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Two tweets

Richard Smith @Richards6
A brilliant German word:

' "“verschlimmbessern," which means

'to make something worse by trying
fo improve it'. Happens everyday
everywhere.

Details

Dr Peter Fuda @FeterFuda
Anyone seeking to make change
or create transformation should
prepare to be metaphorically
‘punched in the face’ at regular
intervals

Details




Overview

e Sharing a personal story
e Where are we?

— The difference personalisation (=> Personal Budgets?) is making

e Highlight the factors that enable and get in the way of good
planning

e The Care Act (and beyond)
e Share practical tools

* Integrated Personal Commissioning programme and other
Initiatives



Colin Royle

e Sharing a personal story of the difference good care and
support planning made



What is Think Local Act Personal?

WORKING TOGETHER
FOR PERSONALISED,
COMMUNITY-BASED
CARE AND SUPPORT

A Partnership Agreement
201417

Established in 2010 as a cross-
sector partnership of more than 50
organisations or associations
committed to advancing self-
direction and integrated care for
people with care and support
needs in England.

Works in a number ways:

e Shaping and influencing policy

* Informing and improving practice
e A catalyst for social change

* A model of “coproduction”



ADCS

o T

D-:_-—-- CEe L
e

— - cs_ @:—_m'l-mr q_— il kg LY H
H —— e 1 T Ay
el e 8 dillerem—re
MERNTAI
PRI Pr— (N HEALT
B L R
e L T iTeETwe e FI:I-H.LIM

MNCOCE

= :I"l'l:.ﬂl.'n- E‘

B E — == -

- -
I
i HI-'IIF:’

et

D
e

T

Soasas - S S AT

THE [TDLIESE BF
SOl 1AL WANOESC

|
|



Self-directed care timeline: 10 year

journey in England IPC
2015
1B NHS
Evaluation planning
guidance
2007 2014
Our Health, Putting Think Local Caring for
Our Care, People First Act our future Care Act
Our Say Y Personal White Paper b
White Paper 2014
2007 2010
2005 2012
PHB
Evaluation

2012




ASCOF (Adult Social Care Outcomes Framework)

To be counted as receiving self-directed support, the person (adult, older person or
carer) must either: be in receipt of a direct payment; or have in place a personal
budget which meets all the following criteria: 1. The person (or their representative)
has been informed about a clear, upfront allocation of funding, enabling them to plan
their support arrangements; and 2. There is an agreed support plan making clear what
outcomes are to be achieved with the funding; and 3. The person (or their
representative) can use the funding in ways and at times of their choosing.

Care Act 2014 Statutory Guidance 11.2

The personal budget is the mechanism in conjunction with the care and support plan
that enables the person...to exercise greater choice and take control over how their
care and support needs are met. It means:

* being able to choose from a range of options for how the money is managed,
including direct payments, the local authority managing the budget and a provider or
third party managing the budget on the individual’s behalf (an individual service fund),
or a combination of these approaches.

* having a choice of over who is involved in developing the care and support plan for
how the personal budget will be spent, including from family or friends.

* having greater choice and control over the way the personal budget is used to
purchase care and support, and from whom.



Individualised funding and self-direction:
Progress to date

More than 648,000 people now self-direct their support
through a personal budget, over 62% of those eligible

The total expenditure through self-direction in 2013-2014 was
almost £4.2 billion

23% have a direct payment

Pilots are underway to extend the use of direct payments to
residential care settings for the elderly

Personal health budgets were piloted in England from 2009-
12, with a “major expansion” is planned in 2015/16 for
people, where evidence indicates they could benefit



Proportions of people using self-directed
support and personal budgets by group

Who? Self-directed support / Direct payments
personal budgets

Adults 18-64 with a 91,615 64.1% 42,755 29.9%
physical disability

Adults 18-64 with a 88,445 82.7% 34,045 31.8%
learning disability

Adults 18-64 with a mental 33,725 28.5% 12,685 10.7%
health problem

Adults aged 65 or over 430,595 64.2% 62,420 9.3%

Carers (all ages) 110,915 64.1% 80,455 46.5%



Is it making a difference?

o Comteg) | NASTE A 3 thinklocal National report includes data from
more than 4,000 people
~)¢National * 2,679 personal budget .holder.s
S EIYENE ¢ 1,328 carers of people in receipt
Budget Survey of a personal budget.

