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CLLR FELICITY HINDSON:  Good morning, ladies and gentlemen.  A very warm welcome to the third public meeting of the Commission on Personalisation.  

I do have to give you the apologies of the Leader of the County Council, Councillor Ken Thornber, who has been called away on urgent business; and we also have apologies from Commissioner Andrew Lloyd and Commissioner Peter White; and Commissioner Professor Debra Humphris will be joining us at the coffee break later in the morning.  

I do want to thank you in the audience who have attended Sessions One and Two and are here again to listen to our speakers.  I trust this means that you have found the earlier sessions interesting and helpful, and I am sure that today will be no different from our earlier events.  

Thank you too to those new members of the audience who are here for the first time.  I hope today will provide you with some interesting and thought‑provoking insights into this broad‑ranging debate which the Commission is considering.  

Thank you as well to the commissioners, who are committing their time and expertise to help understand what needs to be done to make personalisation work for the population.  

Our second meeting in June had several messages and I will reflect on just three.  Firstly, that the central theme of personalisation is universal entitlement.  The local authority must ensure that all people, whether or not they meet eligibility criteria, have access to advice and information on care and support.  Secondly, that individuals have the responsibility to plan for care needs in their old age.  A range of measures are needed to ensure that there are incentives for people to save in order that we can move away from what is seen as a current system that is very unfair where those with moderate incomes and savings fare least well.  Finally, there is real enthusiasm for the local authority and Primary Care Trust to work together to support people with personal budgets who cross the health and social care system as mooted in Lord Darzi's review of health entitled High Quality Care For All.  

Today we are looking at the care market.  The transformation of adult social care towards a more personalised system will require a market where it is possible for people in need of care and support to be able to access care that is readily available, of good quality and has spare capacity.  

In Hampshire we have 478 providers of residential and nursing care and 190 of domiciliary care on the preferred list of contractors some of whom, or their representatives, are here in the audience.  We welcome the opportunity to join with you and hear evidence from all our experts today to understand how the market needs to work to meet the expectations and aspirations of personalisation making sure that people truly are put first.  
I would like members of the audience who have questions which have not been answered during the presentation or subsequent questioning by the commissioners to tell members of staff what is their question either verbally or written down, and indeed there are forms available so that any questions can be written down, and we will endeavour to answer them and post them on the website.  

So I now take great pleasure in handing over to our first speaker of the day, Ritchard Brazil from Stamford Forum, and this is an association of people who work with and for individual, community, organisation and social development.  Rather than a think tank they are a listen, think, do, talk, learn and share tank, and are influential in shaping Government policy to improve outcomes for people who need care and support.  So we very much welcome Ritchard Brazil.  Thank you.  

MR RITCHARD BRAZIL:  Thank you very much.  It is always strange to be the first person to go as it were.  I am not sure which way to face.  I will look this way.  I am tempted to look this way and hope that you listen.  That is the best way to do it I think.  

Thank you for the kind introduction for the Stamford Forum.  It is incredibly ambitious.  I would like to say that we actually meet the aspirations of those sorts of phrases, but it is probably not true, certainly not yet anyway.  

The Forum actually is an odd group of people.  It currently numbers 26 people, and the closest possible description is a kind of a think tank.  The difference is it does not have a chief executive and it does not have leadership, so what the Forum works on are the interests of the members.  It meets six times a year, and then meets for a two‑day session in Stamford in Lincolnshire (hence the name the Stamford Forum by the way, that is where it comes from) once a year to set an agenda for the next 12 months.  Basically, it is an entirely democratic user‑driven organisation.  It is made up of consultants, it is made up of local authority managers, it is made up of academics, it is made up of politicians, and it has an agenda which is entirely eclectic, so it involves the issues in relation to social care and the wider adult agenda and the wider children's agenda, and disabilities, and people who receive services in one form or another, but it also is engaged in environment, flood, pollution, at the moment in sustainable farming and sustainable enterprise around farming.  So there are an eclectic range of issues which are driven by the members.  So that is who we are.  

I will try to speak within 20/25 minutes at most to leave some time at the end for questions.  
I want to begin by quoting the story, which I think is probably apocryphal, it is probably not true, but it is good one way or the other, of the two district nurses who turn up in an old lady's house in order to help her go to bed.  It is probably half past 8, which is not the most appropriate time for helping anyone to go to bed, but nevertheless that is the time that they can go because they come off their shift at 9 o'clock.  They go into the house and they see the old lady sitting in the corner, and they quite roughly, but still with kindness, pick her up and take her upstairs, and say, "Okay, dear, it's time to go to bed.  We'll take you up and we'll do all the necessary things and get you to bed".  They do, and she is protesting and she is arguing and she is rather cheesed off with the whole process, but nevertheless they succeed and, what is more, they succeed inside their own timescale which is before 9 o'clock so they can go off shift.  As they are walking downstairs they see in another room a little old lady, probably 20 years older, sitting very confused, wondering why someone has taken her daughter upstairs and put her to bed.  (Laughter)  It is apocryphal, but I imagine it is probably true; at least, if it is not true, there are lots of examples of it in one form or other.  

The key challenges to address I think are familiar to you.  You have had two sessions before, I am not going to spend much time on them.  The demographics, what I am going to try and do is speak from the perspective of people with learning disabilities a little bit, but much of what I am going to say also reflects the issues of broader - older persons and people with disabilities, people with mental health issues of one kind or another - settings as well.  

I think what is worth knowing is that the Forum has produced an initiative.  We began work on 10 December, exactly the same day as the Government's concordat was published, when six ministers and various other agencies got together to decide that transforming social care was indeed something that was a vision worth aspiring to.  We have been working for six months and are just about to publish our final report, but have not quite got to that point.  So some again of what I say will be reflected from that report, but not all of it, I am going beyond it as well.  

There is no doubt people are living longer and much more carefully, and maybe I will be the first and not the last person to raise the issue, lots of young people coming into the system who 20 years ago, to be perfectly honest, may not have survived, and the costs of those young people coming into the system I think are absolutely horrendous in terms of our future perspective.  The LGA reports last year, the year before, talking about Social Services organisations, both children and adult, finding it difficult to cope within the budgetary environments that they have, had come after the report that was produced by ADSS, as was, in 2005/2006, arguing that the long‑term, i.e. 2005 to 2011, costs of supporting people with disabilities were just going through the roof.  The prediction through to 2020, particularly in relation to the numbers of young people coming through and the numbers of older people with learning disabilities who survive to become, as it were, older people with the same problems that other older people have and the same set of issues, are going to actually make it almost impossible for us to address things in the way that we are currently addressing them, and to some extent I think the personalisation agenda gets in the way of this.  It gets in the way of tackling what is a basic problem of whether or not we have the resources and wish as a society to put the resources into place to cope with the potential of the future demographic trends.  You might say, being cynical, that personalisation is an attempt to cover up by making very attractive notions of people involved in individual development, self‑supported care, and basically in control of their own lives.  We are avoiding the fact that as a society we have chosen not to, as yet, spend the resources that are required to care for people and support people in the long‑term.  

So the issues of greater choice and individual control are very important and very necessary and relevant, but we, in the Forum, have come up with 10 issues that we seek to address.  Very quickly, because I want to move on to the care market issues quite quickly, our argument is that the vision is not good enough.  Our vision for personalisation and also our vision in terms of the future through transforming social care and the “Valuing People Now” vision that came out of the review of valuing people initiated six years ago are too basic, not ambitious enough, and unlikely to take us in the direction which will see the kinds of transformation that we wish to pursue.  

We also argue that people's long‑term expectations have to be brought into play here.  We would argue that there is a strong issue in relation to the split between adult and children's services, which we recognise was very important for reasons that were post Climbie, about focusing and a whole range of other issues around developing identified coordinated integrated children's services, but we have thrown to some extent one or two of the babies out with this particular bath water and ended up where the key issue, whether it is disability or whether it is learning disability or, to some extent, mental health, were transitioned from young person's service into adult services is something that is probably still the weakest part of our overall care environment.  Some authorities are addressing this effectively, but still in very much infant stages.  

We do not believe yet that we have sufficiently engaged communities in order to make the kinds of changes that we are seeking to make effectively and I will end up by illustrating why I think that is the case.  

We are not convinced about the effectiveness of existing partnerships and we certainly wish to see partnerships that look forward and outward.  A very good example, learning disability partnerships are effectively environments in which learning disability pursue agendas on a national basis.  There are very few learning disability partnerships that actually go out and argue with community strategy partnerships, community safety partnerships, that wish to see a real role in the setting of the local strategic partnership as a whole.  

We are convinced that brokerage is a good thing.  We are not convinced necessarily that the guidance on brokerage is clear enough.  

We are in the business of trying to get the balance between choice, risk and regulation, encouraging commissioners to address crises.  An interesting point here, what do I mean?  If something goes wrong in your service in Hampshire and it is quite a serious defect, a problem inside a care setting, and nobody finds out about it, it is not a problem.  If something goes wrong in your setting and managers and politicians find out about it, it becomes a significant problem.  That does not mean to say it is not a serious problem in its own right.  If something goes wrong in your settings in Hampshire or anywhere else and the press find out about it, all hell breaks loose.  The guide here is whether or not local authority managers and politicians are prepared to take risks in which they would find themselves exposed in the press for taking risks that they believe in but for which necessarily the general public may not have got on board to.  We need to find ways of addressing this particular issue that we do not build all our services on the back of risk.  

We need to find ways to think about personalisation, empowering people to manage their own services.  A good example with Thurrock, where people with learning disability are joint managers of day services, they physically are engaged in the decisions about budgets, employing people, and in fact the leader of the joint-managed service in Thurrock, it is a joint post which is held by a person with a disability, learning disability, as well as a local authority manager.  

We need to be much more creative in creating care settings in which people who use services can become involved in their direction and management.  

We need to think about mainstreaming services.  I would like to think about education services which run effectively 365 days a year and not with twelve‑week terms and certainly not with twelve‑week holidays, because people who use services engage with them in different ways, and people with learning disabilities in particular would not necessarily recognise the fact that a six‑week school holiday is a break in the service that they may be receiving.  One of the ways of engaging with mainstream education, mainstream housing and mainstream others is to ensure that people with disabilities are able to access them at times that make sense and not just within an old‑fashioned environment of whenever the particular year is constructed around those services.  

We have looked at new kinds of funding models, but we know that you have done that, so I am not going to say very much about this, but we certainly think that the development of co‑payment and incentivising models as well has to be addressed.  So if they are already in the system, we need to bring them out, put them on the table and actually tackle them properly, instead of assuming that we have, and environments in which we have services which appear to be free significantly and which in reality are not.  

Finally then you provide a market, which is what I will spend the next 10 minutes or so talking about.  

The vision itself I want to argue just for one second particularly in relation to people with learning disabilities, but I think this may focus with others as well.  We do not like the label.  The moment you put someone into a label which says, "This is a person with a learning disability", you are effectively offering them a ticket for free services or co‑paid services, if you like, for the rest of their life.  It also gives them an opportunity to say, "That's my label.  This is my world.  This is how I operate".  
We actually are starting to think that the issue of independence is not good enough.  Personalisation which demonstrates independence is only going so far; it is a process rather than outcome.  The kind of outcome we are looking for is interdependence.  We are looking for people with learning disabilities, older people, people with physical disabilities, playing meaningful and significant roles in supporting each other, but also supporting other groups in the community, there is a kind of payback.  The issue that I will talk about slightly later in relation to time banking, for example, is one of the early thoughts that is beginning to get some currency around people who receive services sharing with each other and trying to help each other by offering each other time in new and different ways.  We want to see people with disabilities and others playing meaningful roles in their communities.  We want the same services and same right to services and the same scale and value and quantity of services around housing, employment and health, and we want targets that are meaningful inside the CAA process, particularly for learning disability.  

The impact on the provider market.  The issue is here, can the provider market respond to the challenge of personalisation?  Well, if it does not, it is going to suffer significantly.  There are obvious points about distortions in the labour market with large numbers of personal assistants are providers who are, by the way, essentially quite small‑scale.  You quoted, Chairman, the number of providers you have in Hampshire, and I would predict that the vast majority of them are pretty small.  Our analysis of the provider market is around 80% of it is on a very small scale and about 20% of it is what we might regard as larger scale in one form or another.  So actually what we are talking about is not necessarily one response for one section of the market, we are talking about a multiplicity of different approaches which address the needs of different kinds of organisations ‑ some of them are private, some of them are voluntary, some of them are community‑based ‑ and then you cannot necessarily say one size will fit all here.  

The local authority's role, your future in Hampshire and beyond, will be to manage and place the provider market.  It will be to create an environment in which a provider market and a care market will flourish and thrive.  One of the consequences of this will be the end of block contracting and yet block contracting is one of the most financially efficient ways of actually achieving services.  But if you block contract you are effectively saying that you are unable to take account of the personalisation agenda in a way that makes sense and is flexible.  

We do not believe there can be an open or free market, there is no such thing frankly.  We would address issues in relation to the best providers and the best kinds of settings in which services get delivered, whether they are retail services or service services, are ones in which a supply chain is an absolutely crucial part of it.  The creation of a supply chain is about forming good relationships and establishing effective coordinated relationships based on trust between those who commission services, whether it is Marks & Spencer or Hampshire County Council, and the people who deliver services to the people who use them.  So the notion of the supply chain I think is one that we need to spend more time examining and thinking through about what a supply chain in social care would look like.  The market is complex as I have described.  

What will need to happen?  Okay, I have got three sets of slides here.  Very quickly, we need to develop comprehensive market planning which takes account of the variety, the scale, the nature of the supply chain.  It is not enough for the local authority just to look at what they have previously done in the past, they have to sit down and analyse the totality of the kind of market they are trying to build and create a robust approach towards this.  This recognises also that there will be models and incentives for stimulating growth, even for example in a county like Hampshire, which I am familiar with because Hampshire has been part of the initiative through which some of these ideas have flowed, so you do have scale here.  

There will be things that you are unable to deliver on.  There will be specialised services, say highly specialised autistic services, that you cannot even build a framework for in Hampshire, that you would need to actually go into partnership and collaboration with others in order to produce something that was effective and responsive, and so there needs to be models and incentives for doing so.  

How do you actually go to providers and build the kinds of services which no one may provide effectively at this point in time, or maybe only one or two nationally, and try to construct a locally relevant version of that?  There needs to be much greater provider relationships which are strong and positive.  I think I am giving you the sense that, through the supply chain analogy, what we need to have is an environment which is not about commissioning and providing, it is an environment where providers actually play a significant and meaningful role at all levels, which includes helping to create strategy.  

In my work in some of the private sector and working with businesses outside the care world, the notion that ‑ again to go back to Marks & Spencer ‑ Marks & Spencer providers do not have a significant role in trying to define the future strategies for that business is a vacant one, they do.  They play significant and important roles in helping to contribute to the way products are developed and the way they are actually retailed to the consumer.  

We need much greater openness in the future on costs and ethical profits.  What do we mean by ethical profits?  Ethical profit is a recognition that people are in business to make a profit, but not in business to make substantial profits at the cost of the consumer.  The much more open negotiation in contracting in the future in which personalisation would then be about local authorities and others giving guidance to people who have their own budgets and saying, "This is what you should expect to pay, and we have worked this out on the basis that, if you expect to pay this amount of money" ‑ probably within some kind of care banding, a cost banding, not a single price ‑ "then what you will get is a quality standard which we believe is sufficiently high to make it worthwhile you spending your money to use this provider".  If that kind of language could be engaged in and people arrive at those conclusions, then there is the beginning of some safety involved in assuming that what is going to be out there can actually meet the needs and aspirations of the people who use them.  

I have talked about supply chain approaches and co‑production, clear contracts, and explicit about what is being offered on both sides, and I would love to say that this was currently the case, it is not.  The vast majority of the provider market is in no way explicit about what it offers to the people who use the services and neither are they particularly explicit in relation to the way they are commissioned and in response to commissioners.  Commissioners will ask for things within a bounded perspective of their expectations and have quality standards and expect to inspect to ensure that those standards are met, but the kind of dialogue that takes place between commissioners and providers in broad terms is not explicit, is not broad‑based, and does not talk about a whole range of issues around values, around expectations, and how the service should be offered in a broader sense.  It is more about can we get something which broadly fits somebody's needs for a particular price that is not too expensive.  

What else will need to happen?  As I have said, we need to involve providers I believe in partnership boards.  The mainstream must be engaged too, education, training and Jobcentre Plus.  There are good examples here in Hampshire of that and elsewhere.  We certainly have to involve private and voluntary organisations in ways which are both developmental and supportive.  So the training, support and specialist skills for those organisations which struggle will I think be a stronger role in the future for enabling local authority, than it will necessarily be a commissioning role, when individual budgets are being parcelled out and handed out to people to spend and make choices.  To replace the kinds of expectations that are currently in place, local authorities would need to be able to convince people that they can array the services out there that people can then engage through individually and indirectly.  

