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Introduction to research review
This knowledge review includes:

* areview of research evidence on the outcomes valued by older people
and the factors that facilitate and inhibit achieving these outcomes

* a postal survey of localities and social services managers in England
and Wales known to be interested in developing outcomes-focused
approaches to older people’s services; and in-depth studies in six lo-
calities. This was supplemented by information supplied by members
of the Outcomes Network (originally established by SPRU and now
supported by the DH Change Agent Team’s Better Commissioning
Learning and Information Network).

The knowledge review was supported by a user advisory group of six
older service users who met three times during the project.

Definitions

‘Outcomes’ refer to the impacts or end results of services on a person’s life.
Outcomes-focused services therefore aim to achieve the aspirations, goals
and priorities identified by service users — in contrast to services whose
contentand/or forms of delivery are standardised or are determined solely
by those who deliver them. Outcomes are by definition individualised,
as they depend on the priorities and aspirations of individual people.

Research into the outcomes valued by older people
Three groups of social care service outcomes have been identified; these

are very similar to the factors that older people identify as central to their
independence and well-being:
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Outcomes involving change

* Improvements in physical symptoms and behaviour.
* Improvements in physical functioning and mobility.
* Improvements in morale.

Outcomes involving maintenance or prevention

* Meeting basic physical needs.

* Ensuring personal safety and security.

* Having a clean and tidy home environment.

* Keeping alert and active.

* Having social contact and company, including opportunities to con-
tribute as well as receive help.

* Having control over daily routines.

Service process outcomes

These refer to the ways that services are accessed and delivered and
include:

* Feeling valued and respected.

* Being treated as an individual.

* Having a say and control over services.

* Value for money.

* A good ‘fit’ with other sources of support.

* Compatibility with, and respect for, cultural and religious prefer-
ences.

The limited research evidence indicates that older people from ethnic
minority communities and with different types of impairments value
the same broad range of outcomes. However the priority assigned to
different outcomes may vary according to age, living circumstances and
type of impairment.
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Research into factors facilitating and inhibiting
outcomes-focused services for older people

Research shows that a number of factors relating to the operation of
social care quasi-markets may affect the delivery of outcomes-focused
services.

Assessment, care planning and review

e Service-led assessments that do not offer choice.

* Assessments that emphasise dependency or overlook psychological
and emotional needs.

* Assessments that do not challenge low expectations of services or the
limited range of help older people think it legitimate to request.

* Fragmented or irregular reviews of service users.

* The health and social care divide, where this prevents holistic assess-
ment and care planning.

Micro-level purchasing

How care managers purchase services from providers of home care serv-
ices has a major impact on the delivery of outcomes-focused services.
Purchasing specified periods of time or help with specified tasks can
restrict both the flexibility and personalisation of services; purchasing
just enough time (or tasks) to maintain physical well-being can threaten
change and process outcomes, as well as maintenance outcomes relating
to social participation.

Provider-level barriers

Difficulty recruiting and retaining staff reduces the flexibility of pro-
viders to provide individualised services, even where older people are
willing to purchase (extra) services privately. Levels of funding from
social services purchasers can restrict providers” opportunities to offer
fair working conditions and training and thus attract and retain good
quality staff.

vii
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Commissioning and contracting

Commissioning and contracting arrangements exert major influences
over the delivery of outcomes-focused services, particularly by independ-
ent sector (rather than in-house) providers. Contracts allowing providers
to vary the price they charge purchasers offer incentives to respond to
individual priorities and needs.

Within quasi-markets, communication is vital to outcomes-focused
services. This includes communication between:

* care managers, contracts managers and providers, so that contracts
reflect users’ needs and preferences.

* providers and care managers, about changes in users” priorities and
circumstances.

* users, frontline staff, provider managers and purchasers, so that
changes in needs are quickly identified and any service changes
implemented.

In addition, front-line staff in regular contact with older people need
to be well-equipped with up-to-date information about other services
outside their immediate area of expertise.

Research evidence on initiatives promoting outcomes-
focused services

Researched development projects conducted by the Social Policy
Research Unit, University of York have tested with social services
partners ways of introducing outcomes-focused approaches into routine
social care practice. Using appropriately designed documentation to
shape front-line practice, the following approaches have been success-
fully implemented:

* Identifying and summarising older people’s desired outcomes during
assessment.

* Briefing home care staff on older people’s desired outcomes.

* Identifying outcomes for carers during assessments and reviews.

* Using postal questionnaires to collect information on outcomes.
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In addition, direct payments have been shown to enable older people to
achieve desired outcomes. However, this success appears to depend on
the availability of local support (formal or informal) to manage direct
payments; take-up among older people remains low.

Practice survey |: Postal survey

A postal survey aimed to establish the range and extensiveness of out-
comes-focused developments in older people’s social care services across
England and Wales. Following careful screening of existing contacts,
at least 70 such initiatives were identified. Social services were generally
the sole or lead agency; the most common partners were NHS primary
care trusts and private service providers. Significantly, most initiatives
were described as currently being planned, piloted or ‘rolled out’; only
17 per cent had been established for up to three years and only 13 per
cent for three-plus years.

Outcomes-focused initiatives were most likely to involve services
for older people living at home and/or following hospital discharge.
Initiatives included developing outcomes approaches in assessment, care
planning and review; changing existing services and commissioning
new ones; and monitoring to see how far services meet user outcomes.
Only moderate levels of user involvement in planning these initiatives
were reported.

Because so many of the reported initiatives were still at an early stage,
some respondents thought it was too early to judge whether they were
successful; those who were able to generally judged them to be partly
or fully successful. However, given the constraints of a postal survey, it
was not possible to know what success criteria were being used or how
far these judgements reflected the experiences of older people using
outcomes-focused services.

Respondents also identified a number of factors that helped and
hindered progress in developing outcomes-focused approaches, and
cited measures to overcome these barriers. These factors were explored
in in-depth case studies.
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Practice survey ll: In-depth case studies

Six localities where outcomes-focused approaches were well established
were selected from responses to the postal survey. They covered a range
of activities (assessment, care planning and review, commissioning
and contracting for new and existing services); and services (day care,
intermediate care, prevention services, community-based rehabilitation,
home care and residential care). Additional examples were obtained from
members of the former SPRU Outcomes network.

Outcomes-focused activities

Assessment, care planning and review

Sites that had developed outcomes-focused approaches had found them
difficult to integrate with the Single Assessment Process. However a
number of ways had been found to incorporate outcomes into care
planning; these could also form the basis of reviews.

Commissioning for change outcomes

Localities had recently established intermediate care services jointly
with NHS partners; some had also restructured their in-house home
care services to provide short-term reablement services to all new users,
free of charge. Desired outcomes (for example, being able to manage
housework or walk to the shops) were identified during assessments.
Care and rehabilitation staff had considerable autonomy over how they
worked with older people to achieve these outcomes. Rebuilding con-
fidence and morale was considered as important as — and underpinned
— improvements in physical functioning.

Commissioning for maintenance outcomes

Three sites had amended contracts with independent home care pro-
viders to facilitate more flexible, outcomes-focused services. Changes
included:

* establishing ‘zones’ for each provider, thus reducing staff travel
time
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* agreeing in advance estimated workloads and payments, with provid-
ers billing retrospectively for actual time spent

* building spare time into contracts for providers to use flexibly to meet
additional requests from users, free of charge.

These changes were expected to provide flexibility for unexpected
emergencies; guarantee staff minimum weekly hours; allow staff to be
employed on a shift basis; and offer opportunities for staff training.
Only one such change in contracting had been evaluated: higher levels
of user satisfaction and increased job satisfaction by front-line staff were
reported; only eight per cent of care packages exceeded their estimated
budget.

These changes involve transferring power and responsibility from
purchasers to providers and users. They require high levels of trust, open
communication channels and appropriate performance and financial
management systems.

Two sites had recently commissioned low level preventive services
from Age Concern and other voluntary organisations — these included
shopping, home visiting and social activities.

Outcomes-focused services

Intermediate care and reablement services

These were areas where staff thought they had made most progress
in establishing outcomes-focused services. Services offered a holistic
approach, tailored to meeting individual goals; progress towards these
could be easily monitored. Users confirmed these outcomes.

Day care

Users valued outcomes-focused day services that identified their interests
and linked them to staff with similar interests. Ethnic minority users
valued day services employing staff who spoke their languages.

Residential care

A local quality development scheme for nursing and residential homes
encouraged individualised service user plans and placed heavy emphasis
on maximising choice, control and independence that contributed to
maintenance and process outcomes.

xi
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Monitoring and evaluation

Systematic and routine monitoring, often using clinical tools, was
common in reablement and intermediate care services. There was less
evidence of routine outcome monitoring among users of longer-term
home care services.

Factors facilitating outcomes-focused approaches

These included:

* national policies such as the National Service Framework for older
people and the Green Paper on adult social care

* local vision, leadership and investment in change management,
including staff induction and regular training workshops

* partnerships and whole-systems working; these helped secure access
to resources and skills that were essential to user outcomes but located
outside the remit of social care

* new investments in intermediate care services involving user-led care
outcomes. Establishing new services also enabled outcomes-focused
culture and practice to be established from the start

* bidding for Partnerships for Older People Projects that would allow
investment in preventive services to meet desired maintenance out-
comes

Factors hindering outcomes-focused approaches

These included:

* Single Assessment Process

e other national policies, inspection regimes and performance
indicators

® resource constraints

 staff culture and attitudes at all levels

e user and carer attitudes.
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Older people’s perspectives

Older people interviewed in the practice survey confirmed the very
significant benefits of intermediate care and reablement services aimed
atachieving change outcomes. Users of these services affirmed how they
had been encouraged to identify important goals and helped to achieve
these. They reported significant improvements in confidence and morale
as well as physical functioning. These improvements were attributed to
the fact that these services were delivered in ways that maximised users’
choice and control.

Older people using residential and day care services also confirmed
the process outcomes of highly individualised care. However, it was
difficult to find examples of holistic approaches in which services met a
wide range of desired maintenance outcomes.

The User Advisory Group confirmed the importance of services re-
sponding to individual needs and differences; of choice and control over
services; and of help with low level tasks such as cleaning, gardening and
shopping. The Group highlighted the difficulties experienced by some
older people, particularly from ethnic minority communities, in access-
ing services without additional support. Voluntary organisations and
NHS services, particularly GPs, were thought to have important roles to
play in helping older people access services and achieve desired outcomes.
Voluntary organisations can also provide information and advocacy for
older people who are isolated or find it hard to access services.

Conclusions

Although recent policies have emphasised outcomes-focused services,
in some localities such approaches have been in operation for some
time. SPRU’s Outcomes programme, with its associated training and
development material, enabled some localities to make significant de-
velopments, particularly in outcomes-focused approaches to assessment,
care planning and review.

More recently, targeted funding and performance indicators related
to hospital admission and discharge have given a significant impetus to
the development of services focused on change outcomes, both in col-
laboration with NHS partners and by local authority in-house services.

xiii
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However, in general, there remains a significant disjunction between
these developments and the capacity of independent home care services to
deliver long-term maintenance and process outcomes. Some localities are
building on the conclusions of extensive research into care management
and commissioning within social care quasi-markets and are developing
less rigid and bureaucratic approaches to commissioning and purchas-
ing services, particularly from independent home care providers. The
impact of these new approaches on users’ experiences needs thorough
and systematic evaluation.

Resource constraints and poor relationships with independent pro-
vidersin other areas continue to impede the introduction of more flexible,
individualised home care services.

The emergent policy emphasis on prevention means that efforts
are being made to develop low-level preventive services, often through
partnerships with local voluntary and community organisations. These
may contribute to valued maintenance outcomes such as domestic help
and social participation. The Partnerships for Older People Projects will
provide valuable evidence in the future about the effectiveness of these
approaches to meeting desired outcomes.

Three broader issues remain. First, although this knowledge review
found many examples of high quality, outcome-oriented services, these
were often fragmented and service-specific. For example, the outcomes
focus of reablement services was often not carried through into long-
term home care services. Similarly, good quality day services addressed
maintenance and process outcomes, but there was little support for
maintaining these outcomes outside the day centre.

Secondly, the concept and practice of ‘outcomes’ is subject to mul-
tiple interpretations and disciplinary perspectives. Some services had a
strong outcomes focus as a consequence of other policies, such as the
development of intermediate care and reablement services, or new ap-
proaches to the inspection of residential care. The concept and practice
of outcomes mapped most readily onto intermediate care and reablement
services. However, even here, GPs and clinicians were reported some-
times not to understand the concept of outcomes, with consequences
for the appropriateness of their referrals and advice to older patients.
Moreover, many intermediate care services screen potential users care-
fully and admit only those able to achieve change outcomes. This risks
equating ‘outcomes’ with ‘change outcomes’. Longer-term maintenance
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and prevention outcomes, and groups of older people such as those with
dementia for whom maintenance, prevention and process outcomes are
especially important, consequently risk being marginalised. ‘Flexible’,
‘person-centred’ or ‘responsive’ may be more appropriate and inclusive
terms than ‘outcome’.

Third, as the user advisory group confirmed, many of the outcomes
desired by older people do not, on the face of it, appear to be derived
from interventions that currently fall within the remit of social care
services. Partnerships with other statutory and voluntary agencies will
be necessary to support older people, for example, in keeping alert and
active, continuing to participate in social networks and other main-
tenance and preventive outcomes. A ‘whole systems” approach to the
commissioning, review and evaluation of outcomes-focused services is
therefore essential.

XV






Research review

1.1 Introduction to research review

The Social Care Institute for Excellence (SCIE) commissioned the Social
Policy Research Unit (SPRU) at the University of York to undertake a
knowledge review on outcomes-focused services for older people. The
knowledge review consists of:

* areview of research on outcomes and outcomes-focused services

* a national survey and case study examples of current and emerging
approaches to commissioning and delivering outcomes-focused serv-
ices for older people across England and Wales.

A User Advisory Group was established to guide the knowledge review
(see Appendix 1).

The research review aims to:

* summarise research on the outcomes that older people value and wish
to achieve from contact with social care services
* identify factors that facilitate or inhibit outcomes-focused services.

Details of how the research review was conducted are contained in
Appendix 2. Research included in the review was mainly conducted
before a number of important measures, likely to have impacted on policy
and practice, were implemented. Thus the impact of partnership working
as promoted by Section 31 of the Health Act 1999, the National Service
Framework (NSF) for older people, the Single Assessment Process (SAP),
Fair Access to Care Services (FACS) guidance and measures to promote
the take-up of direct payments by older people may serve to modify some
of the conclusions of the review. However, evidence of their effects in
promoting outcomes-focused services is not yet available.
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1.2 Definitions: what are ‘outcomes’?

For the purposes of this review, ‘outcomes’ refer to the impacts or end
results of services on a person’s life. Outcomes-focused services are therefore
those that aim to achieve the goals, aspirations or priorities of individual
service users. They can be contrasted with services whose content and/or
form of delivery are standardised, regardless of the circumstances of
users; and with services whose goals, content and mode of delivery are
primarily determined by those who commission or deliver them rather
than those who use them.

The concept of ‘outcomes’ is closely related to that of ‘quality of life’.
There is a high degree of consistency between different studies in the
outcomes that are valued by older people; these also relate closely to fac-
tors that older people have identified as contributing to ‘quality of life’.