Experiences of parsonal health budget holders

and carers across adult sodal care and health

Personal Outcomes Evaluation Tool
survey collects info on:

e Who budget holders are

e The choices they make (how to

self-manage / who plans?)

e How people experience different
aspects of the process

. |mpact on wellbeing




Outcomes for people

FIGURE 11: Difference personal budgets have made to lives of personal budget holders
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Independence (78.9%)
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Control over life (70.6%)

Feeling safe (72.8%)
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Self-esteermn (73.2%)



Variations by group
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How easy was the process?

> | | |
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Who did the planning?

No help ’I
Provider ’..l
Broker ’I

MHS ’.
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How does who helps planning affect outcomes?

Factors potentially associated with outcomes:
Support in the personal budget planning process

Family/ Council MHS helps | Independent | Provider | Plan
friends helps me | me to person helps | helps me | without
help me | to plan plan me to plan | to plan help
to plan

Quality of life

Self-esteem . 1.07

Relationships-

paid 1.13

Friends 1.00

Relationships-

family 0.80* 1.12

Volunteer-

community 0.9 0.92

Paid work 0.89 1.02

Where & who

you live with | 0.90 0.85

Feeling safe 0.85 1.00

Arranging

support 1.20

Independence  1.17 0.90

Control

over life

Mental health

Physical health

Dignity 0.82 1.15




Being involved in planning affects outcomes?

Factors potentially associated with outcomes:
The personal budget process

Views included | Views included Views included | Council/NHS made
when needs when budget when support | the personal budget
Outcome assessed amount was set | plan written process easy

Quality of life
Self-esteem

Relationships-
paid
Friends

Relationships-
family

Volunteer-
community

Paid work
Where & who
you live with
Feeling safe
Arranging
support
Independence

Control
over life

Mental health
Physical health

Dignity




Factors closely associated with good outcomes

 People being able to lead the planning process and have
choices over who to involve

* People’s views included in other aspects of the process (e.g.
in assessment and budget setting)

e The overall process feeling “easy” to understand and navigate

e Afocus on whole life outcomes — in particular people being
supported to access community and leisure

e Support to understand and access the range of support
options available

e The availability of personal assistants
 The availability of a diverse range of care and support options



What the Care Act requires

Other key principles which underpin the Act that councils must have
regard to are:

¢ The importance of beginning with the assumption that the individual is best-
placed to judge their own wellbeing.

* The individual’s views, wishes, feelings and beliefs.

* The importance of preventing or delaying the development of needs for care,
or needs for support, and the importance of reducing needs of either kind that
already exist.

* The need to ensure that decisions about the individual are made having regard
to all the individual’s circumstances. It is important that these decisions are
not based only on the individual’s age, or appearance or any condition of the
individual's or aspect of the individual’s behaviour which might lead others to
make unjustified assumptions about the individual’s wellbeing.

* The importance of the individual participating as fully as possible in decisions
relating to the exercise of the function cancerned, and being provided with the
information and support necessary to enable the individual to participate.

* The importance of achieving a balance between the individual’s wellbeing and
that of any friends or relatives who are involved in caring for the individual.

* The need to protect people from abuse and neglect.

* The need to ensure that any restriction on the individual's rights or freedom
of action that is involved in the exercise of a function is kept to the minimum
necessary for achieving the purpose for which the function is being exercised.

The Care Act section 1 (3)




The Care Act 2014 on planning:

“The person must be actively involved and influential throughout the
planning process, and should be free to take ownership of the
development of the plan if they wish. There should be a default
assumption that the person, with support if necessary, will play a
strong leadership role in planning. Indeed, it should be made clear
that the plan ‘belongs’ to the person it is intended for.” (10.2)

“Ultimately, the guiding principle in the development of the plan is
that this process should be person-centred and person-led, in order to
meet the needs and outcomes of the person intended in ways that
work best for them as an individual or family. Both the process and the
outcome should be built holistically around people’s wishes and
feelings, their needs, values and aspirations, irrespective of the extent
to which they choose or are able to actively direct the process.” (10.3)



The Care Act 2014 on planning:

“The plan must detail the needs to be met and how the needs
will be met, and will link back to the outcomes that the adult
wishes to achieve in day-to-day life... This should reflect the
individual’s wishes, their needs and aspirations, and what is
important to and for them, where this is reasonable. This
process is central to the provision of person-centred care and
support that provides people with choice and control over how to
meet their needs. The local authority should encourage
creativity in planning how to meet needs, and refrain from
judging unusual decisions as long as these are determined to
meet needs in a reasonable way” (10.31)



The Care Act 2014 on planning:

“The guiding principle therefore is that the person be actively
involved and is given every opportunity to influence the planning
and subsequent content of the plan in conjunction with the local
authority, with support if needed. Joint planning does not mean
a 50:50 split; the person can take a bigger share of the planning
where this is appropriate and the person wishes to do so. A
further principle is that planning should be proportionate. The
person should not be required to go through lengthy processes
which limit their ability to be actively involved, unless there are
very strong reasons to add in elements of process and decision
making. Wherever possible the person should be able to be fully
involved in the development of their plan, and any revision if
circumstances change, with minimum process. ” (10.32)
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What we know about good planning

Key elements to get right:

-{j think local

act personal

Delivering Care and » AL 1) Moving from :
Support Planning assessment to planning

of the Carg ACL 2018 2) Choice of who supports
the process and how

3) What goes in the plan
and how it is recorded

4) How the plan is agreed
and signed off

5) How the planis
reviewed




For each of these elements

1) What good looks like

&3 think local_ A 2) What the Care Act requires
S " 3) What works in practice
CEUVER N Lo At 8. 4) What doesn’t work

Support Planning

SLEFI!}!]!}-IHQil'r1:|.'.l1E'I'I'|E!'ItE|tiCIF'- i 5) Examples throughOUt

of the Care Act 2014 o 6) Summary

7) Recommendations




For example...

Lancashire Council has outsourced

care and support planning and brokerage
functions, and in doing so has embraced
the concept of choice and control. People
can choose who helps them to plan via the
council’s online information and advice/
portal. Once selected, this person can help
the individual download their outcomes
from the completed assessment as the
basis for care and support planning, and

if wanted, the same person can “stick
around’ to help put that plan into action
and review progress.

Hertfordshire Council uses a variety of
ways to engage and support people in the
planning process — including high guality,
accessible web pages, a wide array of
facilities and venues that provide information
(e.g. libraries, community centres, leisure
centres), a call centrefirst point of contact,
a focus for every teamn on giving out
information, modern leaflets, trained staff
and an e-market place for support that
doesn't need to be commissioned.

Where the plan is supported by someone
familiar with or close to the community
where the person lives, and/or is from

a non-professional background, there
appears to be greater creativity and use of

moatiies] cnmmartes Thars e cramnn naindanen

People2People CIC and Shropshire
County Council have worked together
o design a systemn that provides
support to plan and implement plans

in neighbourhoods across the county.
People2 People employs social workers,
social care staff and local people as
volunteers who meet with people in
"Let's Talk Local Hubs" where
conversations during support planning
focus on opportunities to access natural
resources and supports rather than service
based solutions.

They aim to support people to plan for
their own support and/or have help to
develop their care and support plan in a
quick and timely fashion — in line with the
emphasis in the Act on early intervention
and prevention which also helps to
manage or reduce demand for more
intensive and expensive support.

Derby City and Derbyshire County
Councils have developed Local Area
Coordination (LAC) in some of their
neighbourhoods. The prindples of this
asset based approach are felt to be
embedded in their arrangements for care
and support planning, where the doser
those tasked with the responsibility of
helping people to plan (and then realise

B B T T R [ = P



Some key findings:

“The most creative and person-centred planning processes and
plans occur when care and support planning is one step
removed from the assessment of need, whilst ensuring a
seamless and invisible transition from one step to the next.”

“Where the plan is supported by someone familiar with or close
to the community where the person lives, and/or is from a non-
professional background, there appears to be greater creativity
and use of natural supports. There is some evidence that this
reduces demand for more formal support.”

“Time pressures lead to less good plans and less good
outcomes, in comparison to those who are supported to plan
over a longer timeframe —i.e. quick planning driven by resource
constraints and short term horizons is a false economy”



Disabled people involved in planning

Disabled people and their organisations in England
successfully deliver support planning and brokerage to a wide
range of people and have adopted different approaches for
people with different impairments and circumstances.