Transition from residential to self‑supported care is also going to be a very, very important feature of the future market.  Many providers are focusing on residential care as their raison d'être, but in an environment where residential care based on a block contracting position is possibly coming under threat, significantly coming under threat, it is going to be realistic to say that there are many providers whose current role of the way they do things is not going to be good enough, they will not survive.  The only way they will be able to change and develop to meet the aspirations of the future is to engage with commissioners and engage with people who use your services to develop alternatives, and to basically reconstitute and reconfigure themselves.  We believe that this has to be robust, and, if they do not do it in a robust way, then they will not survive.  

I have said a little bit about pricing.  The idea of the national pricing model appears to me to be again Government at its worst, trying to put things into boxes and pigeon-hole and say to people that this is the price that should be paid for something.  The pricing models which are regional, which are within regional settings both flexible and banded, and offer the opportunity for people to pay more for less if you like, but certainly pay more for higher quality should they choose to do so, have got to be there, have got to be available.  I quote you an example, the State of Arizona, which is not a high spender in the United States, but it has got a reasonably good reputation for the way it goes about arraying its provider market, and in Arizona there are no block contracts at all, absolutely none, and have not been for a number of years.  What the responsibility of the State is is to set out the price banding in which people should actually engage with services, and then leave it to families and individuals to make choices across providers.  They make choices across providers strangely enough on the basis of quality, because if the price is broadly the same in the amount the State is going to pay, the issue becomes one of quality rather than cost.  So price banding is important, but we do not think it is in any way sophisticated enough.  

Lastly, the supporting people arrangements are slightly confused when you get situations where on the one hand you are trying to develop a range of options which will put the provider market into a more flexible setting and you have got supporting people actually setting out individual contracts for individuals at the moment on the basis of a cost plus.  There is confusion here between one set of arguments and the others.  

The new care management role is going to be critical.  Those of us who trained in social work 30 years ago know that social work then and social work now is completely different.  The excitement of the future for social workers is that they can go back to being social workers instead of financial arrangers of packages.  

More robust markets management means understanding of providers in more detail.  Debt leverage risk, now what does this mean?  This partly I have learnt a lot from what you are doing here in Hampshire, which is if you have got providers that you think are in financial problems or that have built up a structure of property and infrastructure in which the value of the infrastructure is one which is heavily laced with debt, then you have to ask serious questions about the reliability of such a provider in the long‑term and whether or not you should be encouraging people who have money to spend to actually spend on those providers.  So the notion for providers that somehow or other they can keep their businesses completely anonymous and separate from the people who use them and the people who array them, if you like, I think has to disappear.  Openness is going to be incredibly important as I have said, and providers who do not actually open their books and who do not let people see with clarity the way their businesses are structured, I do not believe are going to survive for very much longer.  

I am coming to the conclusion now and say that therefore local authority, the new market will look like, local authorities to predict the array of services that will be required in advance.  Now that is easy if you are 150,000 and a small authority, it is not easy for big Hampshire.  Nevertheless it is going to be essential for big Hampshire to have a sense of what is the totality of the market and what is the variety of the market which it was seeking to put in place, particularly since it is not going to be commissioning all of that market.  It will continue to commission some of it, but not all of it.  

Co‑production.  I want to make a couple of very quick points about co‑production, because I read in the Guardian on Wednesday a piece by David Boyle, New Economics Foundation, quoting the work that Edgar Cahn (inaudible) had done over the last number of years, particularly in relation to time banking.  Time banking is an important element.  Time banking again goes back to the notion of people who use services actually working with other people who use services to share out the way they can access and to share out supports to each other in a way that makes sense.  I have got, you know, a great deal of time for this and I think this is a wonderful idea, but it is an incredibly limited idea.  For me co‑production goes back to far beyond David Boyle's understanding of it, it goes back into the '70s and '80s, particularly the long‑forgotten guru of the gurus, a guy called Richard Norman, a Swede who worked out of Paris for many years, wrote a book called Service Management in 1985, which for me was the seminal text of how services actually can help each other and how individuals who use services can engage with them.  By the way, Richard was the guy who actually worked with Ingvar Kamprad in setting up Ikea in the '50s and '60s, and he was the gentleman that basically said, "Well, this is what we'll do for you and this is what you'll do for us.  You'll do all these things that build things and replace things, put things back for us, take them home and do all the hard work".  Co‑production is important.  We need co‑production inside a broader setting, and it is going to be essential that it is part of the new flexible care structure.  

Offerings that are flexible and developmental, I have talked about that.  

Price banding, I have talked about that.  

Ethical profiting, I have talked about that.  

Users and providers clearly involved.  I am rushing because everybody is nodding me to get on with it.  Users and providers clearly involved.  
Local authorities are orchestrators, enablers and market‑makers.  

So I would finish by saying that we have to embrace uncertainty and ambiguity.  To develop creative solutions things cannot stay the same any longer.  We do not have long-term peace of mind.  I am afraid, if you go back to where I started from, it does not matter how well we create this market, because I actually believe we are on a ball that is spinning too fast, and the needs of people and the demographic trends and the potential costs of the kinds of services that we will need to deliver in 5 and 10 and 15 years time perhaps are going to be greater than any of the structures that we can put in place (whether these are institutional structures or personalisation) to deal with them in the future, and I worry that we are not tackling those in a way that is more creative at the moment.  

I would like to finish by going back to 15 years ago at the time of the very first successful communist government, and it happened to be in Bologna in Italy.  Those of you that ever visited Bologna 15 years ago would have recognised that here was a communist authority that actually got things done.  I am not for one minute making any political point about whether it was a good or bad thing.  What I am making the point of was their vision for mental health services in the city of Bologna ‑ and this is a true statement and an obvious one ‑ "There will be no homeless people on the streets of our city".  What on earth did that have to do with mental health services?  Everything, because what it actually meant was that people who use mental health services by and large ended up becoming homeless in one form or another, and that the vision that they constructed had to be one which went beyond mental health, it was embracing.  It involved people who cared, people who supported, people who delivered, people who used.  This notion of the vision was that the city itself had a responsibility for its mental health users.  By saying it was about homeless people and broadening it out and not using the word mental health in it at all, created a capacity in an environment, in a city and in a culture which is much better used to actually supporting people and supporting each other than ours is.  

My big fear for the future is it really does not matter what kind of care market we construct or what kind of personalisation agenda we develop or what kind of funding we put into place if we do not, as individuals and as a society and communities, reconstruct our perception of how we support people who are vulnerable and how people who are vulnerable are part of communities, rather than, as it were, forgotten and put to one side, and that is the bit we have to tackle.  If you manage to tackle that as a consequence holistically of all the work that you have done and that you are prepared to do in the future, then I think you will really achieve.  

Thank you very much.  

(Applause)

CLLR FELICITY HINDSON:  Thank you very much, Ritchard, for starting us all in such a stimulating way.  I am going to call Professor Peter Beresford to put a question.  

PROFESSOR PETER BERESFORD:  In fact two questions ‑ hello, Ritchard, it is nice to see you ‑ one short, one a bit longer.  

First can you please tell us what active involvement people with learning difficulties have had in the initiative that you briefly described to us?  Secondly, we have had now I suppose about 30 years of active support and involvement for the private market.  We have had it operating in insurance and pensions, banking, public transport, trains, buses, utilities, PFI, the NHS, with some very worrying messages to tell us.  

So for my second question what is going to make it - not that we wish it that we have ethical profit‑making - what is going to make it like you want it, rather than just that we would aspire to it to be like that, looking at the other examples, looking at the growing predominance of large multinationals in the social care field?
MR RITCHARD BRAZIL:  Well, actually, I think both of your questions are linked.  The involvement of people with learning disabilities in the initiative we have in some ways operated like you have, taken evidence and gone visiting and talked to a lot of people, and engaged people in conversations about what they want, what they think is important, and hearing from them the things that they have actually done.  A very good example is in Cornwall where we were fortunate to spend time actually with people who were explaining how they had developed a whole range of new approaches to actually becoming involved alongside the County Council there in helping to make choice about which providers would actually even be allowed to operate inside the county as a whole.  So they had provider fairs in which consumers of services were engaged in actually deciding which providers would be allowed to be part of, not who would be chosen, but who would even be allowed to be tendered to as it were, and a variety of other ‑‑‑  

PROFESSOR PETER BERESFORD:  So you spoke to them but they were not partners in your community?

MR RITCHARD BRAZIL:  They have not been partners in our community and we have not sought for them to be partners in the community because at this stage the approach that we adopted was to engage with them but not to engage them inside the community as a whole, although there is absolutely nothing to stop them joining the community and we have in fact encouraged some to do so.  

The other side of this is the nature of how do you ensure that the market does not, as it were, move in a direction which is inexorable, where large is good, where efficient is good, where private sector becomes obvious?  I take you back to ethical profit there and I also take you back to information and involvement of people who actually buy services.  

The degree to which you construct an environment inside a county or any other setting where you are actually showing the people who will actually make decisions about their services the nature of the businesses that they will actually be seeking to engage is going to be critical, and the way in which you expose both the way they are funded, their approaches, their previous history, who they worked with, how well they worked with those people, engaged with the people who have used those services and array out a whole range of choice settings in which people are allowed to gain information about the choices that they would seek to make, and, where people are unable to make those choices for themselves, advocates will do so on their behalf.  Brokers are in a much more educated position to be able to explain to people, "If you work with this provider, these are the kinds of services that you expect to get".  

You can argue then that a very sophisticated private sector provider on a large scale would be in a position to be able to tackle that by developing an approach which is as consumer‑friendly as possible, and I have got nothing against that; if they are good, then there is no reason why they should not be used.  But on the other side it needs to be open and exposed and clearly indicated how much money are they making from this, who takes the profit from it.  If it is using public money, at the end of the day I would want to know for any provider whether they are voluntary, whether they are community‑based, or whether they are international or multinational, what happens to the money that the public actually gives to them, where does that money go, how much of it is retained and reinvested and how much of it is handed out to shareholders.  That kind of information I think is a very important set of information that people will want to be made aware of. 

CLLR FELICITY HINDSON:  Thank you very much.  I would like to call John Dixon, please, who has a question.  

MR JOHN DIXON:  Thank you.  Ritchard, I was going to ask you a question about block contracts, which I thought you were quite dismissive of some of the thinking behind block contracts, as well as the mechanisms themselves.  In my experience what people are very anxious about is how do they actually secure services, particularly at a time when they may be very stressed, and it is clearly a very difficult task for people, and also knowing about the quality.  I think they want quite a high degree of control, but they do not want to be making the market themselves in most instances, making a market is a very complex and difficult task.  What they want I think, what people want, is that they should be able to make use of products or services that are to some extent relatively readily available but which they can control.  

Equally, providers, in order to be coming forward, I think do want to have quite a high degree of assurance, otherwise why would they come forward?  Quite a lot of evidence has come forward about the need for providers to have assurance.  There is a basis around that about negotiation of quality and price for both sides.  I think there is more of a human transaction than what I call a nakedness in the market, which I think needs to be explored.  In that circumstance why would not one have cooperatives of one sort or another which are, as it were, buying blocks, and why would not local authorities, for example, be one form of those cooperatives buying services on behalf of the resident in their communities through what we would currently call block contracts but which might evolve?

MR RITCHARD BRAZIL:  Again very quickly, I think I am not opposed to the construct, I am not opposed to the set of ideas which says the local authority should array the provider market in such a way by negotiating within a series of price bands, about what ought to be available at what particular quality standards, and how that should be placed and where it should be placed, none of that.  I think that is absolutely critical that that is precisely what local authorities do.  If you want to use the language of block contract, if that is the case, then, you know, by all means do so.  I would not, because to me it is too polluted with the past when what most local authorities did most of the time was to arrange a series of contracts with providers that were effectively within a very narrow set of parameters about what was possible, what was going to be delivered.  Albeit it might have been sophisticated, but it was still quite personalised with that organisation and often quite private.  

If we want to create an environment for the future it has to be as we say much more open, it has to be much more flexible, it has to be much more expansive in terms of the variety of things that would go into "the block contract" around quality standards, around price banding, around what you pay your staff.  A very good example for me is, if I know someone is coming in at £7.50 an hour and someone else is coming in at £9.50 an hour, I am going to have a basic choice which says, "I think that organisation is probably going to be more trustworthy to me as an individual because they are prepared to pay their staff more", and the implication is that maybe they will take less profit.  All of those things have to be wrapped into the information that people are provided with, and I am happy if you want to call that future a new version of block contract, what I am criticising is the previous version that we have to date or that many authorities operate to date. 

CLLR FELICITY HINDSON:  Thank you.  I am going to call Councillor Alan Dowden to put the last question, while inviting Councillor Dowden to put it really very succinctly, please.  
(Laughter)
CLLR ALAN DOWDEN:  I shall do my best.  Yes, thank you, Ritchard.  Following on from this, a similar question actually, because mine is based on the block contracts.  Local authorities, would you agree with me, will need to learn in fact from the private sector, particularly now with personalisation going to come in, and it will have to adjust its products according to demand, because personalisation will bring out a completely different aspect, if you like, of people with their individual needs.  

I have some time been concerned about block contracts because of course in Hampshire in the future it may not be used.  If we have got a block contract that may go on for a few years and then people decide they do not want to use it, that could be a wastage of money.  

Would you agree with me also that we will have to get much better, that is the local authority and all local authorities, at surveying and collecting regular market information so that we can build those to assist clients with those services?

MR RITCHARD BRAZIL:  I would certainly agree on the latter point for sure, whether it was with the private sector or the public sector or any other, or community and voluntary sector.  Gibbon says, I remember reading last weekend, that has the current state of the economy demonstrated that all top‑class businessmen are always doomed to fail eventually?  I think there is a sense that even the best strategic managers will fail at some stage in their careers and maybe go on and move somewhere else.  So the idea that the private sector by definition is capable of actually doing things, of seeing into the future, of arraying the right combination of services, of putting the market and marketing their items in a way which is going to be better than others, I think is a deficient idea.  What I would prefer to argue is the nature, the framework, the construct that is required in order to ensure that you have any provider who you can trust over the long term, who are capable, who are able to deliver the kinds of services that you would hope and expect people would wish to "buy in to", and that have got the kind of quality structures in place that ensure that they can maintain the standards that they originally set out to develop.  

I do not think there is any basic rule that says just because somebody takes a profit that they are therefore going to be running services which are more deficient than a community voluntary organisation.  There are many community voluntary organisations that could be much, much more efficient whether they take a profit or not and, by being more efficient, could offer a higher standard and a higher quality.  But neither do I think that there is by definition inside the private sector, because of this need to create profit, necessarily aligned to that the need to create efficiency that will make that happen, a direct connection between those two elements, and the requirement of high quality and also consumer friendliness.  It is about the totality of the package that is being offered and, certainly from the local authority's point of view, it is about ensuring that in market‑making that you are putting a market together which contains the right combinations in the framework of the things that you would wish to see happen and wish to see in place whoever they are provided by, and avoiding the fact that you are held over a barrel by organisations who may seek to actually begin the process of charging prices which may be fair and reasonable but at the end of the day end up rising because a threat takes place, "If you don't like our increase in prices" ‑ either to individuals who use services or to the market‑maker, the local authority ‑ "we will move out".  When that happens, I expect local authorities to actually take the risk and say, "So go, we will find others instead".  

CLLR FELICITY HINDSON:  Thank you very much indeed, Ritchard.  We are very grateful to you for answering all the questions as well as opening our session, and I am so glad you are going to spend further time with us today.  

I am now going to invite William Laing to address us.  He is Director of Laing & Buisson, an independent company which is the leading provider of authoritative data, statistics, analysis and market intelligence on the UK health, community care and childcare sectors.  I am afraid I have to say to all our speakers we do need to keep to time because you do stimulate the commissioners and they will want to ask you questions.  William Laing.  

MR WILLIAM LAING:  Thank you very much.  I am delighted to be here today because personalisation is an idea I personally have been interested in for a long period of time.  In fact I remember (it must have been about 20 or more years ago) one of the first papers I had published was published by the Institute of Economic Affairs, and I guess that shows what part of the political spectrum I come from, which was on the idea of using vouchers for social care services, and the idea also of using brokerage as well.  So it is great to see this idea now coming around and being supported really by all parts of the political spectrum.  

So what I am going to do today is I am going to talk about the care market and particularly the nursing and residential care market.  I am going to do so, first of all I am going to show a number of slides which really describe from my perspective, and my perspective is one, a person who collects information and has conversations with providers of care services.  So I am going to show a number of slides which will be mainly about clients, older clients, and then just one or two slides about people with learning disabilities and the background to the way in which care services have developed.  It will mainly be at a national level, but then I will move on to a local level as well; and then, at the end, I will talk about the ways in which I think that the care market, particularly the nursing and residential care side, may respond to the personalisation agenda.  