Recently the term ‘personalisation’ has begun to be used.'
Personalisation includes the tailoring of services to fit individual aspira-
tions and priorities; and the active participation of service users in the
processes of designing and delivering services: °... by putting users at the
heart of services, enabling them to become participants in the design and
delivery, services will be more effective by mobilising millions of people
as co-producers of the public goods they value’ "** """, This approach
is also reflected in proposals contained in the adult social care Green
Paper” and the government-wide strategy on ageing.”’

Research into experiences of ‘personalising’ services, as defined above,
is as yet very limited; an evidence base is urgently needed.” However, as
will be shown below, the importance of having a say in how services are
delivered is an important ‘process outcome’ for older people, so much of
the research reviewed in the first part of this report will also be relevant
to the development of ‘personalised” services.

Another closely related concept is that of ‘independence’. *™* Again,
considerable overlaps exist between commonly desired or valued out-
comes and the dimensions of independence identified by older people.
Indeed, it would be perverse if social care services did 7oz contribute to
outcomes that are consistent with the dimensions of independence as
defined by older people. Moreover, older people who anticipate service
outcomes that are incompatible with their concepts of independence
are likely to reject services and try to find other ways of meeting their
needs.”



Research review

This review aimed to identify research on the outcomes that older
people aspire to achieve from social care services. However, many of
these outcomes do not, on the face of it, appear to be directly related to
the bulk of current social care services for older people — home care, day
care and residential care. Indeed, research shows how older people have
broad, holistic perspectives on desired outcomes and may expect social
care services to contribute to achieving these.® This holistic perspective
is congruent with the Green Paper on adult social care® and therefore
with the shift in practice that will be required to implement the Green
Paper proposals. If health and social care practitioners find it difficult to
separate ‘need’ from ‘need for a specificservice’, 1% then desired outcomes
that fall beyond the current limits of social care service provision risk
remaining unmet.

1.3 What outcomes do older people value?

. 11 . o[ .
Qureshietal identified three clusters of social care outcomes valued by
older people: change outcomes; maintenance or prevention outcomes;
and process outcomes relating to the ways that services are delivered.

1.3.1 Change outcomes

‘Change’ outcomes relate to improvements in physical, mental or
emotional functioning that are achieved through service interventions.
Qureshi et al'"" found that older people value the following:

* changes in symptoms and behaviour; for example, older people with
mental illness may wish to feel less anxious or depressed, to relate
better to family members and to be more active and interested in
life

 improvements in physical functioning, whether through improve-
ments in individual mobility or through the provision of equipment
and adaptations

* improving confidence and morale; older people anticipated feeling
‘happier’ if they received services that met their needs and addressed
their problems.
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1.3.2 Maintenance or prevention outcomes

The majority of the outcomes valued by older people relate to mainte-
nance or preventing deterioration in their health, wellbeing or quality

of life.
Meeting basic physical needs:

* being clean and presentable in appearance
* having appropriate food and drink at appropriate times
* being physically comfortable." "

Ensuring personal safety and security:

* Minimising fear of crime and threats to personal safety. Personal
safety is particularly important for older people with dementia and
can also be important in decisions to enter residential care. Feeling
safe includes receiving services from people who can be ‘vouched for’
and trusted." ™

Living in a clean and tidy environment:

* An untidy house or garden is a threat to self-esteem as it can indicate
that an older person is less able to manage her/his own affairs.

* A clean and comfortable home can help to sustain social inclusion,
as older people are more likely to feel confident having visitors if the
home is clean, tidy and continues to reflect their social identity.” "

* However, it can be difficult to get social care support in this area
and even when services are available, they may not be culturally ap-
propriate’™ '“? ', One group of minority ethnic older people opted
for direct payments in order to obtain culturally appropriate home
care services.'*

Keeping alert and active:

* This includes preventing boredom and having activities that sustain
competence, identity and independence. Losing a sense of purpose
can be damaging to mental health. Remaining active also helps to
sustain social interaction.'" " "’*?
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* Keeping alert and active is particularly important to older people
in residential settings; the range of activities available — including
opportunities to pursue individual hobbies, undertake tasks related
to the running of the home, excursions and outings — is an impor-

tant dimension of the quality of homes as rated by older people' **

24, quoted in 25, p 13
* Opportunities to go out and activities that result in a sense of achieve-
. . .2
ment are also important for older people with dementia. ’

Access to social contact and company:

* Close relationships and social networks are central to wellbeing in
later life.

* For isolated older people, social contacts with home care staff are

. 17, 19, 22, 26, 27

particularly valued.

* Avoiding dependence on others is widely valued; consequently the
benefits of social contact are enhanced if relationships are character-
ised by reciprocity. Accepting practical help and/or emotional sup-

. . .. . 17, 21, 28, 29, 30
port can be easier if there are opportunities to reciprocate

quoted in 25

* Social contact is important for older people with dementia as it can
promote a sense of continuing social integration."* ">’

* Good quality social relationships — friendships with other residents
and friendly staff attitudes — are important outcomes for older people

. . . . 13,31
in residential settings.
Having control over everyday life:

* This underpins all other outcomes relating to maintenance and pre-
vention. Being ‘looked after’ involves a loss of control and therefore
of independence; older people therefore want services that support
them in looking after themselves. Having control over everyday life
does not necessarily mean doing everything for oneself, but being
able to decide how and when things are done. ™' '* > 2%

* Older people with dementia also value autonomy and control, includ-
ing control over delegating some responsibilities to another person

11, 14, 23
who they trust.
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* Choice and control over daily living activities are important outcomes

. 13, 31, 32
for care home residents.'” "’

1.3.3 Process outcomes

Process outcomes refer to users’ experiences of seeking, obtaining and us-
ing services. Process outcomes are so important that they can undermine
the impact of other outcomes that might otherwise improve quality of
life. Barriers to process outcomes include lack of information; difficul-
ties gaining access to services; delays in receiving services; inefficient
or disrespectful staff; lack of consultation; and consultation that is not
acted on."""*'* The quality of relationships with staff and the personal
attributes of the latter are crucial to positive outcomes and are valued
equally by older people in their own homes and in residential care.'” '
Process outcomes include:

* Feeling valued and respected, despite cultural differences or com-
munication difficulties; respect for privacy and confidentiality; and
being treated as having a legitimate right to services. Feeling valued
and respected is particularly important for older people with mental
health problems or dementia,'* " ****

* Being treated as an individual. Interpersonal aspects of service
exchanges can assume great importance; older people want to feel
at ease with social care staff and value willingness, responsiveness,
cheerfulness, friendliness, understanding and an instinctive caring
nature. Such attributes may be valued as highly as practical help and
rated more highly than formal professional qualifications.'*”**~*¢

* ‘Havingasay’ and control over services, including the tasks and timing
of services and who delivers them. Punctuality is important for some
older people, particularly those with special medical needs."****
Having control includes being able to make a contribution — being
an active participant rather than a passive recipient.”” "’ This is im-
portant for people in residential care settings, who may value being
able to contribute to preparing meals, for example.”” ‘Having a say’
requires information, opportunities to discuss possible options with a
knowledgeable person and being informed about changes in services.
Older people from minority ethnic groups may require providers who
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. . 11, 34
can speak their own language in order to ‘have a say’. ‘

say’ also requires services to be flexible in response to changes in older

Having a

people’s capacities and preferences — this is particularly important for
. 715,22, 26,34
those living alone.
* Value for money, whether services are privately purchased or users
. 11
contribute means-tested co-payments.

e A good ‘fi’ with informal sources of support, especially if services
prevent unwanted reliance on family care.'" "
Compatibility with, and respect for, cultural and religious prefer-

34
ences.

Table 1
Summary of social care outcomes desired by older people

Outcomes involving change

Changes in symptoms and behaviour
Improvements in physical functioning

Improving morale

Outcomes involving maintenance or prevention
Meeting basic physical needs

Ensuring personal safety and security

Living in a clean and tidy environment

Keeping alert and active

Access to social contact and company

Having control over everyday life

Service process outcomes

Feeling valued and being treated with respect
Being treated as an individual

Having ‘a say’ and control over services
Value for money

A ‘good fit’ with informal sources of support

Compatibility with, and respect for, cultural and religious
preferences
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1.3.4 Outcomes and diversity

Wealth, health status, gender, living arrangements and ethnicity all
contribute to the diversity of older people’s attitudes and aspirations””.
The previous sections have highlighted outcomes that are particularly
important to older people with dementia, from black and minority ethnic
communities, and living in residential care. In general, different groups
of older people prioritise different outcomes and dimensions of quality
of life® *7 7,

Netten et al’® found that people aged 85+ were more concerned
about food and nutritional outcomes and less concerned about social
contact than younger respondents; people living with others ranked so-
cial participation and involvement much higher than those living alone.
Older people with recent sight loss also prioritise different outcomes,”
as follows:

* meeting people and friendship

* getting information and advice about specialist services and equip-
ment

* having someone to talk to about personal feelings

* building confidence to go out and do things outside the home

* relearning how to carry out everyday tasks in the home

* getting help with practical everyday tasks.

There is relatively little evidence on the specific outcomes desired by
minority ethnic elders; much of the research literature focuses on barri-
ers to care. However, despite their diversity, maintaining independence
and having cultural needs recognised are commonly desired outcomes.
Askham et al*’ found that specific language and food provision was
important to many black older people, although for Afro-Caribbean
elders being treated fairly, kindly and efficiently was more important.

Reviews by Mold et al*' of Asian and other minority ethnic older
people in care homes and by Butt and Mirza of black communities and
social care”” provide examples of how older people from minority ethnic
groups value the process outcome of compatibility with, and respect for,
individual cultural and other preferences, including:
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* sensitivity to religious beliefs and practices

* interpreting services

* staff from similar backgrounds

* same-sex workers for intimate personal care

* halal and vegetarian food

* opportunities to meet others from similar backgrounds.

Older people with dementia particularly value efforts to ensure that they
can communicate preferences; maximise control over daily life;*” and
keep alert and stimulated.** Culturally appropriate services, methods of
working, language and communication (including non-verbal commu-
nication) were also highlighted in a study of minority ethnic older people
with dementia (although information was obtained from professionals
rather than older people themselves).*

1.3.5 Views of the User Advisory Group

Members of the User Advisory Group endorsed the importance of
the outcomes identified in research with older people, particularly
the recognition of individual needs and differences. However, they
pointed out that some older people might need help to think about the
outcomes they want from someone who knows their situation ‘in the
round’. These outcomes may not necessarily be what other people, such
as carers, consider is ‘best’ for them — negotiation and trade-offs are
necessary. There was strong agreement about the critical importance
of choice and control; transport was also essential so that older people
could take advantage of available services.

1.4 Organisational arrangements impeding outcomes-
focused services

1.4.1 Introduction

This section draws particularly on research into the organisation and
impact of home care services. Since the 1993 community care reforms,
policies have prioritised supporting older people in their own homes.
This has led to a major expansion in home care services, especially for
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very frail older people who would otherwise risk entering institutional
care. Recent research mirrors these policy developments.

The 1993 reforms encouraged quasi-markets, with local authority
social services departments purchasing services from voluntary and for-
profit providers. Much recent research therefore focuses on the operation
of quasi-markets in delivering outcomes-focused services. More recent
developments in social services assessment, care planning and commis-
sioning following initiatives such as Fair Access to Care Services (FACS)
guidance and the Single Assessment Process (SAP) are not yet reflected
in published research.

1.4.2 Assessment

Assessments are important in establishing eligibility for services and can
establish a baseline of desired outcomes against which later achievements
can be checked.” Outcomes-focused approaches can be inhibited by
bureaucratic approaches in which practitioners report spending less time
with users and increasingly routinised procedures * 9*«¢ ™ (%P 10 %€,
Outcomes-focused approaches are not encouraged by service-led rather
than needs-led assessments."”*” Desired outcomes may be ignored be-
cause of health and safety concerns; thuslifting and handling restrictions
can reduce older people’s movement and create unnecessary dependence
19,p 21

The language used in assessments can be a barrier to an outcomes-
focused approach. Assessments need to be compatible with older people’s
identity and self-image otherwise potential service use may be discour-
aged.** Thus older people who define themselves as competent will refuse
services that emphasise their dependency.”

Despite policies to the contrary, in practice assessments can overlook
emotional and psychological needs and the meanings older people at-
tach to these."”*”
markedly across local authorities and are likely to be less responsive to
certain needs of older people (for example, depression)’ ****. Indeed, one
study found that developments in practice following the NSF for older
people and FACS have indeed reduced the risk of assessment overlooking

0y . .
** Tt is possible that recent ‘assessment approaches vary

older people’s emotional and psychological needs; however, no research
evidence was found on the impact of these measures.
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Older people’s services remain under-funded.” Thus staff conducting
assessments may find themselves juggling conflicting roles of ‘neutral
facilitator’, ‘impartial advisor’ and resource ‘gate-keeper’. Hardy et al
2247 found that ‘strict financial controls and cost-ceilings constituted
major constraints on [care managers’| ability to operate within and be-
tween these roles’. These resource constraints may lead to some desired
outcomes being overlooked.

Older people themselves may find outcomes-focused assessments dif-
ficult, with their ability to identify outcomes restricted by their percep-
tions of social services’ responsibilities; of the help they think it legitimate
to request; and of the services they think are available.” Older people
from minority ethnic groups are particularly disadvantaged in knowing
what services are available’” and in any case may not use services if they
are perceived as culturally inappropriate.”

Being able to make choices about services is crucial to the outcomes
of having control over everyday life and having a say. However, Hardy
et al” found that during assessments older people and carers were of-
fered little choice between services or how these were provided. For some
users, choices may be restricted by a shortage of providers, a particular
problem in rural areas,” or where purchasers contract only with lowest
cost providers.

1.4.3 Reviews

Outcomes-focused approaches are facilitated by regular reviews that
monitor service quality and ensure services continue to meet the outcomes
identified at assessment or that reflect changed circumstances. However,
this is difficult if, as sometimes happens, assessment and review activities
are organisationally fragmented or conducted by different staff.”
Moreover, workload pressures on social services staff may mean

- - - 4,35, 54
that reviews are conducted irregularly, if at all.”**>>

Domiciliary Care
Standards Regulations (2003) require all providers to review their cus-
tomers at least annually, but this may be unduly onerous for providers
with high numbers of users receiving only small levels of services.”
Hardy et al *?** also found review procedures to be underdeveloped
and variable, both within and between social services authorities. Formal

reviews and re-assessments occurred for only 42 per cent of social serv-

n
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ices clients during 2001-2002.” Reviews are likely to concentrate on
older people whose services are provided by independent agencies rather
than in-house providers, on new service users and on users considered
problematic.*®**

Although some social services authorities have established special
review teams, these disrupt the continuity of relationships between us-
ers and care managers. Fragmentation may be further encouraged by
performance indicators that measure user and carer assessments, reviews

and satisfaction surveys as separate activities.
1.4.4 Purchasing of care ‘packages’

How care managers ‘purchase’ services from providers can create barri-
ers to outcomes-focused services. Again it is important to note that the
research reviewed here was conducted before the publication of FACS
guidance; no research was found that evaluates the impact of this guid-
ance on care managers purchasing activities.

