows; also face to face meetings with some  Assessment and Care Management Teams (ACMT’s) and Deaf and Visual Impairment Team (DVIT) staff, and management forums. A group of older people were given a presentation and contributed to the feedback, and the views from a carers forum were included.

Within Learning disability services Community Learning Disability teams( CLDT’s) were visited, the learning disability partnership board, and supported living strategy group also gave their views.

Visits to a Physical Disability (PD)/ under 65 team have taken place, there have also been two Mental Health seminars, and a meeting with PD transitions co-ordinators.

The feedback needs to be considered within the context of the early stage of planning. 

Many of the issues raised in feedback are relevant to all groups of service users and carers, and many of the concerns of staff are similar. Where there are particular positive or negative issues for a service user group they will be addressed separately.

Benefits
Generally most groups of people were quick to see the positives of Self Directed Support. The overall view of Self Directed Support was that it was likely to lead to improved lives for service users, but only if it was implemented properly. There was quite a lot of doubt in the minds of both staff and user groups about how this would be achieved. This was often in relation to the financial viability of personal budgets, also some comparisons have been drawn between how Direct Payments were first promoted and how they have actually worked.

Person centred 

The most obvious benefit for older people was that a personal budget was more person centred, and could really be tailored to meet individual needs. People would be more in control of their own services, and that it may lead to services becoming more flexible for example day centres staying open longer, and people being able to get more out of hours support.

Within learning disability services there is already some expertise built up around person centred planning that could be used as a basis for a wider roll out of training in this area. Physical disability and vulnerable adult teams have piloted outcome focussed planning and have extensive experience of Direct Payments. Therefore they were very positive about the advantages of Self Directed Support.

There is a recognition in mental health services that there is generally a poor take up of Community Care Support budgets, and that services on offer often do not meet the needs of service users, therefore Self Directed Support was seen as a positive move that could enable a more creative range of solutions for people who use mental heath services, and enable them to play a central role in their own care and recovery. 

Core Social Work values

Staff, in particular, seemed aware that the services that have been on offer for older people, often via block contracts have taken a “one size fits all” approach. Some staff commented that Self Directed Support was a “good fit” with social work values. Most staff felt that Self Directed Support could potentially enable them to move away from a mechanistic assessment process and concentrate on more complex work with service users where they felt their social work skills were best deployed.

Flexibility 

More flexibility in how the budget is used would be welcomed by groups who either struggle to use traditional services, or find them inappropriate. Older people from ethnic minority groups may be able to purchase more culturally sensitive services. Deaf people, or people with a dual sensory impairment cannot usually access traditional services due to their communication needs, a direct payment via a personal budget could overcome this. Though this does then raise the issue of where the staff with the specialist skills comes from. People with a visual impairment often do not need what is provided via homecare services, for example, help with personal care. However social inclusion and travel is often a concern for them, an outcome focussed support plan may enable them to purchase services that they actually want and need but are currently unable to readily obtain. The Deaf and Visual Impairment Team reported some creative use of Direct Payments already by people with a sensory impairment.

Partnership between users, carers, and professionals

Several staff groups in the road shows commented that a positive of Self Directed Support for carers and families was that they know the person best and will therefore be able to arrange the services and support that they know will be of most benefit. It allows families to continue offer the informal support that they are happy to provide and supplement it with paid care that is of most use in the family situation.

Challenges

The concerns raised by the various groups, are not recorded in any particular order of importance. In terms of priority, they all need to be delivered to implement Self Directed Support.

Integrated Working

There were many issues raised about partnership working. Some of these were very specific, how and when will issues about continuing care be picked up within a new assessment process? At the present time Health are unable to provide direct payments and although this has to date primarily affected people with physical disabilities, the roll out of Self Directed Support to other people, particularly older people, could lead to more situations where the two organisations struggle to provide a seamless service, especially if in time more older people and their families choose to employ their own staff.

Currently where physically disabled people become eligible for fully funded Continuing Care it jeopardises their existing care arrangements, in particular when they have successfully employed a personal assistant (P.A) through a direct payment. One way established and trusted relationships can be maintained is by the P.A agreeing to become a contracted health employee.   The Staying in Control pilot will be exploring these issues in further depth and seeking to find solutions to enable people who have health funding to have more choice and control.  However, the legal barrier to people having a personal health budget needs to be addressed at a national level. A recent legal challenge by a disabled man, about this specific issue was not upheld in the high court; therefore the viability of personal health budgets is still in question at this time.     

Within mental health services there are particular concerns about where Self Directed Support fits within integrated teams. Will Self Directed Support always be the responsibility of social care staff; in some teams this may be only one social worker, which clearly would be unworkable. Also where a service user receives support from a range of team members without a single named case worker, how is it decided where self directed support will sit within this model?