So first, as I say, some background on national trends.  This is a slide on the national level just to make the point that, while the majority of clients who use formal social care services receive those services in some sort of community setting, nevertheless the bulk of the money is being spent on residential care.  So 63% of money ‑ and by the way we are talking here about older people, but the same would apply to learning disabilities and mental health as well ‑ but in older people's case 63% of the money spent on care is in residential settings, so one of the questions is will this change in the future as personalisation gets underway?

Another I think very fundamental trend which I think people should be aware of is that, if you look back over the past and look at the number of people receiving services (again this is across the whole of the UK), regardless of what Government rhetoric may say, the fact is that fewer people are receiving services in one way or another.  This is true of residential care, where the capacity in the care home sector has been declining and the number of people placed in residential nursing care has been declining.  It is also true of domiciliary care services.  So what has been happening is that people who might previously have been placed in hospitals are being placed in care homes; some of those people who were being placed in care homes, placed in domiciliary care services; some of the people who were being placed in domiciliary care services are simply receiving nothing at all.  Of course that is the background to what we have seen as the increase in the, or the tightening of eligibility criteria, and it is not just in Hampshire of course, but across the country as a whole.  So fewer people are receiving any sort of care as eligibility criteria become tighter.  

But what is happening now to residential care?  One of the assumptions that we are making about personalisation is that residential care is going to be on the decline; I am not so sure about that at all.  Again I will stress that this slide is about care homes for older people, which is by far the largest market segment.  What we have seen in the last two years is in fact what appears to be a point of inflexion in the market.  Whereas it has been a declining market against the background of an ageing population, in the last two or three years that seems to have turned.  My explanation for that would be that there was a huge benefit to the community from the community care reforms and the fact that when they were introduced in 1993 that introduced for the first time assessment of need, but more and more people were diverted out of residential care.  But that having taken place, I think we are coming close to the end of that process, and now of course the ageing population is taking over as the driver.  So, as I say, in the last few years we have seen a turning point and slightly more people are now being supported in residential care than a few years ago.  

Occupancy rates of care homes for older people, they are fairly stable, around about 90%.  They went through a tough period during the late '90s, when there was an excess of supply, but that excess has now been driven out of the market and now they are fairly stable.  

This is our projection of demand for long‑term care in residential settings for older and physically disabled people.  What we are projecting is that that point of inflexion that was described earlier is going to continue and that we will see a gradual increase in the number of people who are receiving care in residential settings.  At the same time we will see a continuing decline in the amount that is being supplied in public sector settings (that is by local authorities and the NHS) and an increase in the usage of the independent sector.  As I am sure everyone is aware the independent sector by far dominates care services as a whole and that will continue in the future.  

Just a word about what the future may hold in store in terms of demand, looking very, very long-term.  The projections are from the Government Actuary’s Department.  In fact they now go up to 2071, which is a long time ahead; what we have got here is up until 2066.  Now I am not sure you should entirely take this seriously, but what this shows is that, if you apply the current usage rates for residential care services, usage rates at the moment, if you apply those to the projected future populations of the country, and bearing in mind that all of the people in these slides are already born, then we get to the projection that the number of people in residential care, older people in residential care, will actually triple by the year 2066, which is a massive change.  I do not actually think that is going to happen, I think there will be transfers to other substitutes, but nevertheless it does show the magnitude of the demand that is coming in the future, and that is really mainly to do with the growth of the very old population, the 85 pluses.  

Again returning to what has been happening in the long‑term care sector and the residential care sector, we have seen relatively few new developments of care homes in the recent past.  Hampshire is bit of an exception here, because you had your Enhance project with the creation of 500 new nursing care beds.  That was bit of a one‑off really and an exceptional case, because I cannot think of a single other local authority throughout the country that has done a similar sort of thing, that has actually put public sector investment in the long‑term care sector.  Mainly it is the private and voluntary sector where the new development comes from.  As we see from this slide, it is relatively depressed at the moment in terms of new capacity.  One of the reasons for that of course is, or reason, that the care home providers themselves would use is that the fees have been driven low and the return to investment is not really adequate to encourage new development of care home services targeted at a publicly paid clientele.  

This is the other side, the capacity loss from closures.  Really it is now more or less matching the increase in capacity from demand.  Where the extra capacity overall is coming from is from extensions within existing homes.  

Sources of funding.  By far, the country as a whole, the dominant funder of care home services is local authorities, and on average throughout the country as a whole about a third of places in care homes are self‑paid, the remaining two‑thirds being either local authorities or the NHS.  Hampshire is rather different because it is a relatively wealthy area, and we estimate (and it has to be just an estimate) that in Hampshire the self‑pay rate is around about 40%, possibly to 50%.  Possibly 40%, possibly 50%, of all people in care homes are self‑funding; the remainder will be paid for by local authorities or, to a certain extent, by the NHS.  

This is for nursing homes.  What is interesting here is that the self‑pay rate actually has been declining across the country as a whole, not so much because there is no demand for private nursing care but because of the great, large increase in the number of people being supported by the NHS under continuing care and debility criteria.  But I guess, looking forward into the future, at present, as I say, the self‑pay rate is about 40‑50%; I would expect that to increase across the country as a whole and also to increase in Hampshire as the owner occupation flows through into the very oldest age groups, because of course, if you are an owner-occupier, you have your own owner‑occupied property, then provided a spouse is not living in it, then you are not entitled to State funding under the current means‑testing rules.  So we would expect an increase in private funding in the future.  

This slide is about major provider penetration.  We heard discussion about the role of large companies, multinationals and so on in the sector.  The elderly care home sector is the most, let's say, corporatised of all the sectors of the care services.  There are a number of very large companies: Southern Cross is the largest, a nursing home provider that has been in the financial news recently.  There are not any actually multinationals, although many of these, developers or providers, will get their funding from investors who may come from overseas, but there is no actual multinational company in the sense of being based/domiciled in some other country other than the UK.  But the share of the care home sector operated by major providers, we have a pretty broad definition of what a major provider is, it is any group with three or more care homes, has gone up to around about the 50% mark, and the top 10 providers now have about 30% of the elderly care market.  So it is one where there is a great deal of corporatisation, but nevertheless still the majority of services are being provided by independent noncorporate bodies.  

I said I would talk a little bit, but all the past has been about the elderly care sector, but I just want to say something about learning disabilities in particular, and this applies also to mental health services.  Whereas, as I said, we believe that the care home sector is going to be growing in the future for elderly care, that is not the case, we do not think, for learning disabilities or mental health.  This is the key slide really.  It just shows at national level what has been happening to the number of supported residents in learning disabilities care homes, and then the number of permanent admissions.  Now, if you are an operator of care homes, you might take some slight comfort from the fact that the number of supported residents (that is the solid line on that slide) has only been declining very, very slowly, but you would be somewhat alarmed if you were to look at the dotted line, which is the number of permanent admissions, which has been declining by about 10% a year and will continue to do so in the future.  So certainly the writing is on the wall I think for a lot of residential learning disability services, but the thing is, from the point of view of the operators and the users as well, is that people or lengths of stay in care homes are very, very, very long indeed, and I think there is a certain degree of unwillingness, both amongst the commissioners and amongst the users themselves, to upset any settled living arrangements.  So my guess is that, although we are seeing a very rapid transfer to supported living from care homes for new residents or new users, the decline of the care home sector will actually be quite shallow in the future.  

So now the local context.  I just thought it would be useful to set out how much money is being spent, the value of the market in the various segments and with the various service types.  You will see there that in terms of value – and, by the way, this is all payers, this is both local authority, NHS and private payers, all sources of funding.  So you see by far the largest market segment is care homes for older people at, we estimate, £349 million, and total for older people, all services, £448 million, whereas learning disabilities £123 million, and mental health problems just £25 million, social care.  So that gives an idea of the magnitude of the markets.  

Now what I would like to do is just to go on to first of all just talk about the structural characteristics of long‑term care markets.  Really I am saying what Ritchard has already said, that long‑term care markets are, first of all they are fragmented; they are dominated by the independent sector.  Now, for better or for worse, social care, particularly the care home sector, was privatised (back in the 1970s it took place) partly by accident as a consequence of the use of income support social security funding to fund long‑term care, and it is not going to go backwards.  The basic reason why social care has been privatised is because the costs of labour in the private sector are lower because the pay rates and the terms of conditions of service within the NHS and the local authorities are such that they cannot really compete with the independent sector, which offer probably similar headline hourly pay rates, but much less attractive terms and conditions, pensions, holidays and so on.  So I do not think that is going to change, I think the independent sector will continue to dominate the social care service.  

Another characteristic is the large numbers of small‑scale local businesses in addition to groups with a regional or national presence.  A key feature, as far as the providers are concerned, is obviously the strong monopsony or monopoly purchasing power exercised by local authorities.  It is pretty strong in Hampshire; it is even stronger in places like North Tyneside.  The polarisation between a highly competitive market for undifferentiated services and a less competitive market for specialised services, and that is particularly for younger adults.  So those are the structural characteristics in the marketplace as we see them.  

So what are the transformational possibilities of personalisation?  I have broken this down into a set of questions.  First of all, what about increasing personal choice within the confines of existing services?  Now, for care home users I would say that, in principle anyway, there would be no impact on users since they already have choice and they have had it since the Directive on Choice was established by the Conservative Government before 1997, which says that any person has a right to go into any care home which they wish as long as its charges are within the figures that the local authority is normally willing to pay, and also people have a right to a top‑up or a third party top‑up in order to access care homes which are more expensive.  So in theory personalisation should not have any impact on the choice or the range of choice of care homes.  

For domiciliary care users however I think they are totally different.  I think this could greatly increase consumer choice of provider and reduce councils' block purchasing options as Ritchard mentioned, and of course this could lead - as block purchasing, as Ritchard said, was the most efficient in terms of low-cost method of purchasing - to higher prices.  So, in other words, the personalisation agenda is associated possibly with a reduction in cost, but I think there are some real pressures for building up prices at the same time.  

The next question, "Changing the way in which existing services are delivered".  Now again for care home users - and it may well be people will disagree with this - but there is no obvious reason at present why personalised budgets should change the nature of the care home product, but if it does, personalisation does in some sense take place within the confines of a care home, it is likely to increase cost pressures.  

Domiciliary care, totally different: could have a really dramatic impact on the way domiciliary care service is provided.  You can imagine users specifying time of visit, length of visit, named care assistant, has a potential for really radically changing the nature of the service but at a potentially substantial cost as the economies of purchasing standardised services are lost.  Sorry, you have missed the remainder of that slide there; it seems to be different on here than on my PC.  So big changes I think for domiciliary care. 

Then what about changing the mix of existing services?  I have listed out the services on the left hand of the slide, the sort of menu of services: care homes, domiciliary care, extra care or supported living, day care, equipment, meals, respite care.  Well, these are all categories which are used by local authorities when they present their accounts.  

I have also added in there in green the new types of service.  Personal assistants (unregulated), how big a problem is that?  Brokerage intermediation, which will be a new thing which will emerge.  I ask the question where will these brokers come from?  Will they be the people who are currently employed by local authorities?  Will they leave local authorities and become brokers?  

Then entirely new service packages.  I do not quite know what these entirely new service packages are, but I imagine that there must be some in theory.  

So what about the opportunities for choosing from the menu?  I think it will depend a lot on the details of how individual budgets are set.  Now, as an example of this, will people be allowed to use their own income in addition to their personal social service budget to enter a care home or would it simply be clawed back in charges, because that is what local authorities do at the moment, they claw back all income in charges and leave care home residents with just a certain amount of pocket money.  This is a similar sort of question to what is called the old "Boyd loophole".  This was, when the community care reforms were brought in, it was thought that only local authorities would be able to decide who would be able to enter a care home under public funding, but in reality what happened was there are some people who were able, with their various benefits, to accumulate sufficient income to enter a care home without an assessment.  So my question is, when individuals are set, will they be set in such a way as to give people a choice between a residential care home or domiciliary care, because after all I mean not everyone, although the assumption is that most people prefer receiving care at home, that is not necessarily true of everyone.  So really that makes the point that I have just said.  

The next slide, what about changing the mix of - again changing the mix of existing services?  I think the transformation opportunities look much greater for younger adult services than for older people's services, and this is because there are so many more possible interventions that can help younger adults to look after themselves than there are ways of helping older people with activities of daily living, which is essentially what the care of older people is largely about.  

Again, changing the mix of existing services.  I think potentially two major features of personalised social care may be: (1) the emergence of unregulated care providers, and this is something which the care home sector itself is using, this argument, as a means of shoring up in a sense what might be viewed as the appropriateness of demand for residential care services.  Now, I am strongly of the opinion, based on work for example from the Joseph Rowntree Foundation and other work that the Government has funded, that there are major advantages in terms of users' perception of quality of services received from personalised services using unregulated care providers, but nevertheless there is undoubtedly a problem over the use of more unregulated care service providers.  I have no doubt that there will be times in which there will be scandals which will take place under the personalisation agenda.  

The emergence of brokers.  The concern is that this may be an additional cost to the system, which appears not to exist at the moment, and the worry that a certain percentage of the pool of money available will simply be absorbed in getting brokers to advise on the nature of services which are available.  However, as I said before, it may not in fact be an additional cost to the system, because we might see social services' staff being downsized in parallel as people move away from social services' employment into possible employment accountable to individual service users.  

So how can market transformation be kick‑started?  As I have said, I think the independent sector will continue to be the dominant provider of services for the foreseeable future.  We are not going to see a rolling back of the independent sector, the private sector, and its replacement with the public sector, basically for cost reasons.  The strong impression that I get from talking to providers is that they are currently adopting very much a wait and see attitude, and I think it will be very difficult for councils to persuade them to invest money on developing new services in advance of the actual demand flowing through.  So I think that transformation will probably only emerge once purchasing power is actually in the hands of the users and when providers can actually see the preferences they are expressing or are allowed to express.  

So when will residential care cease to absorb the bulk of social care resources, because right from the first line I said, in the case of elderly care homes, over 60% of resources are being absorbed by residential care services?  Well, I think for younger adults the tide is obviously strongly in favour of supported living and personalisation will reinforce this, but as I said the care home sector will decline slowly because of the very long length of stay in care homes.  For older people, different: as I said before, I think that residential care will continue to absorb the bulk of formal care resources for the foreseeable future, and basically this is because of the practical and regulatory and ultimately financial barriers to diversion of much more of the existing client base to community‑based alternatives.  Essentially what I mean here is that above a certain level of dependency it is more costly to provide care in dispersed surroundings than in clustered surroundings, which could be either a care home or an extra care facility.  In some way or another, whatever form personalisation takes, users are going to have to be aware of costs and are going to be constrained by limited budgets.  

So I actually think it would require a major shift in priorities in order to change this pattern of residential care being dominant.  What it really would be is enfranchising those with low and moderate needs ‑ as we know at the moment it is substantial and critical needs only.  It would need this to greatly increase the nonresidential share of spending, but our view is that this is unlikely in view of the financial constraints, because it would just increase budgets enormously, and the absence of any clear evidence on payback from low‑level preventive social services.  

So that is it.  Thank you very much.  

(Applause)

CLLR FELICITY HINDSON:  Thank you very much, Mr Laing, and I do have a question for you, if you would be kind enough, please, from Sir George Young.  

SIR GEORGE YOUNG:  Well, thank you very much, that was very interesting.  You identified a number of cost pressures that are going to drive costs upwards: the absence of block contracts and the loss of standardisation.  What do you think would happen if the Government said of personalisation, "We think this is a very interesting new agenda, but you're going to have to introduce it with no extra resources"?  What would be the consequences of that policy decision?

MR WILLIAM LAING:  Well, that probably is what will happen.  (Laughter)  I think the assumption is that some people will move a step down in the expense of care services, some more people will no longer enter residential care and will opt for a lower-cost domiciliary care service, and there will sort of be a step down throughout, as has been already happening, a step down all the range of services.  But I think that there is a limited degree to which that can happen and I think inevitably a point will be reached at which the pressures will just be too great.  I mean you cannot look at the demographic projections and say, "We cannot spend more money on this"; either the Government is going to have to spend more money on it or more money is going to have to be found from private purses.  

Now the Government is not in a total bind in this sense because, after all, the biggest element of spending is residential care, which is means‑tested, and we know that the number of people who are owner‑occupiers within the age group at risk of going into long‑term care, that number is increasing.  So it is possible to envisage for the next 10 years perhaps or so that that would give some headroom for the Government.  