The 1980s community care demonstration projects gave care manag-
ers small caseloads and devolved budgets to purchase flexible, individu-
ally tailored services.“” ** However, since 1993 care managers have had
less face-to-face contact with clients; adopted increasingly routinised
approaches; and been restricted by financial constraints.” “° There are
significant variations between social services departments in their care
management arrangements ' ° **, particularly whether the services
commissioned extend beyond basic physical maintenance to wider,
quality of life outcomes.” There are also variations in the autonomy
devolved by care managers to front-line service providers,”® “** with
some provider managers frustrated by inflexible and uncompromising
commissioning arrangements. For example, if no allowance is made for
time spent travelling between appointments, home care staff may be
tempted (or encouraged by their manager) to curtail visits once essential
tasks are completed. Changes that users wish to make to the content or
timing of a service may have to be notified to care managers and new
assessments conducted.”®”**° Such restrictions may be particularly true
of services commissioned from independent (voluntary and for-profit),
rather than in-house, providers.””

Purchasing home care services for specified periods of time or for
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specific tasks has different implications for services’ ability to meet

) 26
desired outcomes:

* “Time-centred’ visits are easier to deliver punctually.

* The costs of ‘time-centred’ visits are easier to calculate, which may
affect user perceptions of value for money.

* “Time-centred’ visits offer opportunities to undertake extra tasks or
just talk once essential jobs are completed.

* ‘“Task-centred’ visits can be extended or shortened according to chang-
ing circumstances.

Barriers to outcomes-focused home care services arise when social serv-
ices purchasers place restrictions on the range of tasks they are willing
to pay for. Older people have expressed particular concern about the
lack of help with housework and other domestic tasks,” "% despite the
fact that having a clean and orderly home environment is an important
maintenance outcome. "’

A further barrier is the failure by care managers to recognise the im-
portance of relationships between older people and paid care staff; the
quality of these is central to process outcomes. Thus older people may
benefit from any spare time left in ‘time-centred’ visits if care staff can
use this simply to talk. However, some care managers discourage the

. . . 15, 26
development of such relationships as ‘unprofessional’.

1.4.5 Provider-level barriers

The environment within which independent (voluntary and for-profit)
service providers operate can also impact on the delivery of outcomes-
focused services. Relationships with staff are crucially important to the
process outcomes of social care. However, these relationships can be
impaired by poor continuity, which can itself be impaired by problems
of recruiting and retaining staff, > **°

There are substantial shortfalls in provider capacity, including both
numbers of organisations (particularly in rural areas) and problems of
staff recruitment and retention (particularly in rural, affluent and in-
ner-city areas). Since 1993, both overall demand for home care services
and the range and complexity of skills required of staff have increased,

13
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while the shift from in-house to independent sector provision may have
worsened pay and conditions for some staff. These factors affect staff
recruitment and retention; their availability to work the hours that users
9, 22,26, 47

prefer; and ultimately the reliability, quality and responsiveness
of services.”® For example, feeling in control of daily life requires the
delivery of services at times that fit in with daily routines." This can be
jeopardised if providers cannot meet heavy demand early in the morn-
ings and in the evenings.”

The organisational arrangements of provider organisations also affect
relationship-based process outcomes. Relevant arrangements include the
basis on which home care staff are employed (part-time, full-time, guar-
anteed pay per week or pay per case and so on); the number of workers
allocated to each older person; and organisations’ policies on requests
for additional or different tasks to be performed from those set out in
the care plan.” For example, some providers prohibit staff from carrying
out tasks such as changing light bulbs, finding a plumber or caring for
pets that are unproblematic in other organisations.”

Independent providers whose business depends on a few large local
authority block contracts may be unwilling to respond to older peo-
ple’s requests for additional privately purchased help to meet desired
outcomes because of anxieties about jeopardising their main contracts.
*7 Providers may also be reluctant to offer low-skilled domestic help
like shopping and housecleaning for private purchase by older people;
having invested in staff training, providers may be reluctant to ask staff
to do lower-skilled work. Patmore”® found providers anxious about be-
ing typecast as low skilled — and therefore low cost. This assumption
could be at odds with the actual costs of delivering a quality service and
disadvantage providers in Best Value reviews.

1.4.6 Role of commissioners

Commissioners exert major influences over whether providers deliver
%57 that these
influences are particularly marked in relation to independent sector,
rather than in-house, services.

. 26,5758 . .
outcomes-focused services.”””””° There is some evidence

One strand of research has examined how commissioning arrange-
ments affect providers’ motivation. Some providers reported poor re-
lationships with commissioners, complaining of late payments; poor
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review and follow-up of clients; low prices; and systematic biases towards
in-house providers. Any poor performance by providers was related to
this dissatisfaction.” ' Some in-house service managers reported that
the purchaser/provider split had made them subordinate to people they
previously regarded as their social worker peers and this was demoralis-
ing.26

Different types of contract (spot, block, call-off; cost-and-volume and
grants) can affect the responsiveness and quality of home care.”® Some
local authorities operate ‘cheapest first’ policies when setting contracts
for home care services;” driving down costs can drive down quality.
The contracts for home care services offered by many authorities have
been criticised for being short term and including conditions that may
be unattractive to providers.”

Many contracts contain little flexibility to vary prices. This helps
purchasers plan their expenditure (and may also help safeguard provider
stability), but makes providers vulnerable to risk arising from changes
in costs that occur during a contract and reduces their ability to tailor
services to individual users’ requests and circumstances. Flexible, spot-
purchasing or contingency-sensitive pricing would shift some of the risk
back to purchasers and provide greater incentives to providers to respond

. . 59
to changes in users’ circumstances.

1.4.7 Importance of communication

Research emphasises the importance of communication between provid-
ers and purchasers for outcomes-focused services. Communication is
important:

* Between care managers, commissioners and providers, °... if contracts
with providers are to be adjusted to reflect user need and preference’
9,p 418

* Between providers and care managers, with the latter communicating
service users” preferred outcomes; and providers keeping care man-
agers informed about changes in their policies and practices and in
users’ circumstances.’

* Between provider managers and front-line home care staff, so that
changes in circumstances or requests for different types of help are
quickly identified.

15
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* Between users, providers and purchasers, with clarity over who is
responsible for notifying users of changes in services.

e Between front-line staff, if more than one worker is involved with an
older person.

Barriers to communication at any of these points can threaten the flex-
ibility and responsiveness of home care services.”

Care managers and front-line staff also have significant roles to play
in providing older people with the information they may need to achieve
desired outcomes. However, social care services often lack the resources
to develop, maintain and regularly update their information databases,
particularly about services, benefits and facilities outside the remit of
their own agency, thereby restricting staff capacity to fulfil this role.”

1.4.8 Impact of the health—social care divide

The division between health and social care responsibilities can be a
barrier to outcomes-focused services and a source of frustration to service
users. " Godfrey and Callaghan ”*’ found that ‘... health and social care
needs were inextricably tied in with [older] people’s social and emotional
lives ... need could not be categorised as “social” or “medical”.

However, social services care managers may be unaware of the po-
tential for change outcomes that could result from improvements in
functional abilities; health professionals may fail to appreciate that some
disabilities can be improved by a range of non-health services.” There is
also considerable under-identification of mental health problems among
older people, including those receiving social services, " © despite evi-
dence of the interrelationship between mental health, physical disability
and poor social networks. A combination of services, including both
medical treatment and social support, is therefore likely to be appropri-
ate in maximising change outcomes.*’

Ware et al »***° found that separate budgets for health and social
care undermined joint working. The SAP, partnerships using Section
31 of the Health Act 1999 and collaborative working in response to the
introduction of reimbursement for delayed discharges may all have con-
tributed to reducing the operational barriers between health and social
care services for older people. However, no research into the impact of
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these initiatives on the delivery of outcomes-focused services has yet

been published.
1.4.9 Barriers and diversity

Research into the experiences of minority ethnic older people focuses
more on barriers to accessing services than outcomes. Barriers to receiv-
ing good quality care include lack of knowledge about services; language
and communication barriers; and scepticism about the appropriateness
and cultural sensitivity of services.”"***" In some localities there may be
few specialised services, particularly in residential settings, although day
centres and lunch clubs are more common. *’ Research with professionals
into provision for minority ethnic older people with dementia has also
identified culturally inappropriate services, as well as lack of resources
and poor coordination between services. **

1.4.10 Views of the User Advisory Group

Members of the User Advisory Group endorsed these findings. They
confirmed that assessment processes could be too bureaucratic; and that
there are many tasks important to older people that social care services
do not help with, such as cleaning, gardening and taking clients out
shopping (rather than doing their shopping for them). The quality of
home care services was thought to be affected by the low pay and low
status of many staff, which leads to high staff turnover. In addition,
the privatisation of many care services was thought to have increased
communication problems, particularly between staff carrying out
assessments and front-line care staff — for this reason in-house services
were perceived to be more reliable. The charges that users pay for home
care services were perceived as expensive, potentially restricting some
people from using services and achieving desired outcomes.

17
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1.5 Organisational arrangements facilitating
outcomes-focused services

1.5.1 Introduction

This section focuses on evidence about the organisational arrangements
that can promote outcomes-focused services. In particular, it highlights
several projects conducted by the Social Policy Research Unit (SPRU)
at the University of York that developed and tested with local authority
partners ways that social care services could collect and use information
about the outcomes valued by users, as part of routine practice. These
projects were evaluated to assess their feasibility and impact. Other evi-
dence is derived from broader research projects investigating the delivery
of social care services; this evidence sometimes includes recommenda-
tions that have not been subject to thorough evaluation.

1.5.2 Assessment

While assessments may identify activities with which help is needed,
they may fail to specify the ways in which older people wish help to be
given, including practices consistent with personal, cultural or religious
preferences. Outcomes-focused assessments therefore need to include
these issues and incorporate them into the care plans that are agreed
with service providers.’***

Qureshi® developed documentation to summarise outcomes and
preferences when older people are assessed. The documents aimed to
link identified needs to service delivery by giving clear information to
providers about what they were expected to achieve. The documentation
recorded desired change and maintenance outcomes and preferences
relating to process outcomes. Documentation included:

e summary of needs

* expected changes that could affect future service delivery
* asummary of agreed outcomes

* options and preferences for achieving these outcomes.

Feedback on the documentation was obtained from social workers/care
managers; this was generally positive. Negative comments concerned the
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complexity and unfamiliarity of outcomes-focused approaches and the
time required to complete the assessment, although this was expected
to reduce with practice. Staff agreed that explicit recording of desired
outcomes could:

* differentiate more clearly between good and less good practice

* clarify the basis for care plan decisions; improve the skills of care
managers; help to focus services; and provide the basis for subsequent
reviews

* contribute to computerised client information systems.

Potential implementation barriers included:

* staff reluctance to adopt new documentation and assessment proce-
dures

* staff uncertainty about outcomes and their application to social care
practice

 workload and other organisational pressures.

1.5.3 Reviews

Conceiving of review as a continuous process rather than a discrete event
may ensure desired outcomes continue to be achieved.” Other ways of
ensuring services remain compatible with desired outcomes include
audits of service users; focus groups with purchasers and providers;
quality assurance schemes informed by users; user-led interviews; and
diaries kept by service users.”” >’ However, none of these has been
evaluated.

Nicholas™ " developed and tested tools to improve assessments and
reviews of carers; similar tools could be adapted for older people. The
tools aimed to:

* involve carers in identifying needs and desired outcomes during as-
sessment

* vary assessment approaches according to individual circumstances
and preferences

* facilitate discussion about and recording of intended service out-
comes

19
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* provide aframework for aggregating outcomes information to inform
service developments.

Evaluation of the project involved social services staff and carers them-
selves. It concluded that:

e carers felt recognised and ‘listened to’

e staff valued their greater understanding of carers’ needs and desired
outcomes

* professional judgement and flexibility were essential in determining
for whom, when and how the tools could be used most effectively

* limited resources and workload pressures could jeopardise the iden-
tification and monitoring of outcomes and reduce the usefulness of
aggregate information.

The benefits of the tools were enhanced by involving carers in their
development; by active managementsupport; and by an enabling culture.
It is not clear how far these instruments are compatible with current
policy and practice following FACS and the SAP.

A further method of reviewing outcomes involved using postal
questionnaires”’ to collect information on the outcomes of occupa-
tional therapy assessments and the subsequent provision of equipment
and adaptations. Users, carers and staff and managers were involved in

designing:

* questionnaires about minor adaptations or equipment and major
adaptations
* a questionnaire for carers

Questions about quality of life and service process outcomes were
included. Good response rates were achieved (including responses from
people aged over 80) through the use of reminders.

The project concluded that this approach was generalisable to other
services, depending on the characteristics of service users, the types and
diversity of outcomes and the extent to which an outcomes focus was
consistent with the values and routine practice of staff. Again, the feasibil-
ity of this approach was enhanced by commitment from managers and
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by front-line staff having a clear understanding of outcomes. Appropriate
management information systems were also important to success.

1.5.4 Micro-level commissioning of care ‘packages’

Francis and Netten’ argue that care managers’ roles should be
restricted to assessing needs and allocating resources, with providers
having autonomy to agree with users exactly how those resources are
used. Patmore”® recommended that care managers should purchase a
monthly allowance of unallocated time to be used by front-line home
care staff as circumstances require. However, there is no evidence on the
effectiveness of such approaches, nor on whether different care manage-
ment arrangements are more or less efficient and effective in delivering
outcomes-focused services.* >

One approach to micro-level commissioning that has been dem-
onstrated to have benefits, at least for some older people, is to devolve
responsibility for micro-purchasing to older people themselves by substi-
tuting direct payments for services in kind. Because direct payments offer
increased choice and control, they have significant potential to enable
older people to achieve desired outcomes. However, take-up of direct
payments by older people has been much less extensive than by younger
disabled people and research evidence is similarly limited. The one avail-
able study'® " shows that older people were able to achieve considerably
more of the outcomes they valued, particularly support to get out and
go shopping; help with tasks within the home that conventional home
care services were unable to perform; and improvements in personal
safety and health. However, achieving these outcomes depended on local
support services that were inclusive of older people.

1.5.5 Provider-level factors

Initiatives that have been suggested to improve the recruitment and
retention of home care staff, and therefore enhance process outcomes
for older people, include: premium payments for unsocial working hours
or inconvenient locations; bonus rates for extra work in response to
occasional requests from users; mileage allowances for travel between
customers; and guaranteeing staff a specific amount of work each week.
Patmore” argues for a mix of incentives and bonus payments, depending
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on the particular staffing difficulties experienced by a provider, in order
to retain experienced staff and meet users’ requests for services at specific
times and places. None of these suggestions has been evaluated to assess
the impact on the outcomes orientation of home care services.

1.5.6 Importance of communication

The previous sections have noted a number of points in the operation
of quasi-markets in which clear communication is essential in achiev-
ing outcomes-focused services. Measures that have been shown to help
includes extensive feedback between purchasers and providers; enabling
providers to feel in control of their services; and creating communication
channels that recognise provider expertise.”'

One initiative to improve communication between staff carrying
out assessments and front-line service providers involved an outcomes-
focused briefing sheet for home care staff. This ensured that individ-
ual preferences, priorities and desired process outcomes were routinely
identified and communicated by care managers to front-line home care
staff.” Evaluation showed that the briefing sheet was useful in enabling
desired outcomes to be pursued more consistently and in delivering more
individualised services. It also reminded home care staff to undertake
rehabilitation or ‘enablement’ activities with older people, identify new
needs, or persuade reluctant users to accept extra services.