Support planning was experienced as more ‘human’ when
delivered by disabled people

People whose plan was facilitated by disabled people were
more likely to self-manage and to take a direct payment (DP)
than those whose support plan was delivered by local
government staff.

The peer support element of planning was highly valued.

Disabled people’s organisations (DPULO’s) need investment in
capacity building and involvement in strategic partnerships to

optimise their contribution. _
Final report, Support Advocacy and

Brokerage Demonstrator Programme,
Office for Disability Issues 2011



Type/model of
support planning

Local
Authority (LA)

Number of hours
of staff time

Cost per hour

Information about different models...

Estimated cost
per care and

support plan

Whole process
of assessment,
care and support
planning

and money
management
outsourced

£116 average cost
per support plan
(includes some done
in group planning
workshops as well
as individual 1:1
Sessions)

Care and
support planning
outsourced as
discrete function

3 to 4 hours for
basic level of
support, up to 6 to
7 hours for more
complex support

£18 per hour

Between £54 and
£126 (excludes
separate service
level agreement

for management,
admin, support plan
allocation etc.)

£450 for care
and support plan
(includes help to
implement it),
£200 for review
{includes help to
implement it)

Use three
arganisations,
average hours not
provided (though
one capped at 10
haurs)

Two out of

the three
organisations
hawve hourky
charge of £10 per
hour

One organisation
provides free
support planning

if no support plan
previously been
produced and
decision not made

re which support/
Senicefactiity wanted,
one charges £100 for
support planning

Takes average 3
to & hours but not
paid by hour, paid
based on set tariff
for support plan

Support planners
paid £11.80 per
hour {excdudes on
costs and travel)

£75-£100 per plan -
agreed set tarnfi




Questions/reflections



The Care Act 2014 on planning:

Combining plans

10.73. Local authorities should not develop plans in isolation from other plans (such as plans
of carers or family members, or Education, Health and Care plans) and should have regard

to all of the person's needs and outcomes when developing a plan, rather than just their care
and support needs.

10.74.  The local authority should attempt to establish where other plans are present, or are
being conducted and seek to combine plans, if appropriate. This should be considered early
on in the planning process (at the same time as considering the person’s needs and how they
can be met in a holistic way) to ensure that the package of care and support is developed in
a way that fits with what support is already being received or developed. For example, this
may be where the plan can be combined with a plan being developed to meset other needs,
or where a plan might usefully be combined with that of a carer, or family member. In all
circumstances, the plan should only be combined if all parties to whom it is relevant agree
and understand the implications of sharing data and information. It is the responsibility of the
local authority to obtain consent from all parties involved, and the combination of plans should
aim to maximize outcomes for all involved.

10.75.  Where one of the plans to be combined is for a child (below 18 years old), the child
must have capacity to agree to the combination, or if lacking capacity, the local authority must
be satisfied that the combination of plans would be in the child's best interests. Often it will be;
but where there is a conflict of interest (for example a parent does not wish to support their 17
year old daughter’'s wish for greater independence) it may not be (see chapter 16 on transition
to adult care and support).

10.76. The local authority may be undertaking care and or support planning for two people
in the same household who require independent advocacy to facilitate their involvernent. If
both people have the capacity to consent to having the same advocate, and the advocate
and the local authority both consider there is no conflict of interest, then the same advocate
may support and represent the two people. If either person lacks the capacity to consent to
having the same advocate, the advocate and local authority must both consider that using the

mamam Aacrdimeate emiald rat eaias A ssaflied AF inbaract Aans e ild e in Has Back imtarasta af et



Integration

e Five Year Forward View, NHSOF (Domain 2)

e Better Care Fund, Integration Pioneers, Integrated Personal
Commissioning

A proactive
approach to
improving your

experience of care
and preventing
crises

A different
conversation with
the people
involved in your
care focussed on
what’s important
to you

A shift in control
over the resources
available to you,
your carers and
family

A community and
peer focus to
build your

knowledge,
confidence, and
connections

A wider range of
care and support
options tailored to
your needs and
preferences




Personalised care and support planning tool

Personalised care &
support planning

Supporting integrated care for people with health and f{',‘(;‘ D) \-‘?‘2\\ J
social care needs . O . > " 2

Find out more about the tool >

What is personalised care & support planning =

Glossary >

Conversation Making it happen



Personalised care and support planning tool




Personalised care and support planning tool

4.+ Personalised care and support planning tool

Fudl

Context Preparation Conversation Making it happen Review

il .