Another way in which I think the Government could possibly tackle this again is tightening up on the means test, because what I think most people in the sector will be aware of, certainly in the older residential care sector, is that a lot of people are in practice divesting themselves of assets.  I mean it is extraordinary that maybe 50%/60% of people who enter care homes are owner‑occupiers, yet only 30-odd per cent of them are self‑funding, there is something slightly wrong there.  So that is a sense of demonstration that this divestment of assets is a reality which is taking place, so it is possible the Government could tighten up on that.  But ultimately, eventually, as we go to 2020, 2030, 2040, there will have to be more money, no doubt about it.

CLLR FELICITY HINDSON:  Thank you very much.  Can I ask David Brindle, please, to put his question?
MR DAVID BRINDLE:  William, hello.  You did not mention extra care housing, which is of course a halfway house been residential and domiciliary.  

MR WILLIAM LAING:  Yes.

MR DAVID BRINDLE:  Is that because you do not see it as a major player?

MR WILLIAM LAING:  Oh, no, not at all.  I mean there are about 420,000 people in care homes, older people in care homes at the moment, there are about 30,000/35,000 units of extra care accommodation, so it is still a small sector.  I think there is tremendous potential for growth there, both publicly-funded and the Government has been putting in some money for the Department of Health, although perhaps not encouraging it as much as it could do.  I also think there is huge potential demand from private funders as well, because it is a very attractive product, where people have their own front doors, individualised.  What has become clear recently is that, although it is fairly expensive when bought privately, the costs can be brought down and a niche expanded to allow a larger range of people access to it by building up large scale.  So the most recent extra care developments, I can think of one in Denham by Anchor Housing Association or Anchor Housing, they have about 250 units, and certainly the scale of it can certainly bring down costs quite a lot.  So I would see there being a big potential.  The constraints are going to be that planners do not like large developments, and I think large developments are the most successful ones.  Another constraint at the moment, certainly for the next two or three years or so, is the state of the property market.  

MR DAVID BRINDLE:  The potential for personalisation in extra care, is there more there than there is in a residential setting?

MR WILLIAM LAING:  Evidently so, obviously so, because as I said, because people in extra care, certainly when the extra care is more mature, most of them will be receiving domiciliary care services, and then there is the opportunity to personalise that as I have said before.

CLLR FELICITY HINDSON:  Thank you.  Finally, a quick question from Professor Peter Beresford.

PROFESSOR PETER BERESFORD:  Thank you.

A MEMBER OF THE AUDIENCE:  Excuse me.  You are turning your back to us.  

MR WILLIAM LAING:  I am so sorry.

A MEMBER OF THE AUDIENCE:  We are having trouble hearing.

CLLR FELICITY HINDSON:  Sorry.  Thank you.  Peter?

PROFESSOR PETER BERESFORD:  You referred back to voucher schemes in your interests some time ago, in what ways, if any, do you think that that approach that you were then interested in is or is not different to individual budget personalisation?

MR WILLIAM LAING:  In principle I do not think it is any different.  It is just a mechanism, and there are many mechanisms, you can use to give people individual choice, that is one.  "Voucher" does not play very well nowadays, the term, but the idea is exactly the same I think.

CLLR FELICITY HINDSON:  Well, thank you very much indeed.  You have given us a very, very useful contribution for which we are most grateful, and I would ask everybody to join me in saying thank you.  
(Applause)
Can I move on, please, to invite Professor Caroline Glendinning to speak to us, Professor of Social Policy, an Assistant Director of Social Policy Research Unit at York University, and Caroline has been heavily involved in the evaluation of the individual budgets pilot projects, and the report of her evaluation is currently being considered by the Department of Health.  The floor is yours.  

PROFESSOR CAROLINE GLENDINNING:  Thank you.  Thank you very much for inviting me here today.  Are we okay to carry on for the, sort of, half hour, because we are running behind?  

CLLR FELICITY HINDSON:  Yes, I know we are running behind, but you are all playing such an important part ‑‑‑  

PROFESSOR CAROLINE GLENDINNING:  Okay, I will press on then.

CLLR FELICITY HINDSON:  Thank you.  

PROFESSOR CAROLINE GLENDINNING:  I am not going to talk about the individual budget evaluation; as the Chair said, that is currently being considered by the Department of Health.  I am going to talk about another piece of work which we have just completed in York ‑ it is mainly led by my colleague Kate Baxter, who could not come today because she is on holiday ‑ in which we actually talked to a range of domiciliary care agencies about their perceptions of the opportunities and threats of moves towards personalisation.  As I said, that research has just been finished.  It will be up on our website I hope within the next couple of weeks.  

What we aimed to do, the aim of the study was to look at the perceived threats and barriers and opportunities on the part of domiciliary agencies, home care agencies, the opportunities for responding to increases in user choice through direct payments, individual budgets and other personalisation mechanisms.  So we were concerned with the home care agencies themselves, we were concerned with their experiences, their experiences to date, and their perceptions and expectations of what would happen in the future.  

We actually had two focuses of this study.  One was that we were aware that agencies have a relationship with local authorities as commissioners, as purchasers of services, through a range of, you know, block, spot and other kind of contracting mechanisms, but we are also aware that the agencies themselves have another very important set of relationships with their local labour markets, and agencies can only deliver services if they can recruit and retain quality staff from the local labour market.  So we were very much aware there were those two levels of relationships there, the relationship with the local authority and the relationship with the local labour market, and our study actually covers both of those sets of relationships.  

We anticipated that for home care agencies that personalisation for them would mean a number of things.  First of all it would mean that agencies would move from having one or perhaps one, two or three large contracts, large volume contracts with local authorities, to having many individual clients.  So putting money into the hands of individual service users means the local authorities no longer purchasing on a block basis, it is the individuals who are purchasing.  You know, one of the questions that arises from that is what is the impact on the agencies in terms of managing contracts, managing these different kinds of contractual arrangements.  

We were also aware that with personalisation, agencies would not be competing with each other for the large local authority contracts, they would be competing with each other for the individual service users, the individuals with their personal budgets, their direct payments, so we wanted to look at how that might play out.  

We were also aware that, as people have their own direct payments, personal budgets, they may choose, instead of going to an agency, to employ people directly, personal assistants, and so agencies were also going to be in competition with individual direct payment users for the workers.  Workers, you know, would have a choice about whether to work for an agency, whether to work for an individual purchaser, an individual direct payment or personal budget holder, so there was potential for increased competition there.  

We also were interested in, you know, how agencies are going to respond to this.  Were they going to go out and market their services?  Were they going to start advertising for customers?  What kinds of new risks would they experience from the shifts from the, you know, big contracts to the individual contracts, and what new demands did they expect that newly-empowered service users would be requesting?  Would service users start to demand new kinds of services, new kinds of support arrangements, with their direct payments?  

We carried out the study in four different local authorities in England.  We had a range of characteristics: urban/rural areas, inner‑city areas.  We thought that was important because of things like, you know, the variations in local labour markets between inner‑city areas and country areas.  The travel issues, obviously a big issue in rural areas, delivering home care services across large distances, of how you fund that travel time.  We had local authorities that covered both very affluent areas and deprived areas.  We were interested there because we thought, well, affluent areas, perhaps agencies will have more experience of private purchasers, people with money to purchase their own home care services who were either ineligible for or chose not to go through the local authority.  We also made sure we had areas with different levels of take‑up of direct payments because we wanted to make sure that at least some of the people we talked to had had experience or potential experience of direct payment users.  

We carried out interviews with the commissioning managers in those local authorities and we carried out interviews with managers of eight domiciliary home care agencies in each of those four local authorities, so 32 agencies altogether.  The agencies, again we chose a mix, large/small agencies, some for profit, some nonprofit, some provided generic, you know, home care services, some were much more specialist in the services that they provided, and some of them had experience, all of them had had some experience of private purchasers, self‑funded service users or direct payment users, but not much experience.  

Interestingly, although we chose those local authorities and the agencies to reflect a wide range of circumstances, though contexts were surprisingly similar.  In all of the local authorities, the four local authorities, the local authorities saw their role as only commissioning for local authority‑funded clients.  At the time we did this study a year ago, did these interviews, they did not see themselves as being responsible for commissioning home care services for self‑funders or for direct payment users.  This may be a coincidence, but in all four local authorities they had recently introduced zone‑based contracts with their domiciliary care providers.  So what that meant was that an agency would provide services for people within a particular geographical area and they would also very often try and recruit workers from that area as well to try and increase the sort of community nature of the service.  Obviously this creates some constraints because it means that as a user, as a potential client, you will only have access to or the opportunities to have your services from the agency that serves your zone.  You will not be able to choose from, you know, half‑a‑dozen agencies that cover the whole county, there would be one agency that covered your area.  

All the local authorities and the agencies as well reported the financial pressures on contracting, the ways in which that had, for example, meant that agencies have had to keep their staff wages down, the constraints on the size of the packages and flexibility of the packages purchased by care managers.  

The agencies had had some, but very little experience, so far of direct payments and personalised approaches.  They knew a little about it, they had had one or two people, but relatively little experience.  I think, you know, in thinking how we take this sort of personalisation transformation forward, I think we need to bear in mind that, certainly from our study, agencies have had very little exposure to date, but they all experienced, both the commissioning managers and the agency managers themselves said, "We have got real problems with our local labour markets".  It is not, you know, competition with other care agencies, it is competition from other service sector jobs employers, so typically supermarkets, catering, tourism.  

So despite the differences, some very surprising similarities in the contexts.  

Now the risks that agencies experienced were complex.  First of all, when we asked them, "Well, what do you see as the main risks that you anticipate from personalisation?", first of all they pointed to a set of financial risks.  They had already, with a few direct payment users and private purchasers, had experience of late payment of bills or nonpayment of bills or bad debts, or the difficulties recovering payments when somebody dies and having to wait, for example, for a will to go through probate before debts could be recovered from somebody's estate.  One national agency said, when direct payments came, the first and ongoing and most serious problem was that of bad debts, and I expect this will become with everybody.  If you look at my detailed accounts for this year, I have written off an enormous amount of money for bad debts, something like £80,000, and for small companies, small providers, those kinds of losses or even delays in cash flow could be quite serious.  

Another issue that had financial implications was the anticipation that they would be more exposed to people wanting services intermittently and people having breaks in service.  So, for example, a direct payment user who used a home care agency goes into hospital, goes into respite care, the payment for that service stops immediately, and the agency is then faced with the problem of, “How do I make sure that my workers have”, you know, “a decent ongoing wage?”  

Concerns about the levels of payment that local authorities were awarding to people for direct payments, and this is where it becomes a bit complicated, because what they had, in their limited experience, experienced local authorities doing was paying hourly rates with direct payments which meant that a direct payment user could not always afford to purchase an agency service, and so they felt there was not a level playing field there.  What that meant was that people with direct payments would not be able to afford to buy the agency services.  They would turn instead to employing people on a private basis, personal assistants on a private basis, but at the same time they could afford to pay those personal assistants slightly more than they could get working for the agency.  So there was a real threat there in terms of the potential, you know, attracting workers.  Larger agencies were thought to be better protected against these kinds of financial risks.  

The potential for losing clients was absolutely critical and related to the level of pay, you know the hourly rates that people with direct payments were offered, so that, you know, if they were not able to afford to employ somebody from an agency, they would go employ somebody privately instead.  

Agencies also expected clients to become more demanding, and sometimes this was, you know, it was not just that clients wanted more specifically more individualised services, but actually they had had experience of direct payment holders, direct payment users, actually making what they felt were unrealistic demands on their staff.  Also some very difficult issues: people asking agencies to provide them with, supply them with, particular kinds of workers or, more often, not provide them with particular kinds of workers, particularly, you know, people from other countries or people whose first language was not English, and that presented agencies with huge problems in terms of their equal opportunities responsibilities.  

Problems as well because of this new system, that all the areas that we were working in had experienced, of the zoned contracts.  It meant that, if all your work and your workers are concentrated in one part of a local authority, it gets very difficult to be able to offer services to people outside that zone.  So the zoned contracts for the local authority contracts effectively restricted agencies in providing services to direct payment or personal budget holders to those same zones.  

There were administrative issues as well.  Having, you know, 150 individual contracts may involve far more paperwork than having one contract with a local authority, so they expected that there would be more invoicing, more chasing of debts and so on, and also more administrative work in kind of managing rotas, managing rotas to fit in with individuals' requests for, "I would like somebody at 2 o'clock on Saturday, please", you know, those kinds of difficulties.  

The other area that people were concerned about was if people's individual or personal budgets was made up of multiple funding streams, so perhaps some of their services was directly funded by the local authority, some of their service was funded through a direct payment, and then perhaps they had the Independent Living Fund as well, and for the agencies that might mean separate accounting arrangements for one person, so administrative problems there.  

In terms of the workforce, again their perceptions of potential risks, they were anxious that they would lose staff because people with direct payments could offer higher hourly rates to directly employed personal assistants than they were able to offer their agency staff.  So typically they were saying, "Well, we've seen newspaper adverts locally, direct payment holders advertising for PAs at £8 or £9 an hour, we can only afford to pay £6 or £7 an hour".  A third of the agencies that we talked to had lost, already lost, one or two staff to direct payment users, but they feared that this loss would increase, this risk would increase.  

They were also concerned that of course, as you will know, agencies invested a lot of money over the last 10 years investing in staff training, and, to the extent that staff left to work for individual budget holders, direct payment users, they would lose that investment in staff training.  

They were anxious about new fluctuations in demands for care work, so that direct payment users, for example, might be able to stop a contract at relatively short notice, not have to give a long period of notice, and suddenly, you know, a week later, you know after a week, the agency is faced with having to find work to replace that withdrawn client.  

Also, some thoughts about the new kinds of care workers.  Again looking at the sort of investment in training and professionalisation of the home care workforce over the last 10 years, they were aware that some people with direct payments and individual budgets did not necessarily want personal care, they were wanting somebody to go out to the football match with them, somebody to accompany them to the gym, somebody to go out for social activities, somebody to do housework, and this raised questions in the agencies’ minds about whether or not they actually needed to start recruiting different kinds of people.  So talking about, for example, you know, companions, rather than professional home care or personal care workers.  

Opportunities ‑ so it was not all negative ‑ they saw opportunities for ‑ they saw increased demand.  With direct payments and personal budgets they also thought it would be easier for individuals and families to top up their local authority payment and, you know, perhaps purchase from the agency a greater volume of care than they had previously or than they had actually been funded for through the local authority.  Also, for example, where funding was at a level commensurate with residential care, they saw relatives, children, for example, topping up a payment to purchase 24‑hour live‑in help rather than let their parent go into residential care.  

They saw opportunities to expand outside their contracted zone, which would allow more choice for workers, but there has to be sort of some kind of basic ‑ some initial volume there that, you know, enough people to make it worth operating outside the contracted zone.  

They were very pleased having opportunities for more flexibility around care arrangements and to move away from the very tight prescription of tasks from a care manager purchased service in which, you know, small changes in a care plan have to be renegotiated and reapproved with the care manager, and actually being able to negotiate directly with the user and not have to go through those bureaucratic processes when somebody wanted, you know, a bath on Tuesday instead of Thursday was a good opportunity.  

They were excited about the opportunities to provide more and different kinds of help.  They were also aware of potential opportunities for things like rapid response services, live‑in services, providing help with social activities, and also, for some people, opportunities to develop very specialist services, so things like services/support for people with acquired brain injury, people with mental health problems, moving into new niche market areas.  

They were very pleased at the opportunities to not have to have so much local authority monitoring of their contracts; this was an aspect of the sort of contracting process they found administratively quite onerous.  They also thought they would find it easier to resist, if you like, the new demands from a local authority which at the moment with block contracts they find quite difficult.  So, you know, with a block contract, if a local authority asked them to take on more clients and their capacity was tight, they found it difficult to say no, but they thought that they would find it easier to resist those demands if at least some of their or a greater proportion of their money came from private or individualised budget holders.  

How did they plan to respond?  Some of them were planning to advertise, but they were very uncertain about how to advertise.  Care users are a very dispersed group, “Where do we do it?”  They thought about GPs' surgeries, but actually they were thinking as much as anything about word of mouth and informal networks.  They were planning, as I said, to develop a much wider range of services.  

They were thinking about starting to offer services to support direct payment users in recruiting personal assistants, in managing payrolls and so on.  

They were taking new approaches to recruiting their workforce.  Some of them were already going overseas to recruit particularly senior carers and particularly for live‑in posts, agencies that provided live‑in services.  

They were starting to insert clauses in both workers' and clients' contracts to try and discourage workers from leaving the agency and going to work privately with the direct payment user, and similarly to try and discourage a client from, if you like, poaching a worker, so they were putting into clients' contracts that they would have to pay a finder fee if a worker left the agency to work privately.  They were aware that those kinds of clauses may not be legally enforceable, but they felt that they had a sort of symbolic deterrent effect.  