1.5.7 Overcoming the health—social care divide

Research on the implementation of the Health Act flexibilities” focused
on their organisational, financial and governance consequences. Indeed,
much research on health and social care partnerships has focused on
process issues rather than user outcomes. ” Research is currently (2006)
in progress into the outcomes that older people and other groups of
service users expect from health and social care partnerships. Interim
findings from this research indicate these outcomes mirror closely those
identified in the first part of this review, but with a particular emphasis on
process and maintenance outcomes.”® Another study, also in progress, is
investigating the impact of the Health Act flexibilities on the delivery of
positive outcomes for frail and vulnerable older people. Interim findings
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reveal that the main service area in which the flexibilities are being used
is intermediate care.”

1.5.8 Initiatives and diversity

Individualised approaches to communication and consultation can
help people with dementia to articulate their views and preferences.
Maximising their control over opportunities for communication, using
pictures, using the older person’s own vocabulary and phrasing and
interpreting non-verbal communication can be effective, although they
require time and confidence on the part of staff.*’ Specialist services and
staff with skills in communicating with people with little language are
vital to maintain quality of life of people with dementia in residential
settings.” Recommendations from a Health Action Zone project for
improving outcomes for minority ethnic elders with dementia include
involving professionals from outside the locality to maintain confiden-
tiality; and working in partnership with religious communities.” Again
these initiatives focus more generally on improving access to services
rather than achieving desired outcomes.

1.5.9 Views of the User Advisory Group

Members of the User Advisory Group called for better training, pay and
status for front-line home care staff. They also pointed to the potential
role of GPs in helping to overcome the health—social care divide; GPs are
in regular contact with many older people and can help them to access
social services. It was thought that the new community matrons might
also be able to fulfil this role.

However, members of the group also drew attention to the problems
some older people have in accessing or accepting social care services.
They pointed out that some older people find the name off-putting;
older people from minority ethnic communities may have to overcome
language barriers, a particular difficulty if children have been born in
England and do not speak the community language and so cannot
interpret for their parents. Social services could address this problem of
access by developing closer links with voluntary organisations such as
Age Concern, who are likely to be more easily accessible to many older
people. Adequate funding for these organisations is essential.
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1.6 Conclusions of research review

Outcomes widely desired by older people relate to change, maintenance
or prevention and the processes of receiving services. These are congruent
with the dimensions of wellbeing and independence, as defined by older
people. However, research shows that barriers relating to the operation
of quasi-markets can impede the achievement of outcomes. Additional
barriers for minority ethnic elders arise from a shortage of culturally
appropriate services.

Initiatives to improve outcomes-focused services have involved
improving communication between users, front-line providers, care
managers and purchasers. However, evaluation of these has tended to
focus on their implementation; there is still a lack of evidence on the
effectiveness of initiatives in improving user outcomes.
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2.1 Introduction to practice survey

This practice survey complements a review of published research into the
outcomes of social care services desired by older people and the factors
that inhibit or contribute to the implementation of outcomes-focused
approaches.

The practice survey aimed to:

* identify features of the social care policy and practice environ-
ments that support or inhibit the development of outcomes-focused
approaches in older people’s services

* identify examples of outcomes-focused organisational arrangements
and approaches that provide opportunities for wider learning

* explore how localities intend to build on existing practice to imple-
ment proposals in the Green Paper on adult social care.”

* explore older people’s perspectives on the impact of outcomes-focused
approaches.

The practice survey had two parts:

* a postal survey of social care staff in England and Wales known to
be interested in developing outcomes-focused approaches in older
people’s services

* in-depth studies of services in six localities currently using outcomes-
focused approaches in their service commissioning and/or delivery.

The methods used in the practice survey are described in Appendix 2.
Details of the outcomes-focused activities and services in the six case
study sites are contained in Appendix 3.

Details of some other local outcomes-based initiatives were obtained
directly from members of the Outcomes Network that was set up as part
of the Department of Health-funded Outcomes of Social Care Research
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and Development Programme conducted by the Social Policy Research
Unit at the University of York between 2000 and 2005. The Network
is now called the Better Commissioning Learning and Information
Network (LIN) and is part of the Department of Health Change Agent
Team (www.changeagentteam.org.uk/better_commiss).

The two-stage design — postal survey and in-depth case studies
— means that the practice survey had both breadth and depth. SPRU’s
Outcomes Network brought together a relatively small number of
managers who were keen to develop outcomes-focused approaches in
their localities. The Network therefore provided opportunities to test
out new approaches and learn from the experiences of others. However,
members of the Network were self-selecting and thus may not be rep-
resentative. Moreover, the support derived from the Network was not
typical of the environment in which managers in other localities may try
to introduce outcomes-focused changes to their older people’s services.
With an explicit policy focus on outcomes in the adult social care Green
Paper” and the UK strategy for an ageing population,” it was important
to capture the wider environment in which social services managers
are now attempting to introduce outcomes-focused services. The postal
survey therefore aimed to identify the range of initiatives across England
and Wales and to capture wide-ranging views on the main facilitating
factors and obstacles.

However, postal surveys have limitations, particularly in capturing
information likely to be useful in replicating outcomes-focused initia-
tives, or the different perspectives of stakeholders such as managers, front-
line staffand service users. The six case studies, involving interviews and
discussions with managers, front-line staff and service users, therefore
provided a more detailed account of local activities.

A User Advisory Group was established to guide the knowledge
review (see Appendix 1).

2.2 Postal survey

2.21 Aims

The aims of the postal survey were:
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* to ascertain the range and nature of outcomes-focused initiatives be-
ing developed by social care services (and partner organisations) for
older people

* toidentify factors considered to facilitate or hinder outcomes-focused
approaches in social care

* to identify a small number of localities for in-depth investigation.

2.2.2 Methods

The postal survey was targeted at individuals and organisations known
to have an interest in outcomes-focused social care services. An extensive
list of relevant contacts had been developed by SPRU; many of these are
now members of the Better Commissioning Learning and Information
Network. However, some contacts were out of date; others were of people
working with disabled adults or children. An extensive updating and
screening exercise was therefore conducted (see Appendix 2), so that the
postal survey could be targeted at a specific group — people in England
and Wales who were known actually to have developed or be interested
in developing outcomes-focused approaches in older people’s services.
Full details of the survey methods are reported in Appendix 2.

2.2.3 Respondent characteristics

Two hundred and twenty-two questionnaires were sent out to individuals
and organisations in England (2=200) and Wales (»=22). Following
reminder letters and emails, 54 valid responses were received, including
six from Wales. These covered at least 70 service developments (some
respondents described an unspecified number of activities).

Most respondents (87 per cent) worked in local authorities/social
services (see Table 2), including six who had joint appointments with
another organisation. Nine organisations returned two (z=4) or three
questionnaires (7=5), with different respondents describing their involve-
ment in the same or different initiatives within these organisations; the
total number of organisations is therefore less than the total number of
respondents. This report refers to the number of respondents rather than
organisations or areas.
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Table 2
Organisations in which respondents worked*

Organisation Number of respondents

Local authority/social services 47
NHS acute trust
Voluntary organisation
Primary care trust
Private consulting

Other (includes local health boards;
NHS care trust; Change Agent Team)

A NN DN W W

Note: * Some respondents worked in two or more organisations,
hence the total number exceeds the number of respondents
(n=54).

Thirty-six respondents (67 per cent) reported on outcomes-focused
services involving two or more organisations, including 22 involv-
ing primary care trusts and 18 involving NHS trusts (see Table 3).
Twenty-one respondents reported working with independent providers
on outcomes-focused services. In cases of joint working, 46 per cent
of respondents (7=25) identified local authorities/social services as the
lead agency.

2.2.4 Nature and range of outcomes work

Many of the 70 initiatives that respondents described were at early stages
of development (see Table 4). Only seven respondents described initia-
tives that had been established for three years or longer. All six Welsh
respondents were involved in initiatives that were still at the planning
stage.

Respondents were engaged in a wide range of outcomes-focused
activities, with ‘planning services that aim to identify and achieve
outcomes valued by older people’ the most common (see Table 5). The
seven projects that had been established for three years or more were
more likely to be described as ‘involving older people in the design and
development of outcomes-focused services” and ‘promoting outcomes-
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Table 3
Respondents whose outcomes work involved other
organisations™

Other organisations involved in outcomes-
focused work respondents
Primary care trust 22
Private service provider 21
Local authority/social services 20
NHS acute trust 18
Voluntary organisation 18
Private consultancy 5
Other organisations (housing/registered social 7

landlords, local health boards, service user forums)

Note: * Respondents’ outcomes work may have involved more
than one type of organisation.

Table 4
Stages of outcomes-focused projects

Number of projects

reported by % sample
Stage respondents® LY
Established 3 years or more 7 13
Established 3 years or less 9 17
Currently being ‘rolled out’ 18 33
Currently being piloted 12 22
In planning stages 21 39
Other stage 2 4
n/a 1 2

Note: * Some respondents were involved in more than one project
and reported the different stages of development of each.
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Table 5

Types of outcomes-focused service developments

Number of | % sample
Type of work respondents ERY!

Planning changes to identify and
achieve valued outcomes

Monitoring/evaluating the
effectiveness of outcomes-focused
services

Commissioning services to identify
and achieve valued outcomes

Providing services to identify and
achieve valued outcomes

Involving older people in the
development of outcomes-focused
services

Outcomes-focused approaches to
supporting carers of older people

Other types of outcomes-focused
services

Independent consultancy/
development work with social care
services

focused approaches to supporting carers of older people’ than the sample

as a whole.

Outcomes-focused initiatives most often involved services for older
people living at home and least often services for older people in resi-
dential care (see Table 6). However, five of the seven longest-established
initiatives (three years plus) also included older people in residential

care.

44

35

26

26

21

81

65

57

48

48

=5

17

1
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Table 6
Groups of older people covered by outcomes initiatives

Number of | % sample
Group respondents n=54

Older people living at home 50 93
Older people immediately after 48 89
discharge from hospital

Older people with dementia 44 81
Older people from black and 42 78
minority ethnic groups

Carers of older people 41 76
Older people in day care 41 76
Older people in hospital prior to 41 76
discharge

Older people in residential care 30 56

The specific activities that comprised the reported outcomes-focused
work were diverse (see Table 7). The most frequent activities involved
adapting assessment, care planning and reviews to focus on user out-
comes. Most respondents who were engaged in these activities reported
that they covered all older service users, but some reported their activities
covered only ‘some’ rather than ‘all’ older people. Fourteen respondents
reported being involved in all six areas of work for ‘all’ or ‘some’ groups
of older people; these included five of the seven respondents reporting
initiatives that had been established for three years plus. Respondents
describing longer-established initiatives were also more likely to be
involved in outcomes-focused service monitoring and evaluation than
respondents as a whole.

The postal survey asked how far older people themselves had been
involved in planning outcomes-focused developments (see Table 8). Only
two of the seven respondents describing initiatives that had been estab-
lished for three years or more reported involving older people ‘greatly’.
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Table 7
Focus of outcomes work

Number of respondents

(n=for ‘all’ older people/

Focus of work n=for 'some’ older people)
Focus on outcomes in care planning 35 (27/8)
Identifying outcomes desired 34 (24/10)

by individual older people at

assessment

Reviewing whether outcomes 33 (20/13)

desired by individual older people
at assessment are achieved

Changing existing services to better 26 (12/14)
meet older people’s needs and

preferences

Monitoring/evaluating services 25 (11/14)

to examine the extent to which
services meet desired outcomes

Commissioning/developing new 22 (10/12)
services to better meet older
people’s needs and preferences

Table 8
Involvement of older people in planning outcomes work

Level of Number of % sample
involvement respondents n=53

Greatly 6 1
Moderately 17 32
A little 19 36
Not at all 7 13
Don't know 3 6
No response 1 2
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2.2.5 Achievements and factors helping and hindering
achievements

Respondents were asked to identify the main achievements of their
outcomes-focused work to date; the researchers coded their answers.
A fifth of respondents did not complete this question, some of whom
commented that it was ‘too early to say’. Significantly, perceived achieve-
ments were as likely to relate to the effects on services as to the impact
on service users (see Table 9).

Respondents identified a range of factors that helped and hindered
progress in developing outcomes-focused services for older people;
many also cited measures taken to overcome perceived barriers (see
Table 10).

Of the 41 respondents who identified measures to overcome barriers,
the majority (2=30) felt that these had been ‘partly’ or “fully’ successful,
while the remainder thought it was ‘too early to say’.

Table 9
Perceived achievements of outcomes work to date

Modernisation of services New or better quality services
Service ratings for older people and their
Improved skills/engagement of carers

staff Better focus on individual
Service monitoring needs and desired outcomes
Joint working More person-centred/less
Decreased bureaucracy service-led/more holistic
Changes in levels of service approaches

provision Empowerment of older people

Better use of resources
Development of service
specifications
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Table 10
Summary of factors that helped and hindered progress, and measures taken to overcome any
perceived barriers

Examples of what has Examples of what has Measures taken to
Factors helped progress hindered progress overcome barriers

Training External, in-house and joint  Lack of training; arranging Developing training
training for health and social training for large numbers of programmes/briefings;
care staff; SPRU Outcomes  staff seconding staff

training resources

Joint working/  Whole systems working Poor/immature partnerships; Joint workshops; strategic
partnerships with NHS/voluntary sector/  poor relationships with partnerships; on-going work
providers/older people providers with providers

forums; multidisciplinary
teams; developing shared
values and trust

SADIAY3S . S1T1NAVv
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Examples of what has Examples of what has Measures taken to
Factors helped progress hindered progress overcome barriers

Staff attitudes,  Commitment, enthusiasm, Lack of commitment Senior management
priorities attitudes of staff at all from key colleagues leadership
levels to outcomes-focused ~ (managers, Chief Executive,  Regular discussions of
approaches and related IT department); partner outcomes focus
issues agencies; providers

Staff lack of understanding
of outcomes

Priority of performance
measures/indicators

Staff anxiety/resistance to

change
Organisational  Organisational Difficulties in initiating ‘Mainstreaming’ outcomes
culture change  re-structuring to improve and sustaining changes in approaches and user/carer
customer focus organisational culture involvement

Using other changes
to introduce outcomes
approaches

Kaains 9d13de.ld
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Examples of what has Examples of what has Measures taken to
Factors helped progress hindered progress overcome barriers

Resources

Recording
systems/tools

Having sufficient resources
to review and develop
services; changing how
resources are used

New documentation that
includes outcomes

Funding pressures/
limitations; financial
assessment procedures; staff
recruitment/retention

Lack of IT capacity/
flexibility; difficulties with
new outcomes-focused
paperwork

Using small projects to
demonstrate change; more
creative use of short-term
and project funding to
introduce new approaches/
training

Changes in IT/data
collection/monitoring/audit;

new performance and
workload management tools

SADIAY3S ,S11NAv
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Examples of what has Examples of what has Measures taken to
Factors helped progress hindered progress overcome barriers

External factors Policy emphasis on: Managing: Challenged CSCI
* independence and choice * multiple policy priorities  Links to chronic disease
o UAP/SAP* (FACS, SAP/UAP, charging, management initiatives
* NSFs* for older people/ CSCI, NSFs, ESCR,*
long-term conditions prevention)
* direct payments » workload pressures
CSCI* outcomes-focused * resources Vs targets
inspections * creativity vs risk
Change Agent Team * tensions between

outcomes for services, for
users and for carers

* Note: FACS: Fair Access to Care Services, SAP: Single Assessment Process, Unified Assessment Process:, CSCI:
Commission for Social Care Inspection, NSFs: National Service Frameworks, ESCR: electronic social care record

Kaains 9d13de.ld
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2.2.6 Postal survey: discussion

The postal survey was sent to individuals known to be involved in
developing outcomes-focused approaches to services for older people.
Nevertheless, despite repeated reminders the response rate was low
(24 per cent). It is possible that there are other examples that were not
captured by the survey.