Learning disability services were concerned that where packages of care are delivered by both social care and Supporting People money, (which is not uncommon in supported housing schemes), if Supporting People money is not part of self directed support it will make it hard for different organisations to deliver a seamless and effective service. A dedicated supporting People post will start to explore some of these issues.

Funding

There was concern about the overall budget situation and whether the ideas behind Self Directed Support can be properly funded. Also recognition from staff working with older people, that older people do not have access to the funding streams that other service users have, especially ILF and DLA, and generally there is less use of Supporting People money. People also queried where other initiatives for older people fitted into the picture, i.e. extra housing schemes.

The sustainability of finance was of concern to learning disability services, recognising that many of their services are relatively high cost they were concerned if the Resource Allocation System (RAS) would adequately meet the actual need of service user.

Most staff groups raised the issue of residential care and where this does or does not fit into the RAS. Clearly there will still be need for some people to access residential care whether this is as respite, or short breaks schemes, or on a long term basis. It is unlikely that long term residential care will be included in SDS but the RAS needs to reflect where people still need to access respite care.  

Overall staff were worried that we might be creating a “boom and bust” situation, that generous Personal Budgets early in the financial year would lead to less money being available later in the financial year and that in turn would lead to inequalities in the size of Personal Budgets for service users with similar needs.

If service users their families and staff are to be able to make best use of personal budgets they will need clarity before implementation on what is in and what is out of the financial pot and what options are available to them.

The technical and practical challenges of developing a RAS are considerable.  The RAS highlights the existing anomalies and tensions in traditional resource allocations and different funding levels between user groups are made transparent by the RAS.  Work is underway on planning for the RAS but some difficult decisions will need to be tackled head on to deliver a workable RAS.  

Impact on Care Management

Older people that are eligible for social care are often in poor physical or mental health; therefore issues of hospital discharge are perhaps more pertinent here than with other service user groups. Hospital staff in particular wanted to know at what point SDS was raised with people, and were concerned about delayed discharges. Although guidance is clear that Self Directed Support is not intended to be the vehicle for offering support to people in crisis, it does raise the question of who does look at Self Directed Support once the crisis is over. Currently packages arranged in hospital are only reviewed in the districts, few are completely reassessed at this stage, if the expectation is that Self Directed Support is available to all older people then someone will need to do this work. 

Similarly in mental health services there was an understanding that the timing of Self Directed Support would be crucial to its success. People who are experiencing a mental health crisis are unlikely to receive self directed support but at what stage is it decided that it can be implemented, especially where someone’s symptoms lead them to chaotic or risky behaviour that may be of long duration.

Within learning disability direct services such as some day services and I-work (an employment scheme), there are posts that offer both assessment and review functions as well as direct input to service users support plans.  Whether some of this or all of this will be costed into the RAS and whether this role is split in some way to differentiate the different functions needs to be thought about, and workers in these areas queried what impact it would have on them.  

Conversely staff that have a primarily assessment role, .e. social workers were concerned that at present they neither have time nor capacity to manage the day to day services that people on their caseload may receive and queried who would be expected to write support plans and follow through with any on going support in ensuring the success of the support plan.

Who should perform the brokerage role and how it should be funded is a key consideration for the implementation of Self Directed Support.

Interface with other services

Staff working with older people are not yet clear where reablement services and intermediate care schemes fit into Self Directed Support. Will Self Directed Support be picked up at the end of reablement or via intermediate care or following discharge will ACMT’s do this work? The “journey” of the older person through some or any of these schemes is not particularly clear at present and will need to be in order for service users to have the right information and for professional to plan their intervention at the right time. Other services often used by older people such as Occupational Therapy also needs to factor into this. Older people also raised the issue of links with health services and were clear that they were looking for joined up services. Staff queried where the principles behind single assessment will fit within new systems. Mapping out the customer journey for older people  for example from hospital discharge, through reablement, and into self directed support, with due consideration for any other pertinent issues along the way, i.e. continuing care, or equipment, is underway.  

Commissioning 

There were many issues raised that related to commissioning. The majority of homecare services to older people are provided via block contracts with the independent sector, concerns about who would provide new and possibly unregulated services covered a range of areas. Capacity issues in rural areas were raised by staff in both the North and South of the county where even with enhanced payments agencies struggle to find staff. Economies of scale could be lost in a more personalised system and where typically older people are likely to have smaller budgets to spend that do not equate to full time employment for personal assistants; there were queries about how realistic it was for older people to find the support they need. 