They were also emphasising to the workers the benefits of agency working, the fact that agencies provided training, support, mentoring; they were able to, for example, arrange carers' shifts and work rotas so that they could have half‑an‑hour off in the middle of the morning and meet up for coffee, those kinds of things.  They were putting in long service bonuses, they were offering 24‑hour telephone support for their workers, secure hours and flexibility, and, you know, they were basically saying, "We can provide you" ‑ the workers ‑ "with stable employment”.  You know, it does not matter when your client dies, goes into hospital, if you are off sick, you know, working for an agency means that your salary, your earnings, will not be affected.  So they were really pushing very hard to the workers the benefits of working for an agency.  Some of them had already had experience of one or two workers who had left to work privately for a direct payment holder and had actually come back to the agency because they felt the agency offered better terms and conditions if you like.  

So some outstanding problems though.  Those were not, you know, they had not sort of tackled all the issues and all the challenges.  

Advertising was potentially problematic because they had a very clear policy that, “We do not differentiate between different kinds of clients.  Our advertising material, if we do produce leaflets, we say the same to everybody”, but they were aware that that would be difficult if some of their clients were still, in the short‑term at least, receiving care manager purchased services, tightly prescribed specified services, while on the other hand, you know, there were people who were wanting, and able to have, a far greater range of types of support.  So there were problems there about advertising when they were anticipating an increasingly differentiated client base.  

They were expecting to have to address the worker recruitment issue and retention issue.  This was going to be a big issue for them in terms of making sure that they could provide workers with the right kinds of skills.  They were concerned that for some people who might just want a companion or might want support with social activities, that this would be seen as de‑skilling the care workforce and maybe lead to a two‑tier workforce with, you know, the more trained NVQ‑qualified personal care providers and then perhaps the less qualified or unskilled people providing the social support.  

There was some reluctance to diversify.  Remember that, you know, as William said, these agencies have grown up with very large local authority purchases, they have developed in response to that local authority purchasing, and they had established what they thought they were good at.  So there was a bit of reluctance to sort of diversify, an awareness that that would be a risk.  

There were still concerns about recruiting and retaining staff, not just in relation to direct payment users, but the ongoing problems of recruiting people into care work when compared with, you know, other local opportunities, other sectors.  

So just pulling it together a little bit, agencies had currently, and have had for some time, enjoyed the protection of long‑term contracts.  They will be very exposed when those contracts begin to be pulled back as more people move over to individual budgets.  

There are restrictions currently imposed by zone contracts which reduce choice for direct payment/personal budget holders.  

Agencies have had little exposure to an individualised purchaser market, and they are currently preoccupied by trying to retain their workforce by promoting to both workers and users the benefits of having agency workers.  

I think the local authorities, there are some really important issues about how to manage this new market situation.  Neither the agencies, nor the local authorities that we spoke to, had any real sense of what the potential demand was.  I said at the beginning that local authorities did not see their role as including commissioning or purchasing or market management for private providers.  They had no idea of what the demand was outside of the services that they currently commissioned.  So I think there needs to be a broadening of local authority roles in relation to looking at supply, looking at demand, much more broadly outside the local authority contracting situation, and that will mean looking at the kinds of choices that people make with their direct payments, with their individual budgets, and making sure that feeding, communicating those choices back to the providers so that providers can respond in due course.  

I think a third area which this research has highlighted is that for some agencies, and particularly the smaller agencies, they will be very exposed as local authority contracts are pulled back.  So difficult relationships, difficult clients, difficulties in terms of payment, at the moment the local authorities play a very important role in mediating those difficulties, and again I think agencies will be very exposed if local authorities pull back from that role and agencies have to engage directly with their purchasers.

CLLR FELICITY HINDSON:  Thank you so much for sharing all that information with us.  I am going to ask Stephen Burke to put a question, please.  

MR STEPHEN BURKE:  Thank you, Chair, and thank you, Caroline, for that.  Can I ask four very quick questions?  

First of all, playing slightly devil's advocate, is this not just a challenge to providers and a wake‑up call to providers to get real about the market and actually, for once, start really responding to the needs of people needing services and using services, and being much more flexible and much more responsive?  That is the first question.  

Secondly, was there any evidence of social enterprises developing to meet some of these new needs?  

Thirdly, in terms of local authority, is this not much more about the local authority's economic development and regeneration role, as much as it is about social care, in terms of developing the local labour market, supporting new businesses and so on?  

Then finally, given you have done lots of international comparative work, is there anything we can learn from care markets elsewhere?  You have got till 3 o'clock.  (Laughter) 

PROFESSOR CAROLINE GLENDINNING:  The first one I think my response is, as I have said, agencies have grown up largely shaped by local authority purchases, and that has been the sort of, with the outsourcing of home care services over the last 10 years, you know, that has been the context in which they have developed, and it has been a very, very rapid shift from in‑house to independent provision.  I think we need to be realistic about the fact that that market is changing and that market will change, but I do not think we can ignore the kind of ‑ the context, the structure, the market structure if you like, that has shaped the agencies and what they do at the moment.  That is the first thing.  
I find it really difficult to remember two and three.  Quickly remind me.

MR STEPHEN BURKE:  Social enterprises.

PROFESSOR CAROLINE GLENDINNING:  Social enterprises, no idea.  We did not pick them up in our sample.  

MR STEPHEN BURKE:  So it is really existing agencies?

PROFESSOR CAROLINE GLENDINNING:  Yes.  Yes.  But there were a range of, you know, local/national chains for profit/nonprofit, but I do not think we have any social enterprises.

MR STEPHEN BURKE:  Then just the role of the local authority in terms of beyond the kind of social care function that ‑‑‑

PROFESSOR CAROLINE GLENDINNING:  I think there is a very important potential role there to link it in with border regeneration issues, yes.  
The international one I would like to think about that, because I could go on till 3 o'clock.  

MR STEPHEN BURKE:  Could you give more evidence in writing perhaps?
PROFESSOR CAROLINE GLENDINNING:  Yes, certainly.
CLLR FELICITY HINDSON:  That would be very kind.  

PROFESSOR CAROLINE GLENDINNING:  Just very quickly, when I think about countries like Germany and Austria, which essentially give people, well, Germany it is an option, but the majority of people receive care allowances and it is cash payment, and one of the problems there is that actually it does not offer much leverage in terms of quality, and there are big quality issues in both of those countries.  So I think, yes, vouchers work differently.  Vouchers actually I think you can begin to have a much closer relationship with purchasers of your services by setting up certain conditions about where vouchers can be exchanged and what they can be exchanged for and the conditions under which they can be exchanged for services.  

CLLR FELICITY HINDSON:  Thank you.  Finally, Professor Peter Beresford.  

PROFESSOR PETER BERESFORD:  Just a quick one.  Hello, Caroline.  This was just to get an idea of the money issues.  Did you manage to find out what tends to be the sort of rate of pay per hour that the providers are offering, and what is the rate of cost that they are requiring, to get an idea of the difference in percentage in financial terms?

PROFESSOR CAROLINE GLENDINNING:  They would typically, because of their overheads, an hour of home care would cost them say £12, they would be paying £6 or £7.  But I do not want you to give too much weight to those figures because those are impressions and we did not ask systematically about rates of pay or actual costs, so that is just an impression.

PROFESSOR PETER BERESFORD:  Thank you.  

CLLR FELICITY HINDSON:  Thank you very much, Caroline.  This has been a very valuable contribution to help our understanding.  

(Applause)

We will now have a 20‑minute break having had I think a highly instructive and interesting morning.  Thank you.  

(Tea/Coffee Break)
CLLR FELICITY HINDSON:  Welcome back for the second part of the morning's session.  I am very pleased to welcome Julia Ross.  Julia is the National Programme Lead for Social Care for CSIP, the Care Services Improvement Partnership, which was launched by Government in April 2005 to provide high‑quality support to help care services improve and assist care services putting national policies into practice.  So welcome, Julia.

MS JULIA ROSS:  Thank you very much.  I am very, very pleased to be here.  What I have been asked to do is to talk for 10 minutes and then there will be 10 minutes for questions, so it is going to be a bit more speeded up than it has been earlier.  

I have also been asked to focus on the NHS side of things and think about health and social care together, and I am really pleased to be doing that.  I really like the fact that one of your themes that came out earlier on was just working with Darzi and working across primary health and social care.  I want to tell you a very brief story which reinforces that, it is a nursing story as well ‑ no, not quite the one that Ritchard did.  

I used to be a nurse, and when, as a very young probationer nurse, I was working in hospital, I came across a patient called Maggie ‑ I will call her Maggie for the sake of things - and I thought she was about 45.  She had come in with a really nasty breast ulcer, and we treated it and patched her up and sent her back out again, and I thought, “That’s fine”, and then a few weeks later she came back in again, exactly the same condition, very distressed this time, so I paused and took time to read her notes and really think about her.  It turned out she was not 45 at all, she was 24, just a few years older than me, and she had four children under 5.  The previous time she had come in, her mum had looked after the children, but this time they had been taken into care.  I thought long and hard about that.  It was one of the things, and a number of people like Maggie, that was instrumental in me moving out of nursing, saving lives if you like - because when you are young and idealistic, well, when you are old and idealistic you want to save lives too - into trying to change lives.  

I worked in social care for a while, for several years, before it dawned on me that actually it was not about changing lives and working in social care or saving lives and working in the NHS, it was doing both and doing both together.  Ever since then I have tried to work at the interface of health and social care, and think that is absolutely crucial for the way that we deliver personalisation.  So I am going to talk you through some of that.  I need to also talk to you from a Department of Health perspective.  When I go, not off message, but when I talk from a personal capacity, I will try and identify that.  

One of my first slides is the one on “Putting People First”.  I popped two of those slides in partly because it has become apparent that quite a few people have not really read “Putting People First”.  I am sure all of you have and I am sure you know it inside out, but a lot of people have been assuming it is just about choice and control, it is just about personal/individual budgets.  I know that will not be true of Hampshire, but it is really important to hold on to the fact that universal services, it is not just about social care services, it is about leisure services, it is about housing, it is about a whole range of things that help people lead independent, you know, lives that they want to lead.  It is also about prevention.  It is also about building social capital.  You are going to hear quite a bit more from the Department on building social capital; that is something that is going to be quite important.  John Bolton is going to do a lot more work on it and hopefully ‑ well, not hopefully ‑ with others too.  That is one thing I wanted to say.  

The other is ‑ I think you will have access to these slides; I am not going to go through this in great detail ‑ but there is quite a bit of confusion about what is an individual budget, what is a personal budget, what is self‑directed support.  Again I am sure you are not confused, but just to be clear, a personal budget is a social care budget, it is a budget you can spend on other things, but it does not bring the other income streams in, whereas an individual budget and the piloting of the individual budgets was doing that, was trying to do that, and we will wait and see the outcome of the evaluation, see what that looks like, and self‑directed support is the system it operates in.  

We did actually ‑ we, you ‑ we all tried to make direct payments work, and that is a cash payment.  So when you get your personal budget in future, you could use it for a direct payment just using the cash and using the cash yourself, but not necessarily.  A lot of older people will probably, frankly ‑ and that may change over time ‑ want to know what their personal budget is and that is it, that is enough for them.  They do not need to be force‑fed with doing something with it, that will be sufficient for them and their relatives.  

“The vision for commissioning” really summarised in Our health, our care, our say and Strong and prosperous communities, and that is about Hampshire and Hampshire people really grasping the commissioning agenda and running with it.  

"One system to drive reform ..."  You will see there "Better care and support" at the centre.  "People Shaping the Service", I do not really like "from Below", it has a sort of upstairs downstairs feel to it, but people shaping the service and building and shaping the market, which is really what we are here about today.  

But going back, not going back to the NHS, let's just reinforce that this whole system of reform is about the NHS and local authorities working together for their local communities, and that is an opportunity I think for Hampshire to grasp.  You have got good relationships I know with your PCT which is great, and that coterminosity of PCTs gives a real opportunity for working differently.  So make that one system, would be my advice, health and social care.  I am going to come on in a minute to talk about world‑class commissioning.  

A lot has been said about people shaping services; that is what people will need to do and that is what will shape the market in future.  I am not going to pause on this any further, other than to say self‑funders too, so people who fund their own services are crucially important to help shaping that market.  I am probably talking too quickly, sorry.  I will slow down in a minute.  

"Shaping and building the market."  Commissioning for health and wellbeing, you know about this because it has been out some time, particularly reinforcing joint strategic needs assessment, so the NHS coming in there too.  Engaging with a third and private sector, absolutely crucial with the sort of market that we have got in social care and in health, and based on the whole community and their needs.  

World‑class commissioning, as you will know, does not really help you engage with social care in terms of joined up commissioning.  We know that, and the Department is beginning to do some work on what the social care response is, if you like, and what the social care elements of that will be.  It was, if you like, a capacity issue, us not being able to sort of grasp that and run with that, so you are going to see more on than.  My advice to you in Hampshire (it is up to you whether you take that advice or not) is to think about with your local PCT what world‑class commissioning means in Hampshire across health and social care, and you are probably doing that already.  So do not wait (as you would not and as you are not, because you have got this commission) for the Department to do that in its own time, just get on with it.  

"Commissioning for innovation", "Commissioning for improvement", but really, really important, we have got Darzi now.  What I have done with Darzi is go through it and pick out the bits that I think are really important in terms of the messages on personalisation, integration and prevention.  I have not done this in any great depth, but the four points that I think are really, really important are in the section that deals with "Creat[ing] a NHS that helps people stay healthy".  This is direct quotes from Darzi:  

"PCTs to commission wellbeing and prevention services 
in partnership with Local Authorities with services 
personalised" ‑

personalisation of services is coming across in all the NHS stuff now, which is just great, is it not?

‑ "to meet needs of [the] local population." 

The second quote is the introduction of a new right to choice in the new NHS constitution ‑ off the top of my head I cannot remember when that is coming out, but that right to choice.  William Laing ‑ not here any more ‑ spoke about the directive on choice.  Personally I do not think that has worked ‑ this is a personal comment ‑ as well as it should have, but I think reinforcing the new right to choice in the NHS will help us and help people be thinking about what they really want and control over what happens to them.  

The third point is "Everyone with a long‑term condition has a personalised care plan".   They do not at the moment.  The introduction of matrons was hopefully, community matrons, a move in that direction, but I think we are beginning to see that building up, but we know it is not happening across all the long‑term conditions.  

The piloting of personal health budgets.  I do not know for certain to be honest, I do not know whether that means direct payments, but I put "direct payments" in brackets because it has a feel of that is what it is really about, which is fine, because I think the real thing is thinking about a personal approach to the money that people have to spend on their care and talking that through, GPs talking that through with people, everyone talking it through.  So we will be linking the Department with that and we will be hoping both to learn from it and contribute to it.  Also a really interesting article in the BMJ, for those of you who have access to that, in July called "Let patients control the purse strings", and that is I think well worthwhile reading and dwelling on.  

I am not going to pause on the "Commissioning Framework for Health and Well‑being ...".  The slides are there, that is what the vision is.  It is the reorientating of services towards promoting health and wellbeing.  Come back to that if you want.  

"Eight steps to more effective commissioning."  I draw your attention to the first one, putting people at the centre, and to the last two, making it happen, local accountability, and making it happen through capability and leadership.  

I am not going to pause much on "Strengthening performance management", but it is a key part of that whole system.  Local area agreements and thinking through the comprehensive area agreements, and the way in which you measure your performance and the way in which we get a grasp of that is going to be really important.  

Right.  Now I am going to slow down a bit.  We talk a lot about commissioning, but we hardly ever talk about decommissioning and re-commissioning.  We just assume that we build on what we have already got.  You heard from a number of others this morning about what that might mean, and I am sure in Hampshire you can grasp some of that.  54% of older people account for the total PSS spend.  Actually my figures are slightly different from William, so I will have to have a discussion with him afterwards about what that means.  48% of the total spend is on residential care ‑ personal feeling, that is too high.  I think that is going to change.  The range at the moment though is fascinating, it is between 30% and 70%, so that is a huge range, is it not?  Who has got it right, you know?  Do the people who spend 30% on residential care, authorities that do that, or do the ones on 70%?  70% must be too high, must it not?  

The "CSR settlement relies [up]on [Local Authorities] delivering 3% cashable [efficiencies]" ‑ sorry, that is not "effectiveness", it is "efficiencies", it is my Spell Check.  I was having a conversation with Paul Carey-Kent(?) who, as you know, was in the Department, over coffee.  The way in which we can focus or you can focus on efficiency areas in future which are about service redesign, are about looking at care pathways across health and social care, will be incredibly important to particularly people with long‑term conditions.  There are all sorts of ways in which you can get around the table with your PCT about that.  I think that it is not just about getting efficiencies out, it is about being able to reinvest in the way that you would want to in the future, but really important.  