However, the responses received suggest that there may not be many
other established practice examples. Only 10 per cent of the reported
developments had been established for atleast three years, and another 13
per cent for up to three years. Three quarters of the reported initiatives
were therefore being ‘rolled out’, ‘piloted’ or ‘planned’. If outcomes-fo-
cused approaches are mainly very recent, then it is possible that non-
responses reflected a lack of positive, substantive progress.

Members of the User Advisory Group also queried how far the
survey results were accurate. In a number of instances, more than one
response was received from the same organisation, allowing accounts to
be cross-checked. User Advisory Group members suggested that the poor
response rate could reflect the low priority given to older people’s services.
They were particularly concerned about the relatively low involvement
of older people in outcomes-focused service developments and about the
low priority that appeared to be given to monitoring and evaluation.

Not surprisingly, the longest-established initiatives appeared to have
made most progress in terms of the number and range of activities in-
volved and the range of older people covered. Even so, only a minority
of these long-established initiatives reported the extensive involvement
of older people in planning and monitoring activities.

Outcomes-focused initiatives were more likely to be described as
‘planning’, ‘monitoring and evaluating’ or ‘commissioning’ services
that ‘aim to identify and achieve the outcomes valued by older people’,
and least likely to involve ‘supporting carers’ of older people. Initiatives
covered a wide range of older people in different situations, the most
common being older people living at home and the least common being
older people in residential care.

Factors that helped develop outcomes-focused approaches included
training, joint working, staff attitudes and values, changes in organisa-
tional culture, resources, and appropriate documents and tools. National
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policies, such as the adult social care Green Paper, SAP, NSFs for older
people/people with long-term conditions, the promotion of direct
payments and new CSCI inspection methodologies were all cited as
facilitating outcomes-focused approaches. However, these factors could
simultaneously hinder progress if they generated too many (competing)
priorities.

In summary, the postal survey suggests that English and Welsh social
services departments are still only beginning to develop outcomes-fo-
cused services for older people. This also limited the selection of sites for
in-depth study to the few that had made some progress in developing
outcomes approaches (see Appendix 2).

2.3 Case studies
2.3.1 Introduction

This section describes findings from in-depth studies of six English
localities that had been developing outcomes-focused approaches in
some or all of their services for up to three years, or longer. It describes
outcomes-focused approaches to assessment, care planning and review;
to strategic planning, commissioning and contracting; and to services
most commonly used by older people —home care, day care, intermediate
and rehabilitation services (see Table 11). This section also includes some
material obtained from the Better Commissioning LIN.

Some of the case study sites were ‘high performing’ according to
national performance indicators; others were relatively poorly perform-
ing local authorities and/or social services departments. Several of the
sites had recently been successful in applying for Partnerships for Older
People Projects (POPPs) to develop new ways of delivering preventive
services in collaboration with NHS and other local partners.

This section does not reflect the full extent of the outcomes-fo-
cused service developments under way in each site. Initial discussions
with senior managers revealed that it was common for progress with
outcomes-focused approaches to be unevenly spread across a locality’s
services and/or activities. The fieldwork therefore focused on those areas
where most progress had been made, as these offered the greatest op-
portunities for learning. Section 2.3.5 below presents evidence on the
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Table 11
Case study sites

Activity

Bradford Assessment, care Day care
planning and review

Cumbria Assessment and care  Intermediate care
County Council planning; home care
services contracts

Dorset County Developing, Prevention;
Council commissioning and community-based
managing services rehabilitation; home

care

London Commissioning and Home care;

Borough of developing preventive rehabilitation services

Hillingdon services

North Care management Residential care; home

Lincolnshire care

Council

Worcestershire Commissioning; care  Rehabilitation and
County Council management; contract reablement
specifications for new
preventive services

See Appendix 3 for further details of the case study sites.

benefits (and limitations) of these changes from the perspectives of older
service users.

Members of the User Advisory Group commented in detail on the
draft topic guides that were used during the case study site visits and
made many changes to the wording to make this compatible with the
experiences and concerns of older people. They requested that a number
of additional questions were asked of service managers, including:

* Would you be happy if your mother was receiving this service?
* Are you working closely with voluntary organisations?
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* How far do social services share information with other relevant
services/departments?

* Ifan assessment identifies an outcome that cannot be met by social
services, is a referral made to another statutory or voluntary organisa-
tion?

2.3.2 Outcomes-focused activities
2.3.2.1 Assessment and care planning

The impact of SPRU’s Outcomes Research Programme was apparent
in the assessment and care planning documents used in several locali-
ties. However, these sites all noted the difficulties of incorporating an
outcomes focus into the SAP. Different solutions had been found:

* One site had drawn a clear distinction between assessment (under-
standing difficulties and needs); and care planning (focused on de-
sired outcomes). Its care plan listed 10 quality of life (maintenance)
outcome domains and four rehabilitation (change) outcome domains;
social workers indicated against each whether the aim was improve-
ment or maintenance.

* In a second site, outcomes had been introduced into the care plan;
care managers first identified the outcome; then the type of support
required to make it happen; finally they recorded the need in the
SAP. This was described as ‘doing it the other way round to what we
used to do’.

* A third site had adapted the EasyCare version of the SAP contact
assessment form. In the section ‘Planning your care’, assessors were
asked to seek users’ views on:
> ‘Outcomes we can support you in achieving’
> ‘How these outcomes might be achieved (your care options)’
> “Your preferred choices from these options’.

The summary care plan, now part of the SAP contact assessment
paperwork, had also retained an outcomes focus. Alongside de-
tailing the help that had been arranged and who would provide
it, assessors also completed a column headed ‘By providing this
support we hope you will be able to.... However, some managers
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were disappointed not to have been able to retain a more explicit
outcomes focus.

* As part of its response to the postal survey, one social services de-
partment sent its Needs and Care Planning tool that was also used
by other services such as community nursing and the older people’s
mental health team. The tool incorporated FACS bandings as well
as needs, actions and outcomes. The department was keen to make
this document widely available as a Freeware tool; it had been posted
on the Centre for Policy on Ageing website (www.cpa.org.uk).

e Northumberland Care Trust had adapted its outcomes approach
to reflect FACS eligibility criteria; these were also included in their
Community Care Charter.

2.3.2.2 Review

Even though it may be difficult to incorporate outcomes into SAP
documentation, desired outcomes can still form the basis for reviews.
An example of an outcomes-focused Review Assessment Form from one
site is shown below; reviewers were asked to indicate changes under the

following headings:

Outcome domains — review assessment

* Increased physical abilities Quality of life maintained

* Higher morale * Changes in behaviour

* Essential physical needs met ¢ Improved mental health
e Safer environment * Have finances in order
* Increased confidence or skills ¢ Cleaner environment

* More social contact * Risk(s) reduced/remove

Staff in this site felt positive about the review process. “The paperwork
keeps you in the right direction — it’s prompting you all the way
through.... Of all the paperwork, the review form is the best because
you can look at what has been achieved.” Staff also had flexibility over
when first reviews were conducted — essential with older people recently
discharged from hospital.
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2.3.2.3 Commissioning

Sites had made changes to commissioning and contracting arrangements
with both in-house and independent providers to encourage more flex-
ible, person-centred and outcomes-oriented services.

Commissioning for change outcomes — in-house services

Reflecting national policy initiatives relating to hospital admission and
discharge, all case study sites had recently established intermediate care
and reablement services, including residential units funded and operated
jointly with NHS partners; short-term extra care housing provision;
and domiciliary reablement services. The latter services had involved
reorganising social services departments’ in-house services to provide
short-term interventions, free of charge, to improve older people’s mobil-
ity, independence and confidence, with longer-term domiciliary support
commissioned from independent providers.

One site had restructured its in-house home care service to provide
short-term rehabilitation-oriented interventions for 2// new service users.
Following referral, the team, which included an occupational therapist,
identified a user’s desired change outcomes; the older person received
support for up to six weeks; and progress towards desired outcomes was
reviewed at weekly meetings. Front-line staff were encouraged to provide
feedback on the appropriateness of the care plan and also have some
autonomy over how they delivered care on a daily basis.

Another site had developed outcomes-based contract specifications
for a new range of preventive services. These included assessment and
rehabilitation services in residential and extra care housing settings; and a
multidisciplinary community reablement team working in older people’s
homes to promote independence, focusing on goals that were important
to the individual, for up to eight weeks (although this could be extended
if necessary to achieve individual goals). The service was free of charge;
staff considered that charges deterred take-up and were inappropriate
for a service that encouraged users to do things for themselves.
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Commissioning for maintenance outcomes — independent providers

Three study sites had changed their contracts with independent home
care providers to facilitate outcomes-focused services. These changes
involved a delicate balance between:

* flexibility to respond to users

* predictability in workloads, expenditure (by purchasers and service
users) and income (for providers)

e audit and payment arrangements that were not unduly onerous and
expensive.

In one rural site, each home care provider now worked in a specific
geographical ‘zone’. Although this reduced the choice of provider for
service users, there were distinct gains for staff recruitment and reten-
tion and in continuity of relationships with users. Because a given level
of work could be guaranteed for each provider, invoicing was done on
a four-week standing order-style arrangement, based on the estimated
annual workload and adjusted periodically to account for the actual time
spent. This gave providers flexibility to deal with unexpected situations
without having first to contact care managers.

Another rural locality was also piloting a ‘zoned’ approach. Providers
were to work in the areas where they currently had greatest presence;
each will have a block contract with social services to provide a core level
of home care services in that zone. Care managers were to specify in
care plans the tasks users required help with and the probable number
of hours of help required (this also provided the basis for the client’s fi-
nancial assessment). Providers would notify social services each week of
the actual hours they delivered against what was ordered. Users would
not be billed for any extra help they received unless it became regular,
in which case it could trigger a reassessment and a new order for the
home care provider.

This arrangement is expected to create some ‘down time’, when pro-
vider staff have spare hours. Social workers will be asked to identify in
advance older people who would benefit from practical help (for example,
with housework or going out) and down time will be used for this; again,
users will not pay for this extra help. Providers expect this will enable
them to employ staff on a shift basis; to guarantee a minimum amount
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of work each week; and to arrange staff training (including training on
outcomes) during any ‘down time’.

Contributors to the Better Commissioning LIN suggested three
models of outcome-based commissioning:

Three models of outcome-based
commissioning

Following assessment of eligibility and identification of desired
outcomes:

» Care managers allocate blocks of hours to providers for a
group of service users; providers have autonomy to allocate
these to individual users depending on their circumstances
and priorities.

» Care managers specify the number of hours normally to be
received by each service user, but providers have flexibility to
move hours between people according to need.

» Care managers allocate a specified number of hours to each
service user who has freedom to use these in whatever way
s/he wishes.

We could find only one example (from the Better Commissioning LIN)
of an outcomes-based approach to commissioning home care services
that had been evaluated.

Outcome-based home care commissioning:
evaluation of pilot project

In this pilot project, care managers agreed outcomes and an
appropriate budget for each home care service user and let
the provider negotiate the details with the user, with sufficient
autonomy to respond flexibly to needs and preferences. The
care plan and assessment summary set out the outcomes
that the provider was expected to achieve. The service user
plan set out the activities to be carried out to achieve these
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outcomes and the estimated number of hours required. Seventy
service users were included in the pilot: 19 per cent received
maintenance-based outcomes services and 81 per cent received
change outcomes services. Local evaluation of the pilot found
higher levels of user satisfaction than in a recent national user
experience survey and increased job satisfaction was reported
by front-line home care staff. Only eight per cent of care
packages exceeded the original budget. A number of learning
points were identified, including:

 providers need an appropriate infrastructure to be able to
construct, cost and adapt service user plans as necessary

* care managers must be confident that providers can match
activities to outcomes and will monitor users regularly. Good
communication between providers and care managers was
essential

* revisions to paperwork and financial processes were needed
to improve communication and reduce paperwork

* new contracts should include performance management
frameworks defining the council’s and provider’s respective
responsibilities for monitoring; frameworks should
incorporate key performance indicators.

Case study sites involved in outcomes-based commissioning of inde-
pendent home care services agreed they involve transferring power and
responsibility from commissioners to providers and users. This required
significant levels of trust between purchasers and providers; open com-
munication channels; and appropriate administrative and financial
management systems.

Although these new approaches to commissioning could result in
less choice of provider for service users, members of the User Advisory
Group did not consider this a problem. They were concerned at the
transfer of home care services from in-house to independent agencies as
they felt that this gave them less control over the quality, reliability and
costs of services. The costs of home care services were also perceived to
be a barrier for some older people. Moreover, if home care services were
to be provided by independent agencies, Advisory Group members did
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not want the responsibility of choosing an agency themselves; indeed,
they considered choice to be meaningless without access to information
and support.

One case study site had experience of commissioning low-level
preventive services from local voluntary groups. In this locality, Age
Concern was contracted to organise a volunteer shopping and home de-
livery service. Age Concern had enhanced its basic service by producing
lists of local shops that will deliver and by offering advice on internet
shopping. In another part of the locality, Age Concern provided a short-
term volunteer service to fill gaps in statutory services for older people at
risk of hospital admission (for example, help with laundry and shopping
or looking after pets).

2.3.3 Outcomes-focused services
2.3.3.1 Intermediate care and ‘reablement’ services

Early discussions in several case study sites led the research team to
focus on intermediate care and reablement services, as staff thought
these showed greatest progress in outcomes-focused approaches. These
services have a very clear focus on change outcomes.

Typically, reablement services aim to promote independence by iden-
tifying and working towards outcomes that were important to each
individual. Domiciliary reablement services were thought to give added
encouragement to a holistic approach. For example, initial referrals iden-
tified goals that users wished to achieve and these are refined during
an initial assessment visit from the team’s occupational therapist. Goals
might relate to personal care, daily living activities such as shopping or
leisure interests — “We try to tailor things very much to what the client
says’. Subsequently a detailed picture of the user and her/his desired out-
comes was compiled; this was shared with rehabilitation assistants who
visited regularly. In one site, users could request visits at times to fit their
daily routines (the service could be offered seven days a week between
7am and 10pm). Visits were arranged a week in advance and a timetable
sent to users every Friday so they know who to expect and when.

Outcomes could include, for example, going shopping or attending
art classes. Helping to restore confidence in whatever areas of life are
important to users was central. In one area, progress was measured using
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the Canadian Occupational Performance Measure that is both person-
centred and outcomes-focused. It asks about a user’s lifestyle and what
is important to them; identifies the top five things they want to do; asks
how satisfied users are currently with their ability to do these things;
and then asks again after a period of intervention. Smiley faces can be
used for people with cognitive impairments and interpreters for people
who do not speak English.