This episode is initiated when Michaela attends the GP i g Selecta different character..

practice with worsening shortness of breath and
wheeze and the GP who has known her for a number of
years notices she is more dishevelled that usual.

Overview

Care and support planning is initiated from the GP practice. It is the service




Personalised care and support planning tool




Personalised care and support planning tool

{.> Personalised care and support planning tool

.'{f%‘.-'.‘ . - e | why
i £ 5y ) = b
i = h

Context Preparation Conversation Record Making it happen Review

Preparation

What this means for the workforce

Adminstrator

» Administration of appointments / pulling together information from
different agencies and sites / administration of team templates.

» Resource design [ production including localisation / use of appropriate Overview




Person-centred care and support planning tool

* Beta version
e Seeking feedback now, with a plan to...

— Update existing resource
— Add practical, bridging resources

e Open question about what next
— Events?
— Training?
— Promotion?
— Etc.



Other tools

PERSONAL BUDGETS MINIMUM PROCESS FRAMEWORK About the tool 7

ISl INTIAL CONTACT Ed ASSESSMENT [l MONEY MANAGEMENT [EJ CARE AND SUPPORT [ REVIEW AND MONITORING [EJHEED

INITIAL CONTACT INITIAL CONTACT INITIAL CONTACT ASSESSMENT

Proportional Positive transitions Financial

First contact
approaches for young people assessments

ASSESSMENT ASSESSMENT ASSESSMENT ASSESSMENT

Creating Statutory
knowledgeable Financial advice assessment of
families need

Resource
Allocation




Other tools

INFORMATION AND ADVICE What s the

Feedback
STRATEGY TOOL ek

929  GETTING STARTED

G wHERE ARE WE NoW:?

- WHERE DO WE NEED TO GET T0?
= How WILL WE GET THERE?

c¥o)  WHAT RESOURCES WILL WE NEED?

M HOW WILL WE MEASURE SUCCESS?



C4CC work: developing the workforce

This discussion paper looks at a key element in achieving our vision: the people who are part
of the health and social care workforce. Planning, developing and supportingan integrated

workforce that routinelyworksin a person-centred, community-centredway isa complex
and multi-faceted challenge. To make it easierto understand and respond to, we’ve broken

it down into four areas:

Mind-set challenges for person and community-centred care;
The specificknowledge and skills that are needed,;

The importance of supportive working environments; and
Capacity and roles: workforce planning.

This paperis intended to stimulate discussion. It briefly sets out some ideas on:

1.

2.
3.
4

The context: what do we mean by person-centred, community-centred care?
The workforce challenge

What is needed to create change at the local and national levels?

What action might the C4CC partnership take?

We would welcome feedback and ideas in response: contact details are at the end of the

paper.



C4CC work: improving system levers

This briefing looks at the decisions made at a national level, which have an impact

on the ability of people locally to work in a person-centred way. These national

decisions are often referred to as “system levers”. The purpose of this briefing is to:
« focus thinking on key levers

« promote consideration of opportunities for action and influence
« stimulate consideration of potential C4CC partner roles and activity

Discussion of system levers can quickly become technical and complex. The NHS
alone is an enormous and complex system — and things get even more complex
when we try to think about the NHS, social care and the community at the same
time.

This briefing therefore attempts to simplify somewhat, to promote a focus on what is
important, so that we can plan and take specific action. It will not go into detail, but
rather give examples and attempt to set out the key issues. It asks:
+ What do we mean by system levers?
» What does this mean for person-centred care for people living with long-term
conditions?

» What needs to be done, and how might C4CC help?



Summary of resources

Delivering Care Act care and support planning
Person-centred care and support planning tool
|IAG strategy toolkit
Minimum process framework S
Making it Real —
All available from www.thinklocalactpersonal.org.uk

CA4CC workforce planning discussion paper


http://www.thinklocalactpersonal.org.uk/

One question

e What one, small thing can you do?



Stay in touch with TLAP

Website: www.thinklocalactpersonal.org.uk
Email: rich.watts@scie.org.uk
Twitter: @TLAP1 @rich_w



http://www.thinklocalactpersonal.org.uk/
mailto:rich.watts@scie.org.uk
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