"Challenges for Hampshire?"  You have got recently expanded investment in in‑house services, as William said, you have got a few block contracts.  I think block contracts are fine; I agree with the comments that were made on the platform.  It is the old style block contracts that do not work.  We have got to think about how you get security in the market and some consolidation in the market with contracts that are different, but there has to be that.  It is not going to work on dozens and dozens of spot purchases. You have to bring them together in some way to help your market and stabilise your market.  

The "Impact of self‑funders", a big issue for Hampshire; "local demographics", I do not know what they are, but you will; and the "Impact of personalisation".  

One of the challenges I think for Hampshire on personalisation is going to be the amount of in‑house provision that you have got.  Transparency on pricing is what personalisation will bring, transparency on unit costs.  It will raise issues of subsidies.  Will you want to subsidise?  If so, how much, and what will that do to your local market?  It will raise issues of choice. People may not choose in‑house provision.  Again coming back to Darzi, lots of opportunities in Darzi for doing things differently.

I have got, I reckon, one minute left, so I am just going to say a couple more things before I move on to the final slide.  

When I worked in Lothian Region (population of around about three‑quarters of a million) we had a lot of in‑house provision, and what we did was decommission that and provide at that time - this was about 20 years ago - we developed our sheltered housing, extra sheltered housing.  When I worked in Barking and Dagenham, came out of there about five years ago, we closed down five of our eight residential homes and we replaced them with four extra care housing units with the same number of ‑ well, slightly more numbers of places for people.  They were small, they were sort of 40 to 60 people, very well designed.  The housing corporation money came together with PCT revenue to create extra care housing that was specialist for dementia or specialist for particular groups of people, and the council put in the capital and some of the care cost too.  So it is possible to do that, but I think we are doing it.  We need to move ahead and think not just what are the opportunities now to move from residential to extra care, more personalised housing, but then what is going to be fit for the future, and we have got to think 20 years ahead again.  

So last slide I think ‑ yes.  You are well on the way to avoiding this now.  I do not think you are going to have any form of collision with anything else in the system, I think you are going to fly above that, and I wish you well with it.  

I am happy to answer any questions.  Thank you.

CLLR FELICITY HINDSON:  Thank you very much.  

(Applause)

CLLR ALAN DOWDEN:  Thank you, Chairman.  Julia, the whole (inaudible)  of CSCI, your organisation, is urge local authorities to step up safeguarding efforts with the personalisation of social care of course, but if we are to give clients back their power, because they will be in control with personalised budgets, then regulating personal assistants may - I use the word "may" - not be the way forward.  In your opinion would we be better off supporting clients in their own decisions, because at the end of the day they are making them, and undertaking quality checks as part of the ‑ I am talking of the social care now, not the health ‑ with clients to make sure that they are being well served?  

MS JULIA ROSS:  Yes.  

CLLR ALAN DOWDEN:  In other words more of an emphasis on checks later, but they are in control.  

MR NICK GEORGIOU:  May I just, before you answer that, I think that is a question that we will get more value out of I think if you could perhaps both think about answering that after Amanda has spoken because Amanda will be speaking to that subject, and I think we will get more out of the answer if we can do it that way round.  

MS JULIA ROSS:  You certainly can.  So do you want me to say nothing?  

MR NICK GEORGIOU:  It depends how you feel.

(Laughter)

MS JULIA ROSS:  Speaking just very briefly, speaking personally - I am sure there will be an official view, I cannot give an official view from the Department of Health - but personally I think that is the right direction of travel.  We have just appointed somebody in the policy field in the Department, in the Social Care Policy Team, who will be looking at safeguarding, and the line has been very, very much, because I was on the recruitment panel, personalisation is the context and it is not about going down the same route as child protection and safeguarding.  So I like your direction of travel, but I could not possibly comment formally. 

CLLR FELICITY HINDSON:  Thank you.  Can I call Professor Jonathan Montgomery, please?  

PROFESSOR JONATHAN MONTGOMERY:  Thanks, Julia.  I chair the Primary Care Trust.  I want to talk a little bit about the connection with world‑class commissioning, and one of the things that has come out of our preparation for the world‑class commissioning insurance process is a challenge to us to try and stimulate more proactive consumers across Hampshire.  The bits that people in the NHS are familiar with about purchasing, commissioning, are quite a long way away from the type of decisions that individual service users will want to make when they are making choices from a more sophisticated range of services, and that absolutely takes us into the territory around personalisation that we are discussing in this commission.  We have been looking at how we can work with the social services information to produce a single portal whereby people can find out things that are going on and I think that is a really encouraging development.  But picking up the challenge of warranting some degree of information you are giving to people about a set of providers when some of the feedback comes from individuals is very hard for us to assess the merits of.  Picking up something that was said before the break around the implication that we may need to talk about how confident we are in the stability of providers, getting into the analysis of their debt situations, I mean that is going to put us in some very difficult territory in negotiating with providers, and already our traditional NHS providers do not like us being critical of the way they operate.  I mean I think we are going into territory about how secure are we in making judgments, how we can inform consumers about questions they want to ask.  We might be quite exposed in forming views on the financial stability or otherwise of providers.  I wonder if there is any thinking in the Department around what is appropriate for us to take views on and make publicly available and what would be inappropriate for us to take a view on.
MS JULIA ROSS:  As far as I am aware (and I am not aware of everything that goes on in the Department) there is not any work going on on that at the moment, which does leave you out in Hampshire, and elsewhere across the country, in a position of having to make your own decisions.  The paucity of information which is available to people and the fact that people, in a very subjective way, give you feedback I think has to change very rapidly and I think there are ways of doing it.  I think that is one of the areas that we need to look at in the whole personalisation programme, and hopefully we will see more quite soon.  I think also though, as soon as you start doing it, as soon as you start talking about or giving providers real feedback on the subjective areas, then you do change the way they operate.  So that in itself, having that transparency, will be a good thing, and it may well be that Amanda might want to make further comments on that too.  

CLLR FELICITY HINDSON:  Thank you.

PROFESSOR JONATHAN MONTGOMERY:  Can I make just a quick comeback?  I mean one of the things that has come up, one of our metaphors in earlier discussions has been careBay, an eBay version.  

MS JULIA ROSS:  Yes. 

PROFESSOR JONATHAN MONTGOMERY:  One of the things I think we could facilitate is feedback within the user community so they can share with each other what their experiences have been.  If we can find a way of being clear that is what it is, I think we can create the sort of discussion that we need to have about quality feedback, but I have to say, you know, the NHS is not particularly good at that within its traditional services, let alone moving it across boundaries. 

CLLR FELICITY HINDSON:  Thank you, Jonathan.  Can I ask Professor Debra Humphris to put her question, please?

PROFESSOR DEBRA HUMPHRIS:  Julia, thank you very much.  I am interested in the issues that you raised about - you said you would say more about social capital, which is interesting.  I am concerned about the other side of the - not just the users of services, the issue about how personalisation, the Department views it may act to stimulate new forms of provider at a micro level in communities, because it seems that we have a situation in which actually the Department, with others, have also created the perfect storm in that there are utter constraints through DWP and regulation and yet an attempt to stimulate new types of personalised provider services in local communities which are almost stymied from the word go.  Is there any joining up of these things going on?  

MS JULIA ROSS:  My personal view is, again not that I ‑ from the Department's perspective, not that I am aware of, but I could come back to you on that.  But my personal view is that that is not something that the Department should be doing, that is something where the solutions will belong locally, and you need to be able to stimulate within Hampshire how you want some of those issues to change.  I think then that both regions and nationally can be informed by that, because I do not think that wisdom is there and I do not think that cross‑cutting thinking is going on, but it sounds as though my colleague John Dixon might have an answer. 

CLLR FELICITY HINDSON:  John, can I ask you?  

MR JOHN DIXON:  I only just wanted to point to something which Julia has herself encouraged, which is the development of the sort of micromarkets project that the Department of Health is working on, because local authorities are traditionally very poor at working with very small providers, and the question is: how do we provide support for very small providers to come forward, to thrive and to develop, without taking them over?  The micromarkets project that Roland Seagrave(?) was leading and Julia was instrumental in setting up ‑‑‑

MS JULIA ROSS:  Absolutely right.  Thank you for reminding me.  

MR JOHN DIXON:  ‑‑‑ I think is about helping authorities to get us more knowledgeable about this.  

CLLR FELICITY HINDSON:  Peter?  

PROFESSOR PETER BERESFORD:  I am not sure it is really properly a question, but it is really highlighted to me by some of the things that Debra said and it is something that I think constructive service users are talking about, the fact that we have got actually some very big structures and organisations like, you mentioned the DWP I think and there is regulation, but there is also the Inland Revenue and there are many more, and there are the new arrangements with agreements, and how are we going to make sure that all those are truly fitted into these aspirations to personalise, rather than fight against them?  I wonder if you have had chances to develop thinking on that in CSIP.

MS JULIA ROSS:  I have just moved out of CSIP incidentally into the Department's regional presence.  People constantly change their jobs, do they not?  Yes, some of the work in CSIP has been around certainly the development of social enterprise and the way in which people using services can contribute to how service developments take place, and again I can come back to you on some examples of that if you find that helpful.  

CLLR FELICITY HINDSON:  I wonder if we have any questions anyone would like to put from the audience.  

A MEMBER OF THE AUDIENCE:  Yes, I have a question.  Social capital, is it not a way of finding cheap free care?

MS JULIA ROSS:  I do not know if everyone heard the question: Social capital, is it not a way of finding cheap ‑‑‑  Sorry?

A MEMBER OF THE AUDIENCE:  Confirming.  

MS JULIA ROSS:  ‑‑‑ confirming cheap free care?  It is a really good question.  I think the answer is "no".  I think the answer is social capital is the way that families and communities ‑ takes me back to my idealistic days of being a young social worker and a young nurse ‑ I think that is what it was all about.  I think the way communities work and the way families work has been ...  I think it has been downgraded over the years and I look forward to a day ‑ and you are nodding, that is good ‑ when that will change.

A MEMBER OF THE AUDIENCE:  I have a follow‑up.  (Laughter)  Do we want to categorise, do we want to identify and write this down in care plans and things like that, because that is the aspect one does not approve of?

MS JULIA ROSS:  The follow‑up question was: do we want to write this down in care plans in future?  Well, that is a really interesting idea, is it not?

A MEMBER OF THE AUDIENCE:  Because I have no friends.

(Laughter)

MS JULIA ROSS:  That is very sad.

A MEMBER OF THE AUDIENCE:  I do not want my friends to feel that they are identified as providing me with a service.

MS JULIA ROSS:  Yes.  Well, I know, I know, but so often in my various jobs in social care, less in the NHS, I have had families say, "We're not going to tell you what we are going to do.  We're not going to contribute to our elderly relative's care, because then, you know, you'll walk away from us and you will leave us there, being looked after entirely, you know, leave all the burden to us", but that cannot be right either, can it?  A partnership of ...  Some people will not make your choice.  Some people will choose to have family and friends around them.  They will choose, you know, and they are choosing currently, groups of people to live with.  Now, again I think we probably went too far and we expected group living to be something everyone might aspire to, but I think that is going to change.  I do not think we knew what the future will bring.  So I am more optimistic about it than you are I think, but you would not want it written into your care plan. 

CLLR FELICITY HINDSON:  Thank you.  Can I quickly bring Peter in who wants to follow up a point?

PROFESSOR PETER BERESFORD:  I want to follow up what Phillip said, because I have just been rereading some of the literature from the history of the Disabled People's Movement, and I really think that this Commission should look at that literature, including, for example, Independent Lives? by Jenny Morris, because it rehearses just the argument that you are now needing to rehearse in 2008.  Of course many people do worry about the degradation of their relationships, be it friends or children or partners or anything, through this idea that local authorities have had that here is a source of labour to restructure.  So I think it is very helpful for us not to reinvent the wheel, and I think we are going to hear more about that a bit later. 

CLLR FELICITY HINDSON:  I think I should now thank Julia very much for being with us this morning and her important contribution.  Thank you very much.  

(Applause)

Now can I invite Amanda Sherlock, please, to speak to us.  Amanda is Regional Director of CSCI, the organisation that regulates, inspects and reviews all adult social care services in the public, private and voluntary sectors in England.  So Amanda, welcome. 

MS AMANDA SHERLOCK:  Good afternoon, ladies and gentlemen.  The very astute amongst you will have realised that I am not Ian Loynes ‑ I have gone onto your slide.  

I am not going to make a formal presentation this morning and that is because I think the personalisation agenda is about understanding and communicating individuals' needs that are not easily put under bullet points and put onto a presentation.  So excuse me that I am not doing an all-singing, all-dancing PowerPoint, but nonetheless I hope that I can impart some helpful information.  

I do not know if any of you have watched the 10 Years Younger programme on Channel 4, where some poor unfortunate, usually female, has to stand in the street and people say how old they think they are by the number of wrinkles or the clothes that they are wearing, well, I think a better proxy is the number of structural and policy changes that we have worked through in the last 20‑some years in the public sector, because I remember the introduction in 1990, Health and Community Care Act and so on.  The one thing that that shows to me is that putting a new label or introducing a new policy does not make a change to people's experience and people's lives.  Labels are not about ethos and culture, and it is the ethos and culture of the planning right through to the provision of service that will make a difference and will introduce personalisation into each and every one of our lives.  

I think there is also a danger that we get so tied up, we in the public sector get so tied up in structure and process that we forget what we are trying to achieve, and what we are trying to achieve is to afford rights and choice to every individual, regardless of their disability label, regardless of their social or health label.  

I had a look at some of the data that we have on Hampshire at CSCI, and since 2004 the number of registered services, care homes, care homes with nursing, has remained pretty static, there has been very little change, but there has been a ten‑fold increase in the number of home care agencies registered in Hampshire.  Now, I do not know whether that is significant in terms of the decisions that Hampshire made about its nursing home provision or whether it is a consequence of other market factors, but that is quite startling.  

Now, the point and purpose of regulation is three‑fold: it is to provide a framework for the safety and quality, and to govern outcomes that services that are registered are intended to provide to individuals.  Regulation is intended to focus on best outcomes for people, rather than processes or outputs, and it is also intended to prescribe remedies to change behaviour and to deter noncompliance.  
Now, the reason why I am detailing the purpose of regulation is that, as we move to a more personalised agenda, that takes, by the very nature, a huge chunk of services out of the regulatory umbrella.  So if that is what regulation does, if you are not in the regulatory umbrella, what are the things that we need to put in place to ensure that it is still about best outcomes for people, that there is still a deterrent for noncompliance or poor quality service?  

People are telling us ‑ and part of our role in CSCI is to speak to individuals who access social care services ‑ that they want not only a radical review of policy and they want services that meet their needs, they are also telling us that they want a radical review of regulation that is intended to drive up standards.  They do not necessarily want services taken out of regulation, what they want is an upping of the game in terms of national minimum standards and expectations because adequate is not good enough.  

Now we are seeing a shift in the way that service quality is being measured, and the introduction of quality ratings for every registered service I think will have an increasingly positive impact on the information and the choices that individuals accessing social care services can make.  

The level of prescriptiveness of current regulation does hinder personalisation.  For example, it might be very important for a domiciliary care agency - and I am sure when the inspector calls it is - that they can demonstrate that there is a written care plan in an individual's home.  Well, actually, I do not want a care plan of what I am going to do on a day‑to‑day basis sitting on my sideboard in my home.  So that is where we have this dissonance between safety, effectiveness and regulation, and individual choice and personalisation.  

As a regulator, regardless of whether it is a personalised service, a regulated service, we have core expectations.  We expect that every individual should receive a proper assessment of their need involving the individual fully - not what we think an individual's needs are, but what they communicate with us their needs are.  They should expect and receive good information about their options and independent support to make those choices, and all should expect to have access to quality services that support their human rights and their dignity.  They are the core foundations of any good social care service.  

Personalisation, self‑directed care, do require a change in emphasis to a wellbeing agenda, and we have touched on earlier the impact that social care, both as a provision of service but also as an interdependent in shaping communities, can have on really upping the game about enabling every individual in a community to play an active part in shaping that community.  

The starting point for CSCI in evaluating effective social care is to consider what people who may use services tell us that they want, and that is:  

• services that preserve their dignity and individuality;

• treat them with respect;

• offer choice and control;

• promote independence;

• keep them safe - which comes back to the safeguarding 
  again conundrum; and 

• offer value for money.  

In understanding the market and people's experiences we believe that those aspirations should be the yardstick in determining the effectiveness and quality of any service.  

In January 2008, CSCI published its annual review of the state of social care.  We found some key messages.  For people who are in the system, services are getting better.  Council performance ratings have improved and continue to improve on a year‑by‑year basis.  The introduction of quality ratings for registered services have seen a month‑on‑month improvement in the quality of services and reduction of zero star or poor services.  In the south‑east the percentage of registered services that are now classified as poor is 2% of the total of all registered services and declining.  However, the regulatory system only regulates those currently registered services, so there is a proportion of care, a growing proportion of care, such as personal assistants, that sit out of the regulatory umbrella.  