2.3.3.2 Day care

One locality was reviewing its output-based contracts for voluntary sec-
tor day care services, to see if new incentives to focus on user outcomes
could be introduced. In another day centre for older people with mental
health problems, a six-week assessment period allowed staff to identify
users individual interests; each user was then assigned a key worker
who shared their interests, so the focus on outcomes was as natural as
possible. However, no examples were found of day services thataddressed
outcomes that could be met other than by attendance at a day centre.

2.3.3.3 Residential and nursing home care

A Quality Development Scheme (QDS) had been developed by one
locality for its 40 nursing and residential homes, to encourage standards
above the CSCI minimum. Homes receiving the QDS Award received an
additional payment for each local authority-funded resident and a mar-
keting advantage as they were clearly flagged up on the local authority’s
website. In addition, residential care staff could attend outcomes training
run by social services, although staffing constraints restricted take-up.

2.3.4 Monitoring and evaluation

The most frequent and systematic monitoring of user outcomes appeared
to occur in relation to the change outcomes that were the focus of in-
termediate care and reablement services. For example, clinical outcome
tools were often used; weekly reviews and six-weekly reviews of users
were routinely conducted; and questionnaires obtained feedback from
users at the end of their first week in a rehabilitation unit and again on
discharge.
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In contrast, little evidence was found of routine monitoring of main-
tenance and prevention outcomes among long-term users of home care
services. One authority was considering how to include user outcomes
in its new arrangements for monitoring home care providers, but had
not yet done so. In another case study site that had a long-standing
commitment to outcomes-focused assessment and care management,
information from outcomes-focused assessment documents was not
available electronically and could therefore not be aggregated and used
as part of the monitoring and contracting arrangements with independ-
ent providers. Managers here noted that as outcomes were not a national
priority or performance target, organisational resources to develop ap-
propriate computer information systems were a low priority. However,
in another authority centralised contracting for independent home care
services enabled the feedback from annual reviews of service users to be
incorporated into strategic planning,.

In relation to monitoring outcomes in residential homes, managers
identified multiple opportunities to obtain feedback from users:

Monitoring and evaluation in residential care
settings

* Feedback from residents’ monthly meetings

* Quality Circles of resident, relative and staff representatives
that met monthly to discuss performance and areas for
improvement

* Routine questionnaires, for example about meals, privacy

* Annual surveys of residents, relatives, staff and GPs

* Suggestion boxes

* Managers being easily accessible to residents

* Feedback from routine audits (for example, kitchens,
accidents)

* Information from performance indicators
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2.3.5 Impact of outcomes-focused services: the experiences
of service users

This section reports the views of older service users who took part in
interviews and focus groups in the case study sites.

2.3.5.1 Change outcomes

These were particularly evident in intermediate care and reablement
services. Many users reported changes in their morale and outlook on
life as well as their physical functioning, thus supporting staff claims to
take a holistic approach.

Miss B had a fall and broke her hip. On leaving hospital her
mobility was greatly reduced, partly because she lacked
confidence to walk outside in case she fell again. She was
therefore unable to do her shopping and maintain her social life.
After referral to intermediate care, she received physiotherapy,
equipment and support from a rehabilitation assistant to regain
her confidence. ‘I wouldn't be where | am now — mobile and
with confidence — without it’.

One older person celebrated a small milestone in her
rehabilitation — being able to clean the toilet independently: ‘I
really enjoyed that!’

Mr F spent several weeks in a rehabilitation unit after a hospital
stay. He said that staff in the unit had a very personal approach
and understood what was important to him. ‘One of my aims
was to walk the dog, so they allowed him to come and see me
— it was very helpful.... It made all the difference in the world....
| have a good quality of life and | know | can get better still....
You need to look forward — they kept stressing that — and I'm
the living proof!’
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Staff working in reablement services pointed out that, as older people
regain their abilities and confidence in relation to self-care and household
activities, desired outcomes change rapidly — goals that originally seemed
unattainable soon become realistic. Regular reassessment was therefore
important. They also pointed out that even where significant change
outcomes had been achieved, these were not always maintained when
older people moved to longer-term home care services: ‘It gets so far then
it’s out of our hands and we can’t follow it through’.

2.3.5.2 Maintenance outcomes

It was harder to find examples of maintenance outcomes. Some managers
acknowledged thislack of evidence reflected services commissioned from
independent home care agencies that prioritised physical maintenance
rather than broader quality oflife outcomes. Interviews with older people
confirmed that some outcomes that were important to them, such as
going out, participating in social activities and help with housework,
were not being addressed by home care services.

However, older people did give examples of day and residential care
services that met desired maintenance outcomes:

Mrs R used to be very active in her local community. After a
hospital stay she received home care but, as she felt isolated
and bored, she started attending a day centre. One of her
desired outcomes was to keep socially involved; she enjoyed
the range of day centre activities and appreciated the time staff
spent finding out about her interests in theatre and music so
they could match activities to these.

In one combined residential and day care facility for Asian
elders, users acknowledged the importance of the social
participation in maintaining morale: ‘I think it’s great ... you can
sit down and have a chat and a giggle — it’s a change.’ ‘| didn't
want to come here at first but I'm glad | did now — it gives you
something to look forward to." ‘It’s lonely in the flat ... you get
company here.’
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Day centre users in another site appreciated the variety of
activities available — ‘There’s something for everyone’. They
could influence the activities provided and confirmed senior
managers’ claims of an open culture — what one user described
as a ‘No secrets policy’.

Care home residents appreciated the choice and control they
could exercise: ‘There’s a elderly lady in here that said [about
another home] once you come out of your room you've got to
stay in the lounge, whereas here | go to [friend]’s room, | go and
sit and have a yarn with her’.

2.3.5.3 Process outcomes

These were more often noted by users of intermediate care and reable-
ment services, day care and residential care than by users of long-term
home care services. In one locality with a high proportion of minority
ethnic elders, Asian older people attending day centres valued having
staff who spoke their languages: “They make you feel good ... you're well
looked after’. “They make you feel like one of the family, not a senior
citizen.” An older person attending another day centre praised the ‘team
spirit’ among staff, which extended to the bus driver who took her into
her living room and drew the curtains for her when he took her home
on dark evenings.

Care home residents reflected on their experience of process
outcomes:

‘The senior carers are good, they listen, which means a lot. They
are caring and they understand.

‘[The manager is] very warm, very considerate ... involved every
day in every way.’

A care home resident didn't sleep well. When she was awake
during the night, staff looked in on her and brought a cup of tea.
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The next morning she was able to lie in and staff brought her
breakfast to her room on a tray.

Users of intermediate care services recognised the importance
of process outcomes, both for the acceptability of the service
and in underpinning change outcomes.

One resident described her therapy timetable as ‘fluid’ and
‘flexible.... You can do what you prefer. You have control,
you'’re not regimented and that all helps to regain your
independence’.

Mrs S was discharged from hospital after a hip fracture. She was
reluctant to accept intermediate care because she ‘didn’t want
to be taken over by strangers coming into the house’. However,
once back home, a rehabilitation assistant worked with her
to devise safe ways to do domestic tasks. Running her home
was very important to Mrs S and the intermediate care team
understood this: ‘Some people say “We want you to do this or
that”, but they weren't like that.... They didn’t intrude on your
life like some do-gooders do’.

Mrs H spent four weeks in residential intermediate care
following discharge from hospital. She reflected ‘They [staff]
taught me to stand on my own two feet — | knew that was
their aim. It wasn’t just physical, it was emotional. They were
really wonderful, they really listened, everything | mentioned
they discussed. They got to know me and to understand what
my aims were. The staff were never abrupt, you never felt | was
in the way. | gradually started to feel better ... | started doing
things for myself.

Members of the User Advisory Group endorsed the importance for proc-
ess outcomes of individualised, personalised approaches, underpinned
by good staff training.
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2.3.5.4 Service-level outcomes

As in the postal survey, some managers and practitioners also referred
to outcomes for services, not just for users. A significant driver behind
the development of outcomes-focused intermediate care and reablement
services was to reduce hospital and residential care admissions; staff there-
fore reported major gains in enabling older people to live independently.
These sometimes also included a significant decrease in residential care
admissions that generated additional resources for community services.
A further impact reported by several sites was increased staff satisfaction
and, consequently, improved recruitment and retention, particularly in
relation to rehabilitation assistant posts that were more rewarding (both
psychologically and financially) than care assistant posts. However, this
had implications for the staffing of long-term home care services.

2.3.5.5 Constraints on the impact of outcomes-focused approaches

Staff and users both identified constraints on the impact of outcomes-
focused initiatives. Mostly these related to the quality and range of
home care services, which could limit or even reverse change outcomes
resulting from a period of intensive reablement. Intermediate care staffin
one area tried to plan for change outcomes to be maintained when older
people returned home, but found long-term services could not sustain
the same personalised, enabling approach. Older people confirmed that
some desired outcomes, such as resuming social activities, were not being
met. Day centre users in another site reported restrictions in maintaining
valued social activities outside the day centre as they could not get out
without help.

2.3.6 Factors facilitating outcomes approaches
2.3.6.1 National policies
Case study interviewees confirmed the findings of the postal survey, that

outcomes approaches were increasingly compatible with the national
policy environment. Relevant policies included:
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* the NSF for older people

* policy pressures and dedicated resources to reduce hospital and resi-
dential care admissions; sometimes adverse CSCI inspections of a
local authority’s role in relation to delayed hospital discharges had
prompted the development of new, in-house reablement services

* the promotion of greater user choice and control through direct pay-
ments

* the Green Paper on adult social care

* some interviewees also thought that CSCI inspections of residential
and home care services had become less paper-driven and more com-
patible with outcomes approaches.

The development of intermediate care services, both in partnership with
NHS colleagues and in-house, were particularly significant factors, as
they involved dedicated funding and the creation of new teams with
a strong focus on change outcomes, underpinned by a person-centred
culture. The importance of compatible performance indicators — inevi-
tably ‘a big part of a manager’s working life’ — in promoting outcomes
approaches was emphasised several times.

Severalsiteshad been involved in SPRU’s Outcomes Network and this
had provided important opportunities to share ideas with others. Other
national networks that had helped included the Modernisation Agency’s
Accelerated Development Programme and the Innovations Forum.

2.3.6.2 Local vision, leadership and investment in change
management

Leadership was essential. This needed to come from senior managers
who wanted, were in a position to and had time to devote to managing
change: “You can’t do it as part of your day job — you need thinking
time’. Sometimes senior managers were new appointees who brought a
new vision of person-centred services; sometimes they were long-stand-
ing members of staff who identified new opportunities to introduce
change. In one or two instances political leadership was also noted as a
significant enabling factor.

A ‘whole systems’ approach to managing change was important, as
were clear communication channels to ‘take the staff with you’ so that
‘we're all swimming the same way’. Examples included:
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 regular meetings between commissioning and care management
teams and between all assessment and care management staff to
keep them involved in change processes

* regular workshops for residential home staff to reinforce cultural
change

e formal staff training in using outcomes-focused documents

* induction, training and on-going supervision for day centre staff

* ‘back to the floor’ sessions by senior managers who carried out home
visits with staff

* having care plans ‘signed off’ by senior and principal care managers
who could spot and talk through any ‘mistakes’. Sometimes a new
care manager had a senior colleague working alongside to help embed
an outcomes approach when drawing up care plans.

2.3.6.3 Partnerships and whole systems working

Close relationships with external partners were essential to implementing
outcomes approaches. Outcomes-focused intermediate care and reable-
ment services required close collaboration with NHS partners. Other
partners included voluntary organisations, particularly in providing
day care and low-level preventive services; and independent home care
providers, for successful outcomes-focused approaches to contracting
for domiciliary care.

At operational levels, integrated services improved access to a wider
range of skills and resources to meet users’ outcomes. The success of this
multidisciplinary approach was particularly apparent in intermediate
and day care services. Activities to promote interdisciplinary working
included joint training, regular meetings, shared accommodation and
staff secondments. However, ‘outcomes’ could have different meanings
for medical and social care professionals and debates about ‘medical’
versus ‘social’ models had impeded the development of integrated,
outcomes-focused day services in one site. A ‘whole systems’ approach
also required appropriate administrative and computerised information
systems. Training in outcomes-focused approaches was often linked to
the introduction of new (electronic or hard copy) documentation.

Members of the User Advisory Group also pointed to the support that
other professionals and services could provide, including specialist NHS
units for older people with mental health problems and community nurs-
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ing staff. For housebound older people, regular visits from community
nurses could be as important for their social as their clinical functions,
as they addressed maintenance outcomes relating to social contact.

Although some localities reported extensive multi-agency working, it
was not clear how this contributed specifically to delivering outcomes-
focused services. However, as noted above, partnerships with voluntary
organisations such as Age Concern to provide a range of low-level services
aimed at maintenance and prevention outcomes were common.

2.3.7 What hinders outcomes approaches?
2.3.7.1 National policies and performance indicators

Although some localities had adapted care planning and review docu-
ments to overcome the needs focus of SAP, thiswas not entirely successful.
Keeping SAP focused on outcomes was described as a ‘constant battle’
home care service managers thought it focused too much on medical
conditions; day centre staff described it as ‘something to be endured’
rather than a process that enhanced an outcomes approach.

Other policies also impeded outcomes-focused services:

* CSCI inspection regimes were thought still to be too paper based,
as were registration requirements that did not value staff experience
sufficiently

* pressures to reduce delayed hospital discharges had reduced oppor-
tunities to identify and achieve desired discharge outcomes for some
patients

* in poorly performing authorities, a preoccupation with improving
performance indicators detracted from developing outcomes ap-
proaches.

2.3.7.2 Resource constraints
These had a number of impacts:

* resources were not available for voluntary organisations to provide
low-level preventive services to address maintenance outcomes
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* constraints on NHS budgets threatened access to services like chi-
ropody and physiotherapy that were vital in helping older people
achieve desired change and maintenance outcomes

* resource panels thatapproved care managers’ recommendations could
prevent outcomes-focused care plans from being fully implemented

* workload pressures reduced care managers’ capacity to adopta holistic
and individualised approach

* resource constraints could restrict outcomes-focused contracts with
independent home care providers, especially where these needed to
be flexible and open-ended. These constraints could be exacerbated
by poor relationships with home care providers

* resource constraints restricted home care providers in recruiting,
training and retaining good quality staff.

2.3.7.3 Staff culture and attitudes

* Previous resource constraints could leave a legacy on staff culture and
attitudes so that earlier, less flexible care planning practices were hard
to change

* Social services commissioners reported some home care staff found it
difficult to keep up with rapid service modernisation and move from
doing everything for an older person to letting them decide on their
priorities and working with them to achieve these

* Problems with the attitudes and practices of other professional
groups could impede outcomes approaches, again highlighting the
importance of ‘whole systems’ approaches. For example, some GPs
were reported still to advise older people that residential care was the
‘only option’, although allocating social services staff to GP practices
could help change this practice. Some sheltered housing wardens also
continued to assume that residential care was a preferred outcome.
Hospital staff involved in discharge planning also had difficulty

understanding concepts of outcomes and prevention.
2.3.7.4 Users' and carers’ attitudes
Users and carers were sometimes resistant to outcomes-focused ap-

proaches. Problems included deference and a reluctance to articulate
desired outcomes for fear of appearing unrealistic. Managers explained



Practice survey

this as a legacy of previous experiences of services: ‘Users find it hard
to understand choice — they were so used to having services shoved on
them’. Some older people were resistant to a reablement approach as they
were said to be used to people ‘coming and doing things’. Other users
resisted the withdrawal of time-limited home reablement services, even
if desired change outcomes had been achieved.