Within physical disability services it is already recognised that there is a shortage of people available as personal assistants in some areas. Without a change in the social care market to accommodate this, then the availability of personal budgets may lead to even further pressure on a scarce resource. In addition where physically disabled people have struggled to find personal assistants, or have had to wait for support to manage their direct payment, they have tended to use services commissioned by the local authority. If large block contracts with home care agencies no longer exist in a more personalised market, then there may not be this “fall back” position available. 

For Self Directed Support to be successful, there will need to be a market from which people can make choices about what services to buy.  Market development is needed and existing and potential providers need to be engaged in planning for this new way of working.  Innovative ways of working need to be explored with providers to deliver on different people’s service needs and expectations. 

A dedicated contracts post has been appointed to and in April 2009 a provider conference for all local provider organizations was held.   

Support

Who will support people to manage their own care services was raised by almost everyone. For staff this was often tied in with concerns around financial exploitation, some older people raised this as well. Carers commented that it was an additional burden for many families who were already stretched to breaking point with their caring responsibilities. It was understood by everyone that there would be some people who would not be capable of managing a personal budget and who may not have family support willing or able to do this on their behalf. Therefore a range of effective brokerage support does need to be explored if older people and other service users, are really going to be able to exercise choice about moving away from existing services.

In discussions with a range of staff it has also become clear that there are some roles within ASCH that already offer some degree of what may be thought of as brokerage support. For older people it is often Service Organisers that actually arrange the homecare or sitting services, they will often problem solve day to day concerns that are raised by users and their families i.e., altering the times of calls or making small adjustments to packages.

Learning disability services have Community Access Workers who are able to advise on and arrange services for people. At least one example of pooling budgets was shared with the team, where a small group of people with a learning disability with support, have commissioned their own specific activity.

Staff based within physically disability day services also undertake a similar role, advising and helping people organise their activities   within their local communities, working towards specified goals and outcomes.

Physical disability services again have the most experience of using contracted direct payments support services. Concerns were raised that the current provider does not have the capacity to manage all the referrals made to the service and will struggle more if there are more direct payments. People may face a lengthily wait to receive the support that they need, and in the meantime remain unable to utilise their direct payments.

Staff working with people using mental health services raised their concerns that an outcome focussed assessment may raise expectations beyond what the support services may be able to deliver. 

Quality Assurance

Training of personal assistants and the quality of unregulated services was raised by all groups and at all of the road shows. At present because service providers are contracted and also monitored by the local authority there was view that this is a safeguard for people. Not only in terms of minimum standards and quality, staff training etc, but that information about service users deteriorating condition or other concerns are flagged up via service organisers, that can lead to a new assessment or other intervention. 

Monitoring of vulnerable people can also occur in other settings such as day services. Staff were concerned about where this would come from if services and staff were unregulated. 

The other side to this was about where personal assistants could receive their own support and training if they were no longer part of an organisation.

Many people considered that the local authority still had an important role to play in quality monitoring and suggested that this should at least mean that service users and their families could refer to a “preferred provider” list if they wanted.

Safeguarding and Mental Capacity

Many staff raised concerns about safeguarding and mental capacity issues. There does seem to be a common perception that there will be more financial abuse under Self Directed Support than before, there is no actual evidence at present for this, there is however evidence from direct payments research, that there is less not more financial abuse when physically disabled people have chosen this route. However this clearly links to concerns about unregulated services and lack of monitoring rather than more people being financially abused simply because they have more access to social care budgets. Older people and other service users, are unfortunately financially abused in current systems and people who wish to steal from them usually do so whether they gain a large or small amount of money by doing so. However as this is such a big area of concern it needs to be addressed in a robust manner by ensuring that current safeguarding practise is fit for purpose in Self Directed Support, and that there are clear links between safeguarding and any new systems that are created. A specific task group has been established to address these issues.

Some people also looked at this as an opportunity to undertake preventative work and more advocacy work with people so that they are enabled to make safe choices. For example working with people with a learning disability about friendships and relationships so that they are better equipped to recognise when they may be being exploited. 

Mental capacity was raised as an area of concern in older people’s services, due the large number of older people that are eligible for social care who have dementia. Some of these concerns stem from staff’s misconception that the mechanism for allocating a personal budget will be based purely on a self assessment model, rather than the actual supported assessment tool. There are many people who, due to mental health problems, will not be able to fully participate in this or understand the decisions that need to be made. Many older people with dementia are understandably in some denial about their deteriorating abilities and may not recognise the support that they do need. Currently within the assessment process it is common practise to take into account other peoples views, often carers, and make a best interest decision on the support that someone needs. The new assessment tool will reflect where there are differences of opinion, and will link clearly to the existing mental capacity assessment episode. If staff see that this has been addressed it should allay their concerns.