Our 2008 overview also found that people funding their own care often do so without proper information and advice.  At this point it might be prudent to mention eligibility criteria and the impact that that has on the quality and availability of care.  73% of councils estimate that they will be operating at substantial or critical as their eligibility criteria in 2007 and 2008, and this excludes a significant number of individuals from the formal social care system.  

Many councils are developing, in conjunction with providers, very innovative models of service to transform and that are transforming people's lives.  However, we in CSCI believe that the system is now one that is responding increasingly well to complex needs, but is not responding well to those that are seen equated as low level services, and too often we see low level service equated with low level eligibility, and we do not believe that, if you are truly going to engage with the personalisation agenda, that those two are an equation.  

The role of the council is vital, we believe, in recognising that they are responsible for everyone in the community, that is people who have their services arranged by that council and people that do not have their services arranged by that council, particularly in safeguarding and promoting safe and effective services.  Councils, we believe, have a responsibility to encourage plurality of supply, including those that they may never procure.  

In social care people should know where they can find a service to meet their needs, and we truly believe that no one organisation can operate in isolation, there has to be a true interdependence.  

Making personalised care poses real challenges and I do not underestimate either the economic, nor the social challenge.  Early indications from the in control pilots show that 100% of younger people with a learning disability chose in the early stages to take their money out of residential care services and place it in supported living.  That again is going to pose many, many challenges for us in shaping the market.  

I believe there will still be a key requirement for significant residential and nursing care services, and what we should not do is put personalisation in a box that is about community provision, home care provision, domiciliary care provision.  It should apply equally to those who are receiving their care in a residential or nursing care setting.  

To make personalised care a reality requires attention to assessment and that would be my key message to Hampshire County Council: it is the assessment of an individual's needs and the ability to shape services to meet those needs that is key to delivering a truly personalised agenda.  

As a regulator our challenge is to support innovation but to stick to our core vision and values, and the change in the regulatory environment in 2009 and, more fundamentally, in 2010 with the introduction of new regulations, poses challenges for us at CSCI in helping to influence policymakers to both embrace the personalisation agenda but take seriously our corporate or welfare responsibility to ensure that everyone has equal access to services.  

There does continue to be uncertainty about whether new types of service will be regulated in future.  Final decisions we believe need to consider the risks that are inherent in allowing people to undertake activities of daily living and about the balance between providers and people who use services.  What is that balance of power and do we feel that the scales are set appropriately?  

The proposed new regulations do provide more comprehensive definition of personal care that I will not go into today because I am sure you all want your lunch, but what it will do is to help to shape and to bring into regulation services that currently sit outside, because it will be focused on clarifying the service provision rather than clarifying the environment or clarifying the place where the service is provided.  

So in summary it is currently proposed that day centres, personal assistants, brokerage services, etcetera, will remain outside registration and outside regulation.  Our challenge, when we consider what regulation brings to the social care party, is to ensure that, if those services that are key elements of personalisation remain outside the regulatory framework, how can we ensure that they are safe, effective, preserve dignity and ensure that they are value for money for the public purse?  

CSCI believes that there is a need for greater clarity of roles of councils and in terms of their responsibilities for both shaping the market, but also, increasingly, managing an effective and pluralistic market.  

Thank you very much.  

(Applause)

CLLR FELICITY HINDSON:  Thank you very much.  I think Councillor Alan Dowden had already voiced a question.  Alan, would you briefly like to remind people.  

CLLR ALAN DOWDEN:  I do not think I need to, because a lot of what you said in the presentation basically answered it.  

MS AMANDA SHERLOCK:  Okay.  I am very pleased about that.  

CLLR FELICITY HINDSON:  Thank you.  Have any of the commissioners got further questions they would like?  John?  

MR JOHN DIXON:  Amanda, could I ask you a question following up on assessments?  You placed heavy emphasis on assessments and I think that personalisation does raise some questions about assessments.  I mean Charles Leadbeater, who talks quite a lot about personalisation, talks about the move from needs, as defined by professionals, through to wants, where people are saying, "This is what I want and these are the people I want to help me to get it".  While I understand what you are talking about as assessments, I think assessments are almost the professional does an assessment, it justifies the professional's existence, it allows rationing to take place, and it is ...  I mean we spend most of our time in our department, you know, on assessment, or much more than we should do, relative to actually helping people to get what they want.  So I am just challenging that question for all of us really as to where we are going to be going in the future with assessment.  Certainly we are expecting that our activity is going to shift a lot, a lot of it to self‑assessment, and much more of our time of our paid professionals along to helping people to get what they want.

MS AMANDA SHERLOCK:  I think you are absolutely right, John, and, as I am sure you know, I entirely agree with you.  I am talking about assessment in terms of the overall context and contribution that social care makes to a community.  So it is assessing whether the LAA targets have sufficient focus on adult social care, it is assessing whether the council is carrying out its corporate responsibilities to support and enable people to self‑assess.  It is also providing a core assessment function for those that are either unwilling or unable to undertake self‑assessment, because I think it is a dangerous path to assume that everyone has either the capability or the ability to self‑assess.  So it is contextualising assessment in the round that I was trying to get at, not that we should start employing hundreds of social workers to go out and all do very noble things, but ultimately very useless things, in terms of the personalisation agenda.  

MR JOHN DIXON:  Thanks.  

CLLR FELICITY HINDSON:  I think we have time to ask if there are any questions from our audience.  

A MEMBER OF THE AUDIENCE:  It is not a question and it is probably patronising, but assessment, which I think you touched on, I believe the derivative is to sit with, you know, and the difficulty that I have had is that the person who knows the person being cared for perhaps best is not always listened to.  

MS AMANDA SHERLOCK:  Yes.

A MEMBER OF THE AUDIENCE:  It might be listened to, but there is an assumption that the professional, you know, is telling ...  I mean the whole philosophical thing about wants and needs, I did a whole thesis about, which I will not bore you.  You know, what we decide people need and what they want might not be realistic, but, you know, we do it in education all the time and it is a very interesting - it is a vital thing, is it not?

MS AMANDA SHERLOCK:  You are absolutely right, and I would not want assessment to be a professional sitting with either a carer or with an individual wishing to access care.  What I would want to see is a local authority sitting with a community and all the various means and mechanisms that it can employ to do that effectively so that it fully understands what is going on out there, what the community wants, and then helps to shape in a very powerful way how that can then be delivered.

CLLR FELICITY HINDSON:  Thank you.  Finally ...  

A MEMBER OF THE AUDIENCE:  Sorry.

CLLR FELICITY HINDSON:  Oh, yes.  No, please.  

A MEMBER OF THE AUDIENCE:  Could I make a very quick plea, and I have a suspicion it is going to fall on deaf ears, but representing the independent sector, it really concerns us that PAs are not going to come under regulation.  

CLLR FELICITY HINDSON:  Amanda, would you like to comment on that?

MS AMANDA SHERLOCK:  CSCI, in its submission to the Department of Health, our line is that regulation per se does not necessarily offer protection.  What we need to have is a coherent model of personalisation where individuals ‑ and they can through the new Independent Safeguarding Board ‑ if they wish to have their personal assistant vetted, that can be put in place.  I am assuming you feel it should be wider than just CRB vetting and that is a choice.  I do not think it is a choice that the Government are going to take, but I would not wish to be seen as speaking for the Government.  But CSCI's position is that we would not necessarily see what we want to achieve from the personalisation agenda by bringing further services into regulation.  What we need to do is to amend regulation, shape regulation, so that it is able to deliver our vision and values around safety and promoting efficiency and so on.  

CLLR FELICITY HINDSON:  Thank you very much.

MS AMANDA SHERLOCK:  Thank you. 

CLLR FELICITY HINDSON:  Professor Peter Beresford.  

PROFESSOR PETER BERESFORD:  Thank you.  Just two points quickly to put into the pot, because I think you are absolutely right to spend a lot of time and concern on the issue of assessment.  Speaking from my own experience, I think if you are having difficult times and you have only known certain things, then your capacity to self‑assess in the most productive way obviously can be quite limited.  I want just to refer to two things: one a national piece of work we did about what service users felt about palliative care social workers, where they greatly valued an assessment process that was not based on a form or an interview or interviews, but on an ongoing process of discussion and negotiation enabling the person with information and support to work out what they wanted; but also for us to think that the process of assessment may well best be one which is carried out by other people with experience of service users who are truly independent and perhaps based in service user organisations.  Whatever we are talking about, I think we need to be prioritising assessment in this and not having an assumption that self‑assessment is naturally good.  

MS AMANDA SHERLOCK:  I agree.  Thank you.

CLLR FELICITY HINDSON:  Amanda, thank you very much indeed.  It has been most informative. 

(Applause)

I think it is vital that we do understand the regulation and quality framework, so thank you very much.  

Now can I invite Ian Loynes and Robert Droy from Southampton Centre for Independent Living to give us their presentation.  I have to say they are old friends of the County Council and it is very good to have both of them with us today.

MR IAN LOYNES:  I am Ian and this is Robert.  I am going to start the presentation today and I will do the tennis match bit I think along with all the other speakers here.  I think you have seen this slide long enough.  

I think in terms of who we are, we are a peer support organisation run and controlled by disabled people.  We support and involve disabled people, irrespective of their impairments, and we have a progressive social policy approach to life.  We believe that progressive social policy is the way forward and that is why we came into existence along with every other Centre for Independent Living and every other user‑led organisation, which is current jargon.  
We do welcome this opportunity to put the views of disabled people into this agenda, and hopefully that will be useful to you.  

We are conscious of time, so we will try and move on, but I guess a lot of what our presentation is saying, for goodness’ sake talk to us.  We have kind of been around a while.  We have been doing things like direct payments, individual budgets, for many, many years.  We kind of know the answers to many of the questions, the trouble is we do not get asked very often.  So that is going to be the general theme I think, particularly in terms of what solutions there are out there.  

I should have said at the outset we constructed this presentation with the support of the user‑led organisations in Hampshire, and I think much of what we are going to be saying is very much about, you know, use the resources you have got.  

The principles underpinning the personalisation agenda ‑ and that is self‑assessment, choice, control, flexibility ‑ have all been fought for by disabled people for over 20 years now.  You know, we have just had a debate about self‑assessment, self‑assessment should be supported, self‑assessment should be from the perspective of their peers, people who understand what options there are in life.  All of these issues have been debated and talked about and done in many respects, and Hampshire was one of the early authorities to latch onto the idea of self‑assessment before it became Government policy, and we look forward to the day where self‑assessment again becomes a priority in local authorities.  

But let's not forget what went before individual budgets, self‑directed support.  We had a self‑operated care scheme which began in Hampshire, was a national lead; came out with disabled people actually saying, "Residential care is not what we want.  We want to be able to manage our own support", and that has now led to direct payments and now self‑directed support, and we see them as different flavours of the same thing.  

I spent some time last night going through the combined evidence that has been collected so far and I think it is notable that most of the evidence highlighting the very concerns that there are out there forget that the same old people have been doing this for as long as they have, and we have been employing PAs for God knows how many years, more than we care to remember, and actually we have answers and all of those answers are positive.  I have concerns that some of that negativity is coming from organisations that have a vested interest in the status quo ‑ I will not dwell on that.  

Individual budgets are different to direct payments and various other things, but they are different flavours of the same thing, so there is nothing new under the rainbow.  Let's not reinvent new wheels unless we really need to, and occasionally we might.  The point we make and we always make is that direct payments worked well because disabled people developed it.  I think we would like to see this whole Commission and what comes out of it actually being led by disabled people, not the people who think they might know what we want, because all too often they do not.  But it is important to make the point that we developed it, and it worked well in Hampshire because the local authority was prepared to play ball and was prepared to allow us to take risks and develop a scheme which was, at the time, cutting edge and, at the time, questionably illegal - (laughter) - albeit, thankfully, a bit of common sense broke out.  

I think we make the point that we really urge you to do that with self‑directed support, individual budgets, use the people out there, use disabled people, and we hope to see more of that in this Commission, and maybe I will not say anything more about that.  

If disabled people are to control their own lives, then they have to be in control of how their services are developed and provided.  We cannot just have a solution provided to us and say, "Right, off you go.  Here's 500 quid a month, you decide what to do with it".  We have got to be in control of how those are developed, how they are supported, and all the infrastructure around that.  

I think it is interesting that some of the submitted evidence now is accepting that procurement which has been the gall of our lives as user‑led organisations over the last few years.  Procurement systems often do exclude us as providers, because we focus more on outcomes and less on commercial marketability and corporate identity.  I see that as saying we get on and do the job, rather than telling everybody how great we are at doing it, and that puts us, as user‑led organisations, at a disadvantage, and that is a huge issue for this Commission, and sadly we just do not have time to talk about it in our presentation today.  

So I think my last point before I move on and pass the floor to Robert is that sadly we think the skills of disabled people and their organisations are not being exploited properly in terms of this Commission.  We believe that local authorities nationally ‑ and I think this is a national issue as well as a local one for Hampshire ‑ have to value and resource our organisations to exist.  It is noticeable I think, particularly in this Commission, but it tends to happen across the nation in these debates, that organisations like ours are very proactive, very keen to have a say and to recommend to the people with power what should happen in terms of our empowerment, and we tend to do that in isolation of all the other organisations, so as soon as there is money on the table, they will crop up and take all the work away from us.  I think that is why local authorities - and in this case Hampshire particularly - should place much greater value on the role of users who choose to run their own organisations, because it is a tough job out there, and I think it is terribly important that that role is recognised, rather than just left to the market, which, you know, evidence is showing is not the right way forward.

I will pass on to Robert.  Thank you.  

MR ROBERT DROY:  Thank you.  My name is Robert Droy.  I am the Independent Living Team Manager.  I am SCIL, as well as being a direct payment user.  

I just want to briefly talk a little bit about regulation and risk.  I really welcome some of the comments Amanda just made, because, you know, I thought we may have a kind of stand‑up row over some of the issues, but it is good to see that CSCI seem to be kind of taking on board some of our concerns.  

All I would say really around regulation and protection is that many disabled people do reject the kind of assumption that we are a vulnerable adult.  Many people think it patronising, and I myself find it really quite inaccurate.  In fact I would say the last time that I actually felt vulnerable was actually when I went into hospital, because I did not have any choice and control; people were "looking after me" in a way that I could not control, where they did not necessarily know what my requirements were.  Actually, that made me feel a lot more vulnerable, being looked after by supposedly highly qualified staff, than actually when I am at home in my own environment, employing my own personal assistant, who does not necessarily have any NVQ or relevant training, but actually knows how I like things done, and communicates with me and we have a good dialogue.  

At SCIL we support people both in Hampshire and Southampton, and we support hundreds of disabled people who have their own personal assistant, and the incidence of abuse is actually very small.  I know most of you have read the Skills for Care report, but, you know, it was good to see that some of the evidence from that came out.  I have actually done a bar chart up here just showing it, that actually the experience of abuse by people using PAs is actually a lot lower than people actually getting local authority care and support.  So I know there may seem to be a kind of inequity between regulation of agencies and regulation of personal assistants, but I think you can see from the graph, you know, quite a significant difference on all known aspects of abuse, that actually when you have a relationship with a personal assistant, when you are that employer and employee, when disabled people do have the support of another organisation, they can actually make sure that the kinds of abuse does not occur or, where it does occur, it is dealt with very quickly and effectively.  

I will say however that, you know, rigorous recruitment practices are vital. Obviously, some of the other findings of the Skills for Care report around personal assistants not having a contract of employment and such, that does worry me, you know, and I certainly think one of the successes of direct payment in Hampshire is that SCIL has supported people to be good employers, you know.  So I in no way want us to be saying, you know, "It's okay to treat your personal assistant like a slave", or whatever.  I do think that with choice and control also comes the responsibility that we have to be good employers.  

I also think that our Criminal Record Bureau check can give a false sense of security.  You know, I always say to people that sometimes you have got to go on your gut instinct.  Sometimes it will be wrong, but in my experience nine times out of ten it is right.  Actually, if you feel slightly uncomfortable with a person, that may be just a personality clash, but there is nothing wrong with that.  You know, it is a very intimate kind of relationship you have with a personal assistant.  I think, you know, people need to not just think, just because the CRB check comes back okay, that they are in some way not going to have to worry about abuse.  Risk needs to be kept in perspective.  There are risks in all areas of life and I am very aware of that.  I am just checking the time.  

Choice and control means actually allowing users to make risky choices.  We cannot just talk about choice and control and then say, "Yes, but when you do something that we don't agree with, we are going to step in and go, 'No, you naughty disabled person, you can't do that'", you know.  (Laughter) We are not children, you know, and I welcome people saying that child protection and adult protection are very different things.  They are both important, but I think they both may need different solutions to deal with them.  