Users’ desired outcomes could conflict with those of carers, especially
when the latter placed more emphasis on safety while the older person
was prepared to accept a greater level of risk in order to maintain in-
dependence. Differences in attitudes to risk had to be tackled through
‘good social work’, to reinforce the older person’s preferences while help-
ing the family to distinguish between unconventional and dangerous
behaviours.

2.3.8 Plans for (further) outcomes-focused service
developments

All the case study sites had plans to build on or extend outcomes ap-
proaches to other services, activities or localities. These plans reflected lo-
cal priorities and circumstances and included the following activities.

2.3.8.1 Consolidating previous outcomes work

One county authority aimed to achieve a consistent outcomes focus
across all its services by revising its commissioning strategy to include
closer links with local older people’s organisations; promoting take-up
of direct payments; and continuing to develop as many joint services as
possible with NHS partners. These objectives were acknowledged to be
challenging in the context of high workloads and staff shortages.

A priority for localities with high staff turnover was to ‘relaunch’ out-
comes with a new series of training sessions. In other localities, priorities
included increasing the volume of short-term reablement services, and
working with partner organisations (including hospital consultants, in-
dependent providers and carers) to extend understanding of outcomes.
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2.3.8.2 Extending outcomes approaches into new services

Some localities planned to extend their outcomes approaches by devel-
oping new specifications and contracts for services such as extra care
housing, day care, residential care and dementia care that had hitherto
not had an outcomes focus. One locality planned to build on its relatively
stable workforce and comparatively long tradition of outcomes-focused
approaches by incorporating outcomes into the SAP; and by reviewing
its contracting and service standards processes to ensure they did not
impede outcomes approaches.

New contracts with independent home care providers were a priority
for some sites. Proposed changes included retendering for larger, locality-
based block contracts with a smaller number of providers; and ensuring
that all new contracts had flexible, outcomes-focused specifications.

2.3.8.3 Developing preventive services

Some localities had identified a major gap in low-level services that
could address the prevention and maintenance outcomes valued by
older people. Filling this gap was challenging and involved identifying
new sources of funding and labour. Two localities had successfully bid
for POPPs. One of these localities intended to promote community
development approaches to strengthen the role of local neighbourhoods
and community organisations in supporting older people; older people
themselves were expected to play a key role in identifying, articulating
and addressing local needs and concerns. Linked to this ambition were
plans to seek EU funding to employ older people themselves as care staff
to provide low-level support. Developing local networks of older people
was also intended to enable older people’s perspectives on local needs
to inform service commissioners; indeed, it was planned that the latter
would be accountable to the locality-wide POPP.

Another locality planned to enable care managers to access local
sources of help and support:



Bridging the gap between care managers and
local services

One locality was relocating all its care managers from a central
office to ward level; each would be given a laptop computer and
mobile phone. Locally based care managers were expected to
be able to make better links with local communities and with
the informal, neighbourhood and voluntary resources in them;
this would in turn provide access to a wider range of support
options — for example, providing a taxi to a local community
event rather than having to be transported to a distant day
centre simply because care managers did not know what else
was available. It was also hoped that the new local base would
encourage care managers to proactively ‘case find’ older people
who might benefit from low-level preventive work.

Practice survey
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Conclusions

During the past decade, discussion of outcomes has become common,
as part of a wider service modernisation discourse.

As well as the SPRU Outcomes Programme, other policy initiatives
have promoted outcomes-focused services. First, this practice survey
shows that targeted funding and performance indicators related to
hospital discharge and intermediate care have produced significant
developments in services focused on change outcomes. Moreover, these
are not restricted to NHS and social services intermediate care, rapid
response and ‘step-down’ services; but are also increasingly reflected
in social services’” in-house home care services that provide short-term
reablement-oriented interventions.

Second, the policy emphasis on prevention means that in some areas
efforts are being made to develop low-level services, often through part-
nerships with voluntary and community organisations. These may con-
tribute to meeting valued maintenance outcomes such as domestic help
and social participation. These initiatives are likely to develop further
as POPPs pilots get under way. Third, inspection and quality indicators
for residential and day care services appear to have had an impact on
process outcomes, at least according to the service users interviewed in
this survey. Many of these process outcomes also feature strongly in older
people’s experiences of rehabilitation and reablement services.

Overall, it is increasingly difficult to identify a distinctive social care
‘outcomes’ focus. Many of the outcomes desired by older people are likely
to be addressed as the result of other policies and service developments.
Thus in the case study interviews, managers and front-line practitioners
did notalways use the language of outcomes but referred as well to goals,
independence, prevention or person-centred services. Members of the
User Advisory Group also noted the contributions of other organisations
and services, particularly NHS staff and voluntary sector organisations,
to desired outcomes.

However, there remain some significant gaps. The overall impression,
even from case study sites chosen for their outcome-related approaches,
is one of fragmentation. The outcomes valued by older people were
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most likely to be achieved in services with strong interprofessional teams
and devolved resources over which they had control. For example, in
multidisciplinary reablement services, day centres and residential care
homes, staff had access to a range of skills and resources that they could
draw on flexibly in response to users’ priorities and to changes in these.
However, there appeared to be significant disjunctions between these
examples of good practice and service users” wider lives. For example,
day centres could provide excellent quality services, with a high empha-
sis on process outcomes, for those who attended. However, support for
users to maintain their own social networks outside the day centre was
non-existent.

The most striking disjunction, acknowledged by many managers
and practitioners, was between short-term reablement services and
longer-term home care services. Here resource constraints and poor
relationships with independent providers meant that home care services
were often inflexible, of poor quality and insufficiently responsive to
the outcomes desired by older users. The new contracting arrangements
described in this knowledge review are in their very early stages and
need careful monitoring and evaluation to ensure they deliver home care
services that address maintenance and process outcomes.

As with any major organisational change, introducing an outcomes
focus into social care requires leadership and vision; the means to com-
municate effectively to all staff; and the capacity to underpin cultural
change with appropriate procedural and information management ar-
rangements. For all the case study sites in this practice survey, the SAP
constituted a barrier rather than an enabling factor and managers had
struggled to make it compatible with outcomes-focused approaches.

The outcomes desired by older people extend beyond the support
currently provided by social services departments. Partnerships — with
health, other local authority services such as transport, and particu-
larly with voluntary sector organisations that appear increasingly to be
providing low-level preventive services — are therefore key to outcomes-
focused approaches. Members of the User Advisory Group also empha-
sised that many of the wider, life-enhancing outcomes valued by older
people extend beyond the scope of social services. Close relationships
with voluntary organisations were considered to be key to filling some
of these gaps. However, members stressed that voluntary organisations
must have adequate funding and flexibility to play this role, rather than



be constrained by rigid contracts with their local authorities. Securely
funded advocacy schemes were also considered essential in supporting
older people to identify desired outcomes and to access the services
needed to fulfil these outcomes.

It is therefore important that the policy priority and resources
allocated to intermediate care services that promote change and process
outcomes do not eclipse the continuing need for low-level services
that promote preventive and maintenance outcomes. It is significant
that managers and users interviewed in the practice survey made very
little mention of alternative forms of delivering support such as direct
payments or individual budgets. It is therefore likely that, for older people
at least, a significant challenge remains for social services departments
to develop and sustain their different relationships with those voluntary
and independent providers who can supply the outcomes-related support

that older people need.

Conclusions
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Appendix 1

User involvement in the knowledge review

The User Advisory Group

In order to ensure that the knowledge review was informed by the views
and experiences of older people themselves, an Advisory Group was
recruited. The Advisory Group met three times during the knowledge
review; each meeting was held at a point at which recent activities could
be reported and immediate decisions and courses of action could be
discussed and modified in the light of group discussions.

The advisory group was recruited through the Age Concern
Consultation Service (ACCS). Although this is a national service,
ACCS was asked to recruit up to six people from the local area (to keep
down travelling costs). Other specifications were that members should
be familiar with consultation activities; should have experience of using
social care services; should include both women and men; should in-
clude at least two people from minority ethnic communities; and should
include at least one older person with experience of caring for someone
with dementia. The actual members of the group included three women
and three men, two minority ethnic older people and one man whose
wife had dementia and was living in a residential care home. The oth-
ers all had personal experience of using social care and voluntary sector
services; some had been actively involved in a Better Government for
Older People pilot project; and some had taken part in previous research
consultation groups.

First meeting June 2005

The first meeting of the Advisory Group took place in June 2005, after
completion of the literature review and before the postal survey was
conducted. The Group was given an outline of the project; invited to
discuss the concept of ‘outcomes’ with reference to their everyday experi-
ences; presented with the main findings from the literature review; and
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informed about the nextstage of the project (the postal survey). Members

of the group made the following points.

What do we mean by ‘outcomes’?

Not everyone finds it easy to think about what outcomes they want or
what is possible — although skilled assessment can help with this.
The outcome someone wants may not always be what is ‘best’ for
them. Carers or professionals may seek different outcomes. There has
to be a process of negotiation and people make trade-offs. Service
providers may reduce independence by ‘doing too much’.

It is important to recognise individual needs and differences — it may
be hard to meet these needs if they are relatively unusual (for example,
special dietary needs).

Comments on the aims of the project

Human relationships are more important than policy and paperwork.
Services sometimes focus too much on the bureaucratic process of
assessment rather than on outcomes.

There was considerable discussion about access to services. It was
important to include people who do not/cannotaccess services. Many
older people do not ask for help — even the name ‘social services’ can
be off-putting. Older people from minority ethnic groups also have to
overcome language barriers — they often have to rely on their children
to interpret, but if their children have been born in England they
may not speak the community tongue. Social services could improve
access by having closer links with the voluntary sector; groups such
as Age Concern are more approachable but local authorities do not
always provide adequate financial support for such groups.

Service users need contact with someone who has an overall perspec-
tive, who can discuss what outcomes they might realistically expect
in their individual situation. Home care staff (who are often in most
frequent contact with older people) are not usually able to perform
this role. Health services — particularly GPs — have a role to play as
they are in touch with many older people (could the new community
matrons fill this gap for those with the most complex needs?). But
how closely are health and social services really working together?



There was a general consensus that agencies should share information
as long as this is for the user’s benefit and a suggestion that agencies
should ask users” permission to do this on a routine basis.

What do we know already from the research that has been
done?

There are some important tasks that social services do not help with,
for example, cleaning and gardening and taking someone shopping
instead of doing their shopping for them. Clean and tidy homes and
gardens are very important, especially to older women and those who
are housebound and if premises look unkempt there are also security
risks. Going shopping can keep the mind alert, as can help to keep
up hobbies and social contacts.

There was strong agreement about the importance of having choice
and control over services.

Outcomes of home care services are influenced by the calibre of care
staff. Jobs are poorly paid and have low status, therefore there is high
turnover. There is a need for more training and higher pay/status.
The privatisation of many care services has increased communication
problems — the person doing an assessment does not always commu-
nicate the desired outcomes to the actual service. In-house services
can be more reliable for this reason. Home care is also perceived as
very costly and costs can prevent people achieving their desired out-
comes.

Transport to services is a real problem.

GPs have a key role in helping older people access social care serv-
ices — sometimes people feel they are passed from one person to
another.

Comments on the forthcoming postal survey

The advisory group asked how the research team would know the
answers obtained were accurate. It was explained that in some ar-
eas there would be more than one respondent, so answers could be
cross-checked. In the six case study areas, the research team would be
talking to older people and carers as well as professionals; it would be
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very important to find out if the ‘outcomes focus’ really works from
the users’ perspective.

Group members were concerned the study should reach non-users of
services as many older people find it hard to get information about
services, especially if they are house-bound, have language difficul-
ties or are no longer in touch with a wide range of contacts through
work.

Second meeting September 2005

At this meeting, the concept of outcomes was discussed again; the
preliminary results of the postal survey were presented; and plans for
the case study site visits were discussed. Group members made the fol-
lowing points.

Further discussion of outcomes and services

Many older people have a chronic illness and would benefit from
on-going contact with a GP. However many GPs do not now visit
people’s homes routinely even though it can be difficult for people
to attend the surgery. If someone is under the care of a consultant,
some GPs can ignore their responsibility for the wider effects of the
illness — for example, on the patient’s mental health — and this can
affect their desired outcomes from social care services.

Current trends mean it can be difficult to get to see the same GP and
shorter appointments add to the problem of having to ‘start again’
each time with a different GP. Lack of continuity is a potential prob-
lem for achieving an outcomes-focused approach, since changes in
people’s needs and desired outcomes are not tracked and discussed
over time.

Healthy eating advice and information is needed for older people to
maintain their quality of life. With the right training, this could be
offered by home carers.

Being supported to get out and about (for example to go shopping
and other social contacts) is important for maintaining quality of
life. Without these sorts of activities, older people can become with-
drawn and feel less confident and positive about life. Voluntary sector
schemes to help with mobility are important, such as Dial-a-Ride;



Age Concern also offer volunteers to help people who use wheelchairs
get about town to do their shopping.

Older people feel vulnerable when they need to depend on others,
especially if they do not deliver services as expected.

Preliminary results from the postal survey

The response rate was felt to be disappointing, although perhaps not
surprising and possibly reflected the low priority given to outcomes
for older people.

More services need to be encouraged to involve older people and to
monitor and evaluate their outcomes-focused work, judging by the
low number of organisations reporting that they currently do so.

Plans for the case study site visits — site selection

The selection of local authorities where there was good practice was
questioned — why not include a locality where things are not going
so well? It was explained that it was difficult to learn anything from
these sites to pass on to other areas; other bodies were responsible for
identifying poorly performing local authorities; and the researchers
would be asking local managers how they had overcome any problems
and barriers — these lessons should help managers in other areas.
The exclusion of a small unitary authority like York was questioned
— it was explained that this was because none of these authorities who
responded to the postal questionnaire had made sufficient progress
with an outcomes approach to be selected as a case study site.

Plans for the case study site visits — interviews with service
users

Group members made many practical suggestions about the information

that service users taking part in the case study interviews and discussions

would need to know before agreeing to take part. This included:

Why did you choose me?
What is the project about?
How much time will it take?
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How private is it — will any staff be present?

Can [ have someone with me (for example, a friend or family mem-
ber)?

Is the information I give the researchers confidential?

Will what I say affect any services I receive?

Will transport be provided to the interview venue?

Will an interpreter be available if I want someone?

What if I look after someone else? Can the researchers cover the cost
of their care while I am being interviewed?

What feedback will I get afterwards (for example, a summary of the
local case study)?

Plans for the case study site visits — questions to be asked of
service users and managers

Members commented in detail on the draft topic guides for the inter-
views and discussion groups with older people using services in the case
study sites and made many suggestions about amending the wording to
make this more consistent with the experiences and concerns of older
people. They suggested the following questions should be included in

the interviews with service managers:

If it was your mother receiving the service, would you be happy?
Are you working with voluntary organisations?

To what extent do social services share information with other relevant
services or departments, for example, housing?

How far do government policies make a difference to what actually
happens in practice (not just what is on paper)?

If an assessment identifies an outcome that cannot be met by social
care services, how is that dealt with? Is it referred to another depart-
ment, service or voluntary organisation?