There do not seem to be any concerns about capacity raised in relation to sensory impairment. 

However mental health staff raised issues about dealing with fluctuating capacity and how this can be managed in a satisfactory way. 

Crisis Situations 

Risk and emergency situations were raised on several occasions. This is in the context that older people in particular, can suffer from sudden fluctuating health, and also in recognition that their carers, often their partners, are also elderly and may not be in good health themselves. Whether the RAS would be flexible enough to respond to a sudden change in need was of concern. Where will older people get an urgent response if they have chosen to arrange their own care? Will they be able to supplement their personal budget with other services outside the RAS such as intermediate care or reablement, and if not, how will their care be increased in an emergency situation? If an older person has chosen a support service or relative to broker their care for them would this task fall to that service or person? Even within the current support services available to people with a physical disability emergency situations are still referred back to the relevant ASCH team.  The decisions around brokerage services need to take this into account and future processes need to retain the capacity to respond to emergency situations.

Risk and Judgement

There was little discussion about risk for older people within the support planning process i.e., that older people would choose inappropriate or potentially dangerous ways of meeting their stated outcomes. There needs to be a robust risk assessment process in place prior to implementation so that any such occurrence can be responded to in a proactive manner. 

There seemed to more concern in relation to people who use mental health services, perhaps due to their age, (there is perhaps an assumption that older people are less likely to undertake risky activities), or as previously mentioned, behaviour that is already risky or lifestyles that are already chaotic. 

People who have complex needs and learning disabilities were perceived to be particularly at risk, and staff also commented that it was difficult to see Self Directed Support working for these people. This is an area that needs to be addressed in future staff training and information to carers. When people begin to see the benefits of Self Directed Support for even very severely disabled people, it will become clearer what is possible and will result in creative yet well thought out support plans.   

Carers Concerns

Carers issues tended to cross all of the above concerns, in relation to carers stress and their willingness or other wise to engage in Self Directed Support. There were particular concerns about existing services, many of these are valued and trusted. This is probably true for all service user groups. Day services often serve the dual purpose of providing respite for carers as well as a service for the person and this may not be easily duplicated in any obvious way using a Personal Budget that carers or staff could see. However this does not mean that in future support plans cannot address issues of respite care just as effectively. 

There were also some examples within the road shows of direct services being very flexible and supportive to carers at a time of crisis which enabled the carer to continue to their caring role, giving them peace of mind. For example, a day service that would take a service user if the carer had a hospital appointment or was unwell. 

There were also examples of where carers were well able to arrange their own services and appreciated the flexibility this offered, ie, carers’ vouchers.

Performance 

There were concerns about the implications of Self Directed Support in terms of performance monitoring. Older people’s assessment teams have been driven for a long time by some very clear performance targets, assessment timescales being a major one. Staff were unclear how this could or would be accommodated within Self Directed Support which would seem to be potentially be a longer process. New processes will have to take this into account.

Traditional service delivery arrangements will need to adapt to focus more on whether a person is being supported in the way intended (rather than on the delivery or quality of services) to look at a broader range of outcomes and perhaps to review resource allocation in the light of how well outcomes are being achieved.  An increased focus on the role of review would have resource implications and also raises the question about who is best placed to undertake a review based on outcomes rather than service delivery. Staff raised queries about who would do these reviews if it meant a longer piece of work. 

Early learning

The SDS team have started to build up considerable experience in engaging with different stakeholders. This should be an opportunity to review our key messages, training materials and how best to engage with staff and all other stakeholders particularly service users and carers.

There is always the issue that some stakeholders may be sceptical about the success of Self Directed Support and struggle to engage with the training materials.  However, with the results of the mini trial and other pilot work in Nottinghamshire there is an opportunity for people to benefit from hearing local people’s stories about how Self Directed Support has worked for them, which should have more meaning for local people and local services.  

Staff groups are now asking for some quite specific information about Self Directed Support. Mental health workers for example, identified wanting more examples of direct payments and mental health, more information about risk enablement panels, and more training around eligibility and thresholds for social care budgets. Other staff want to know how their own roles will change, whilst it is too early in the new processes to give concrete answers to this we need to begin to plan how and when these discussions will happen.

Next steps 

The Self Directed Support team need to look at ensuring that these issues feed into the project plans, and chart the resolutions or progress towards resolutions, making sure that this is communicated back to everyone effectively. 

Aspects of the implementation of Self Directed Support have different implications for different service areas. The lead people for each service area from the self directed support team need to advise senior managers about these operational issues for service areas to consider.  Resolution may require different development and solutions in their respective service areas.  

Jane Nandi 

Commissioning Officer 
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