The last point I would make is that we all make bad choices at one time in our lives, you know, particularly in our love life mainly.  (Laughter)  But, you know, nondisabled people do not then get their mental capacity questioned.  I had a user with learning difficulties who did slightly go awry in his financial management of his direct payment, and, you know, luckily we worked with the local authority to actually sort that out, but in a lot of local authorities it would have been, "Right, we'll take his direct payment away from him", and actually it should be, "Actually, no, we'll support you to ensure that you do have the right support in order to manage it".  

Personalisation in Hampshire can only occur if the cultural change that I know the Commission have talked a lot about already is adopted across the whole County Council, and apologies to any lawyers or accountants in the audience or on the Commission, but they do need to also adopt a kind of very different way of doing things.  You know, the number of times, certainly in just the development of individual budgets, not just in Hampshire but in other local authorities we have dealt with, where, you know, it had all been going very well and then there had been bit of a barrier, and I have to say the barrier in most cases seemed to be coming up within the Finance Department.  So I do think, you know, they need to also adopt a more risk‑aware, rather than a risk‑averse attitude.  I was particularly pleased about the evidence you heard in the first session from I think Louise her name was from Cumbria about how they are really trying to kind of develop that kind of risk strategy that is not all about kind of protecting people and mollycoddling them and covering them in cotton wool.  

So just on this last point on this section, over‑regulation will stifle the creativity and flexibility.  If you do that, what is the point in having personalisation?  We might as well carry on the way we are.  So, you know, we really believe in personalisation, but it can easily be killed off if people over‑regulate it.  

An interesting conversation has just been had around outcome and needs and wants, and all I would say on that is changing the jargon is not enough.  Hampshire County Council, I think in February, changed from a kind of need‑led assessment to an outcome‑led care planning approach, but I have to say everyone I talk to cannot actually give me a very clear answer on what difference that will actually make to the service user.  I do not claim to have an answer, I do not know what an outcome or need or a want is, but I do think, if we are going to kind of change the jargon - and let's be honest, personalisation seems to be bringing up a lot more jargon than I ever imagined, you know, co‑production, brokerage, all this stuff, I mean it is just a whole another dictionary, is it not? - but, you know, there must be a point that actually we need to decide what we mean by these different terms.  When I had a meeting with Hampshire County Council and Southampton City Council, they both talked about brokerage in a totally different way.  Now, I do not know which one is right, maybe they are both right, maybe they are both wrong, but I do kind of worry that, if we do not, kind of, at a national level come to some kind of agreement on, kind of, what this language means, we are going to get ourselves in trouble.  As I say, you know, local authorities merely changing the language is not necessarily going to mean a better outcome for disabled people.  

In terms of flexibility, everybody wants some degree of choice and control over how they receive their basic support.  One of the biggest things that irritate me is when people go, "Well, some people won't necessarily want choice and control".  Well, they might not want choice and control over a trivial aspect of their life, but believe me anybody, no matter what age, no matter what stage in their life, and I would actually say older people and people at the end of their life probably want more choice and control over who is actually going to be supporting them.  So I actually totally reject this notion that some people will not want choice and control.  That is a totally different thing to saying somebody will want to directly manage the money, but they will want choice and control over who is coming in to support them and how they are supporting them.  

I think we should be raising disabled people's expectations about what they should want from life, rather than constraining how they meet their outcomes, and, you know, I really think we need to think about that.  The care market need to respond to this by focusing on individual users.  You know, services do need to be tailored to an individual's needs and outcomes.  

I help people get direct payment and then have wanted to use an agency.  When you first have the meeting with the agency, a lot of care agencies make a lot of promises, "We can deliver this type of person.  We can deliver 24‑hour support for you", you know.  I supported a user who went to university, you know, and he had such a negative experience from using a care agency that he nearly dropped out of university.  What really irritated me about that was at the meeting with the care agency they knew what he wanted and they said they could deliver it, but yet, when they could not, there did not seem to be any comeback for him.  I just think we need to be careful about, you know, kind of …  We can all say ...  Let's be honest, we all do it, we all write publicity spin from time to time, but I do think we have got to be clear that, when we write something down promising something, we can actually do our best to deliver it.  

I know there have been a lot of concerns from some users and carers around day services and will they shut down, you know, under the new agenda, but I personally think, if day services do not offer people stimulation and support, they should shut down.  You know, too many day services I am aware of I believe are just holding pens for cheap respite care, where basically somebody is picked up in the morning and taken somewhere, and actually there is very little stimulation.  You know, I do not think ...  You know, I wonder whether they do have some kind of individual care plan at the day centre because to be honest a lot of the time it appears like people are just wandering up and down corridors all the time.  I am not in any way saying that carers do not need and deserve that break from that caring relationship, but, you know, we need to think about the disabled people too and not just they are basically a cheap babysitting service.  

I just want to go back quickly to employing your own personal assistants.  This is actually a quote from me, I wrote it - I will be honest there.  I would love to say I have done tons of research and interviewed people right across the country, but it is actually a comment that we hear a lot, that, "I want a PA with the right attitude, not somebody with an NVQ", and I just think that is really important and particularly when we talk about regulation.  At SCIL we have supported a lot of people to employ people from the Eastern European communities.  Now, if we brought in regulations, that would actually cut off quite an important market of PAs who in our experience actually are very good workers, very committed, and that really do have a very good empowering attitude for disabled people.  

I also think care managers, you know, and other people can often over‑emphasise the difficulties of employing their own staff, but I believe with the right degree of support these difficulties can be easily resolved.  So really just coming back to Ian's original point, that is why peer support is so important, that you do have an organisation like SCIL, like HCIL, like HCODP, along with others, really kind of a strong peer support movement within Hampshire.  We are very lucky to have this wealth of expertise within Hampshire.  I have to say for a number of reasons I do not think Hampshire County Council had utilised that as well as they could have done over the last couple of years.  We certainly had very, very strong links with the County Council kind of 10 years ago when I first started working, and I will say, not so much over the last year, but certainly two or three years ago, it very much felt like we were not working in a partnership attitude.  

As I say, I just think it ironic that just when the agenda seemed to be moving in our direction around personalisation, around choice and control, our organisations are under threat, you know, and there does seem to be larger charities, that are not user‑led, kind of jumping on the bandwagon.  
I read a couple of quotes in your briefing papers over the weekend, and one of them I thought was quite interesting around brokerage and how everybody wants to be a broker, but actually no one quite knows what it means or how they are going to do it, or whether there are even services out there to broker for.  So I think we need to be very clear, you know, in a kind of pitch(?), but I do think we need to be clear that brokers do need to have a specialised role and they do need to have specialised knowledge, and it is not just a case of almost letting anyone who happened to say they want to be a broker to get involved.  

That other quote I read last weekend that I thought was interesting was around actually, like Ian said, people who can deliver the outcomes are not necessarily the people who can write the best tenders, and I really kind of think that is important.  We are good at getting out there and supporting users, and I use the word "support" really intentionally, we support them.  We do not engage with them, we do not consult with them, we do not just kind of dilly around them and kind of use them in a political way, we really do support them on a one‑to‑one basis.  

My last comment is, you know, things do move on, don't they?  You know, personalisation this year, whatever, but in 5 or 10 years' time that agenda may have moved again, but you cannot necessarily rely on Centre for Independent Living and user‑led organisations being around when that all happens.  So just be kind of aware that, you know, if we are not given adequate funding and adequate support, we may not be there in a few years’ time.  

Sorry, I know I am really overrunning, so I will be really quick.  

Just the last few things around issues that threaten the agenda.  You know, I think Belinda put it very well at your last session around eligibility and disabled people being denied their legal right to have an assessment.  Certainly we are very worried about inappropriate telephone screening and people being screened out, and certainly a lot of findings from the CSCI report seem to echo that.  So again that is not a criticism of Hampshire per se, it is a national issue.  

This kind of inequity thing, that is really difficult to deal with, but, you know, I totally support people being able to get out and about in the community.  But I do have a real issue around some people cannot have a shower more than once a week, but yet, you know, you read that people are getting funding to go to football every fortnight.  To me, I have a real issue around whether that is really equitable.  

The charging issue, you know, over a third of Hampshire's direct payment users withdrew once charging was introduced.  We would just ask what risks does this policy present to users?  As far as we are aware, the policy was not assessed against Hampshire County Council's Disability Equality Duty.  You know, I am sure some of you have read the Charging into Poverty? publication by the Coalition on Charging, but there are significant barriers to charging that I really do think need to be dealt with in this personalised era.  

This thing about universal access to information, well, of course I welcome that, but who is going to follow up whether that information is actually appropriate or actually met the need?  It is not about just saying anyone can ring up and ask how to get a wheelchair, we need to actually make sure there is some follow‑up that, if the first bit of information was not quite what somebody was looking for, that we have some way of following up kind of how it was dealt with in the long run.  

I just want to finish with a quote from a speech that Baroness Jane Campbell made, Commissioner for the Equality and Human Rights Commission.  She spoke to the Institute for Public Policy Research.  It is on their website if you want to have a look at it, but she said:  

"The very advantages that personalisation and co‑production potentially offers also contain the seeds of building further 
inequality and disadvantage: ‘there will be huge scope 
for self‑directed services and personal budgets.  These pay‑offs 
will particularly apply where people can mobilise their own 
knowledge and resources to make the service more effective.  

For those who do not ‑ the most excluded in our society, the 
people who need it the most, will lose out.’"  

I think we really need to be aware of that, that we do not want to just all make that inequality worse again for people like myself, who know my right, who can communicate verbally, who can go and knock on doors, who can be a bit gobby when they need to be, that we actually get a care package that we need, but yet there is a lot of socially isolated disabled people who will not get that opportunity.  

I hope I have not overrun too much.  Thank you.  

(Applause)

CLLR FELICITY HINDSON:  Thank you very much, Ian and Robert.  We really did need to have your perspective on this and I am very grateful to you for bringing it to us.  I am going to ask the commissioners if any of them have ...  Yes, Professor Jonathan Montgomery.  

PROFESSOR JONATHAN MONTGOMERY:  Thanks very much.  I wanted to pick up your story about the student whose deal with the care agencies had not actually been honoured, and I wanted to ask what you thought was the best accountability mechanisms to deal with that sort of service failure.  I should say, apart from being with a Primary Care Trust, I am a law professor, and the last thing I would want to see is you sucking people into disputes mediated through the legal system, but you clearly need to have some way of providing the incentives for service providers to honour their promises.

MR ROBERT DROY:  I mean I think it is down to the fact there needs to be a more consumer‑type market where, you know, if one agency does not perform, that they know they will lose the work and thus they will get a bad reputation.  Although I am slightly wary of this kind of careBay eBay-type idea, because, you know, I kind of can see some problems with it, I could also see that it would be quite an interesting way to see whether it would actually drive up quality from the care agencies because, you know, I do think it is a real problem with people just making false promises really.

CLLR FELICITY HINDSON:  Thank you.  Peter?  

PROFESSOR PETER BERESFORD:  Thank you.  I felt the moral of the opening remarks that the two of you made were "Don't ever be first", because of course the Disabled People's Movement and service users were first in pioneering these ideas, and, as is the way, if they are really good ideas, other people with higher visibility can take them over.  A national study which I was involved in funded by the Joseph Rowntree Foundation found that is exactly what, across the country, service users and service user‑led organisations feel happens, that they have not got the profile, their knowledge and experience is not equally valued and so on.  But this is a national commission, as well as a commission that is concerned particularly with Hampshire, and I have to say that, from my experience as somebody who is the Chair of a national service user organisation, I increasingly am feeling and experiencing what I would see as significant barriers to service users and service user organisations being meaningfully involved at all key levels in taking personalisation forward.  Of course the issue that that raises for us is what will personalisation be at a national, and indeed a local and a regional level, if people, as service users, as disabled people and other service users, are not fully involved in producing it, and that is a real worry I think.  I am making that more as a statement than as a question, but you may have comments that you want to make in relation to it.  

MR IAN LOYNES:  I think the issue for us is that, you know, we have been around for a long time.  We came into existence because disabled people wanted us to.  We supported ourselves ‑ self‑help, all that thing.  Suddenly the Government accepts that we are quite a good idea actually and wants to have user‑led organisations all over the place and they want them in 18 months as always.  I think the point is, if we exist for our own purposes, then that is one thing, but if the Government wants us to exist, then it has to create somewhere where we can exist, and we need to stop beating up those organisations that do exist, because I can tell you, as leader of this one, it is a tough environment out there and we need to have a constructive dialogue with councils, and councils need to accept that they need us as much as we need them.  

CLLR FELICITY HINDSON:  Thank you.  Can I ask Stephen Burke, please?  

MR STEPHEN BURKE:  Thank you both very much for your presentation.  Thanks for reminding us also about the issues around charging, which I think we need to return to as a commission, and the impact of charging, and also the issues around funding of the third sector and user‑led organisations.  

I just want to come back to a point that was made earlier, and I hope I am not misinterpreting William who is not here any more, but he was suggesting in some respect that the potential for personalisation was limited in relation to older people, and I wondered if you might want to reflect back on that, I mean there was some limitations he was just ..., because we are trying to create a system for all adults.  I would like to hear your views about the barriers that perhaps still exist in terms of trying to create one system for disabled people and older people.  

MR ROBERT DROY:  My view is that there is no difference really.  You know, disabled people become older people.  I remember going to support an older person around direct payments, and he had severe impairment due to age.  I said to him in probably a very patronising and condescending way, "Do you think you will be able to manage the paperwork?", and he said, "I was a bank manager for 25 years.  I don't think it will be a problem".  I think we have to remember that, that older people may become physically disadvantaged, but that does not necessarily mean they, you know, that they are not still capable of managing things like that.  We have many, many people, and indeed we were one of the first people in the country to again offer older people direct payments.  We actually had an older people's support worker for the first few years funded by the Department of Health around actually promoting the idea.  You know, certainly older people, that starts at age 65, which my parents have just reached, and I really think the stereotype of what an older person is needs to change, because certainly I cannot see my parents kind of giving up any choice and control until they are well into their 80s and 90s, you know.  So I just think it is an added complication that does not need to be there, and I also think we need to change the culture of particularly care managers who work in older people's services, because it is normally them who worry more about it, and maybe their families who worry more about it, rather than actually the older people themselves.

CLLR FELICITY HINDSON:  Thank you.  Madeleine Starr? 

MS MADELEINE STARR:  Thank you.  Thanks very much, Ian and Robert.  I would just like to make the point behind your last point that, where older people do have a fear or difficulty in managing a direct payment or in managing and organising care, I think it is incredibly important that the services of independent living, councils and associations, are extended to their families, because actually we all do need that kind of support as well.  I have parents who are both receiving quite high levels of care and actually one is not able to and the other is fearful of actually managing the administration of that.  But we need all the help that we can get in doing it and actually it is very difficult for us to access the kind of support that you offer.  So I could not agree more about how critical it is that voluntary sector organisations, who have huge experience of delivering this, are supported well within local authorities to continue to deliver those services and are not gobbled up by people who see a commercial opportunity in the sector, and are supported to carry on delivering services which are genuinely user‑led and genuinely offer peer support.  

CLLR FELICITY HINDSON:  Well, I think I would thank Ian and Robert very, very much for being with us this morning.  

(Applause)

Before I close this morning's session, I would like to ask - we have had a question submitted by Mr Duncan Stoker(?), and I wonder if he is here this morning ‑ he is ‑ and whether you would like to put your question, and Nick Georgiou, the Director of Adult Services, would like to give you an answer.  Mr Stoker?  

MR DUNCAN STOKER:  Hello there.  My question relates to the level of payment.  Is there an upper limit to how much money an individual client can receive from a direct payment budget?  

MR NICK GEORGIOU:  The answer to that is, no, there is not.  There was a limit in a sort of previous incarnation, but we are not operating with a limit into the future.  Clearly, if we are building out from individual needs, wants, desires, however we describe it, then we cannot.  It would be artificial to put a cap on that.  

I cannot ask questions - nobody has told me I cannot, but I have taken the view that I cannot - but I thought that that answer is pertinent in that issue that Robert was raising about inequities in allocations.  I think there are really significant discussions to be had about how much people get within the RAS and how people's needs are assessed, and that banding question that Ritchard was raising.  It all needs to be put together and that is obviously part of the task of the Commission, but it just touches on the complexity of all this.  I am sorry to have ridden that on the back of your answer.  

CLLR FELICITY HINDSON:  Well, I think I should close this morning's session, but I really do want to thank all our speakers.  We have had a huge range of expertise, and I think it is absolutely vital that we have these experts to help us determine what should be the way forward.  So will you all please join me in thanking all our speakers for having given us so much information.  

(Applause)

We would like to have the next part of the programme starting, it was down for 2 o'clock, but I think it had better be 2.15.  Thank you all very much indeed.
- - - - - - - - - -
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