Third meeting January 2006

The main focus of this meeting was the preliminary results from the case
study site interviews. The Advisory Group was reminded of the sites and
services involved and the range of staff and service users who had been
interviewed. The impact of ‘outcomes-focused’ services in the six sites



was illustrated through six ‘vignettes’ of service users who the researchers
had met; these vignettes were intended to illustrate how different services
could help people achieve change outcomes, maintenance outcomes and

process outcomes.

General points about outcomes and local services

Some Advisory Group members had received a letter from the council
telling them there would be changes in their home care service but
giving few concrete details. There was a rumour thatall or most home
care services would soon be provided by private agencies — this made
people anxious, as they felt they would have less control over qual-
ity, reliability and cost. Service users were not sure if, or how, agency
staff are vetted and they felt safer with the in-house service. They
feel agency staff can be too young and inexperienced, and there is
less continuity. If they have to use a private agency, they would prefer
not to have to choose which one themselves. Older people can find it
hard to be assertive, especially if they are on their own. Choice can be
meaningless in such circumstances — to make it meaningful, people
must have access to support and information.

There was discussion of the planned closure of the local NHS Elderly
Mentally Infirm unit. Older people were felt to have little control over
such decisions, which reflect an ‘ivory tower” syndrome in which such
matters are decided behind closed doors.

One advisory group member had recently received a lot of help from
community nurses — he valued their company and the social aspect
of their visits. He explained that people who are house-bound suffer
through lack of contact with local networks that can be an important
source of information.

Another group member had been told that Housing Benefits would
be paid differently in future. Again there was not much information
about this and it was making people anxious.
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Comments on the case study visits and ‘vignettes’ of service
users

When peoplearelimited in what they can do, it can be very frustrating
— this can even affect their mental health.
The costs of home care can be an extra barrier. Private agencies are
perceived as less satisfactory than in-house care.
There was discussion about the scope of social care services and
whether these included wider ‘life-enhancing’ outcomes such as
social and leisure opportunities. The advisory group thought that
this is where choice is important. It was pointed out that voluntary
organisations are often able to fill these gaps, but they must have
adequate funding and the flexibility to respond to individual
outcomes. It was felt that some voluntary groups are now too tightly
controlled by rigid contracts with their local authority.
The individual, personalised approach was really important to users,
but staff attitudes depended a lot on good training.
Advocacy schemes — and secure funding for these — are essential in
supporting older people to identify desired outcomes.



Appendix 2

Methods used in the knowledge review

Research review

The research review did not involve a systematic search for all known
research. Instead it drew on published outputs from a number of recent
research programmes in England and/or the UK that were known to be
highly relevant to the topic. The review was restricted to the UK and to
recent publications because of the difficulties of generalising from other
service and policy contexts and the rapidly changing policy and practice
environment in the UK.
Relevant research included:

Outputs relating to outcomes and services for older people and
their carers derived from projects carried out under the Department
of Health-funded Social Policy Resarch Unit (SPRU) Outcomes
Programme since 1996.

The Department of Health-commissioned Outcomes of Social Care
for Adults (OSCA) research programme.

* The Economic and Social Research Council’s (ESRC’s) Growing
Older research programme.

Recent studies carried out by the Audit Commissions’s Public Sector
research programme.

Studies carried out as part of the Joseph Rowntree Foundation’s
programme Older People Shaping Policy and Practice.

Research conducted as part of the Personal Social Services Research
Unit (PSSRU) and Nuffield Institute of Health’s Mixed Economy
of Care research programme.

Information collected by SPRU from organisations representing adult
social care service users as part of a scooping exercise on their ‘vision’
for adult social care.™

This research was supplemented by a limited amount of additional
searching, particularly of citations at the end of articles where these
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related to groups of older people who were not well represented in
mainstream literature.

While this search strategy was not systematic, we are nevertheless
confident that we have included all recent relevant published research.
Particularly in relation to research on the outcomes desired by older
people and their carers, there is a very high level of consistency between
different studies, which suggests that the risk of omitting research
that would significantly alter the findings of this review are relatively
small.

Postal survey
Sampling framework

The contacts who were sent the postal survey were identified from a
database of individuals and organisations in the UK known to have an
interest in developing outcomes-focused social care services. The data-
base was established and maintained by SPRU as part of an Outcomes
Network that was set up to facilitate previous research and development
work funded by the Department of Health. The database provided a
broad sampling framework for what was a highly targeted survey aimed
at contacts who had developed or were currently developing, outcomes-
focused approaches to services for older people.

In order to identify target respondents, the database was updated to
ensure that only relevant and current contacts working with older people
were included in the sample to be sent the survey. Of the 340 contacts,
99 were immediately excluded because they were not in England or
Wales, or were not relevant to the survey. The remaining 241 contacts
were sent information about the study and a screening questionnaire in
order to update the database prior to the postal survey being mailed out.
Respondents to the screening questionnaire were also given the oppor-
tunity to identify other contacts, potentially unknown to the research
team, within or outside their organisation, who were also developing out-
comes-focused approaches to their older people’s services. A reminder to
complete the screening questionnaire was sent by email and/or post.

Information from responses to the screening questionnaire was used
to update the database. In addition, all contact details (name, address,
job title etc) of non-respondents to the postal survey were checked. The



database was then used to identify the sample population for the practice
survey. Sixty three contacts were excluded because they were not eligible,
or because they duplicated contacts from the same organisation, or they
were from NHS organisations (see below). A total sample of 222 con-
tacts (including all non-respondents to the postal survey) was identified,
including 22 contacts from Wales.

Development and content of the questionnaire

A postal questionnaire was devised. The content was informed by
the research review and was designed to allow for the possibility that
respondents would be engaged in a wide range of different outcomes-
focused service developments, at different stages of development. A draft
questionnaire was piloted with contacts in three (different) social care
organisations and minor revisions were made to the questionnaire.

The questionnaire included a mix of closed and open-ended ques-
tions, with additional space for respondents to expand on their answers
if they wished. Most of the questions focused on outcomes-focused work
relating directly to older people, although some questions related to carers
of older people, reflecting the balance of the research brief. Respondents
were also encouraged to submit any supporting documents relating to
the outcomes-focused activities they described in the questionnaire. The
questionnaire is included in Appendix 4.

Conduct of the postal survey

A copy of the postal questionnaire together with a covering letter,
information sheet about the project and freepost return address label
addressed to the research team were sent to all potential respondents in
July 2005. The questionnaires were pre-coded to enable respondents to
be identified and not sent an unnecessary reminder. Those who had not
responded within three weeks were sent a reminder, including a second
copy of the questionnaire, by post. The deadline for responses was finally
closed on 26 September 2005. Of the responses received, four were
excluded because the respondents did not work with older people.
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Data analysis

Quantitative and qualitative data from the questionnaires were entered
onto an Access database, checked and verified by two of the researchers.
Quantitative data were transferred to SPSS for descriptive statistical
analysis. Thematic analysis of the qualitative data was carried out by
the researchers, who together identified methods of categorising the
data. Where supporting documents were submitted, these were logged
and examined as part of the in-depth case studies (where applicable);
some were also used as reference materials in subsequent work with the
case study sites.

Case study sites

Initial analysis of the postal survey revealed that only six organisations
in Wales had responded (including two that replied after the deadline);
these were all in the early stages of developing outcomes-focused work
with older people. Additional efforts were made by SCIE managers to
check that these responses reflected the current state of development in
Wales; their efforts confirmed the findings of the survey. As a result,
the six case studies selected for more in-depth evaluation were all drawn
from England on the basis that they offered the most potential for other
organisations in England and Wales to learn from their experiences and
practice.

Selection of case study sites

Preliminary analysis of the quantitative and qualitative data from the
postal survey was conducted to identify potential case study sites. First,
sites where outcomes-focused work with older people had been estab-
lished for the longest period of time were identified, on the grounds that
these sites would have had the greatest range of experience to draw on
from which lessons for other local authorities could be learned. Seven
sites reported having had outcomes-focused approaches established for
more than three years. Another nine sites reported having had outcomes-
focused approaches for up to three years. The remainder of the sites
responding to the postal survey were in the early stages of developing
their outcomes-focused work, for example, planning, rolling out, or



piloting their work (including six Welsh sites that responded to the
postal survey).

The 16 sites where outcomes-focused work had been established for
longest were then examined in detail, together with one site from Wales
that appeared to have made the most progress in developing outcomes-
focused work in order to comply with the SCIE study specifications.
Factors included in this analysis were: evidence of changes in assess-
ment, care planning and/or review; developments in commissioning
and/or services; multiagency working; and older people’s involvement
in developing outcomes-focused approaches. This analysis resulted in a
‘long list’ of 10 potential case study sites being identified. Among these,
six sites appeared to have had an emphasis on outcomes-focused assess-
ment, care planning and review, with the remaining four concentrating
on outcomes-focused commissioning and/or service change. From this
list, six preferred case study sites were selected that included both types
of outcomes-focused activities; a geographical spread; and a mix of dif-
ferent services.

The postal survey respondent for each potential site was then con-
tacted by the research team, to clarify their work to date and seek
agreement in principle to participate. Three potential sites (including
the one in Wales) declined to take part owing to competing priorities.
In an attempt to secure representation of a Welsh local authority in the
study, SCIE emailed all heads of adult social services in Wales to request
a volunteer replacement site, but none of those responding thought they
had made sufficient progress with outcomes-focused approaches to take
part. Consequently, three replacement sites were sought from the long
list and their agreement to take part secured.

Defining the scope of the case study fieldwork

The research team then discussed in more detail the scope of the field-
work with each of the six sites. In each site we wished to gain both an
overview of progress with outcomes-focused services for older people and
to investigate a particular type of service in more depth. The latter would
act as a vehicle for examining how the local outcomes approach was
working in practice, including feedback from service users about the fit
with their desired outcomes. Resources allowed around six face-to-face
interviews with staff (slightly more if small group discussions proved
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appropriate), and interviews with between 12 and 18 older service users
(again individually or in small groups) in each site.

Negotiating with individual sites about which type of service to
focus on resulted in some changes to our initial plans, which in turn
affected the final mix of services examined across the sites in total. In
particular some sites were more keen for us to look at developments in
intermediate care/rehabilitation services (where they felt they had made
most progress), and less keen for us to focus on ‘mainstream’ services
such as home care (where they felt they had made less progress, despite
having indicated developments in their response to the postal survey).
As the study aimed to learn from the experiences of case study sites, each
site’s assessment of the appropriate service focus was taken seriously. In
practice, during the fieldwork staff and users spoke about a range of
services and so we did obtain data about other services beyond the main
focus of each site visit.

The six case study sites and the main service focus in each were as
follows (the names of the services are those used by the site):

Case study site Service focus in fieldwork
visit

City of Bradford Metropolitan  Day care

District Council

Cumbria County Council Intermediate care

Dorset County Council Preventative services

London Borough of Hillingdon  Home care and rehabilitation
North Lincolnshire Council Residential care
Worcestershire County Council Rehabilitation

Further details of each site are included in Appendix 3.
Data collection

Data were collected through site visits between the beginning of
November and early December 2005. Fieldwork in each site was
conducted by two researchers, one of whom took the lead in liaising
with the contact person in each site (details of staff and users who were



interviewed are included in Appendix 3). To help ensure consistency
between sites, a common topic guide was developed for users (Appendix
4) and another for staff (Appendix 4), which could be adapted to accom-
modate the range of postholders we encountered in each site. Individual
interviews with staff or users were carried out by a single researcher, with
both researchers present for any group discussions. All data collected
from staff were tape-recorded. Data collected from service users were
recorded through a combination of detailed note taking and tape-record-
ing, depending on the circumstances and individual preferences of the
users involved.

Following agreement on the range and focus of the fieldwork with the
lead contact in each site, s/he (or their nominee) took responsibility for
recruiting appropriate staff and user respondents on our behalf. Separate
project information sheets were developed for staff and users. We asked
that users be approached by a member of staff who knew them to ask
whether they would be willing to take part, making clear that they could
withdraw at any time. At this stage, users were asked for consent for their
contact details to be passed on to the research team. Staff also made ap-
pointments for the researchers either to visit a service user individually, or
to speak with him/her as part of a small group discussion. A reply form
was returned to the research team at this stage, with the user’s contact
details, a note of any known social care interventions and any needs to
enable him or her to take part, for example transport. Users were asked
for written consent by the researcher at the time of data collection, again
being reassured that they could withdraw.

In total across the six case study sites we worked with 153 respond-
ents, 82 of whom were staff and 71 were service users. Among the staff,
the majority by far were employed by social services or working in joint
health and social care teams, with the remainder either employed by the
NHS, the voluntary sector or the private sector.

Data analysis

Once the fieldwork visits were complete, the notes and taped material
were typed in preparation for analysis. Initially the data were written up
site by site, to provide a coherent local account. To ensure a consistent
approach, a template was drawn up with headings derived from the SCIE
brief, which the researchers used to organise their description of each
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site’s outcomes-focused approaches and the key issues and themes arising
in the data. A number of ‘vignettes’ of typical users and experiences of
service use were included, to give a flavour of older people’s situations,
care services and outcomes.

Ethical and research governance issues

Ethicalapproval for the practice survey was obtained from the Association
of Directors of Social Services (ADSS) research group. Postal survey
respondents were assured that individuals and organisations would
not be identified in reports of the work without their explicit consent.
Potential interviewees in the case study sites were asked for their consent
for their contact details to be forwarded to the research team and were
again asked for written consent before the start of each interview/focus
group discussion.

The SPRU Outcomes Network database of contacts included some
people working in NHS organisations. However, it was not possible to
include NHS staff and organisations in the postal survey because this
would have required NHS ethics and research governance approval,
which it was not possible to obtain within the study timetable. However,
responses to the postal survey revealed that a number of local authorities
were involved in joint outcomes-focused service developments together
with local NHS partners, for example, around hospital discharge and
the Single Assessment Process (SAP) (England)/Unified Assessment
Process (UAP) (Wales).

Furthermore, in two of the six case study sites, social services staff
were working particularly closely with colleagues in the NHS and felt it
was important to obtain the latter’s perspectives on the development of
outcomes-focused approaches. The nature of NHS staff involvement was
somewhat unusual, in that they were not the subjects of the research but
rather were being asked for their perspectives on local outcomes-focused
service developments. The research team therefore contacted the Central
Office of Research Ethics Committees (COREC) to seek guidance on
whether the project needed NHS ethical approval. COREC advised
that, given the nature of the project, it did not need to be submitted to
an NHS research ethics committee.

In both areas in which NHS staff were involved in outcomes-focused
services the researchers then contacted the local NHS research govern-



ance coordinator and research ethics committee coordinator to advise
them about the project and, following advice from COREC, to clarify
whether there were any local procedures that should be followed. Both
the local research ethics committee coordinators accepted the COREC
advice and no further action was needed. In one area the research govern-
ance coordinator required an NHS research and development applica-
tion form to be completed so that they had a record of the research; in
the other area the coordinator simply advised that management approval
for staff involvement should be obtained from the NHS trust.

In addition, three of the social services departments involved had
their own local research governance procedures. In each of these areas
we completed the necessary forms and local approval for the project
was given.
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Summary of case study sites: services and activities

This appendix contains details of the six localities included in the case
study visits.

Dorset

Dorset is a predominantly rural shire county with a population of
almost 400,000 — this is expected to grow by some 35 per cent in the
next 25 years. Besides the county council, there are six district/borough
councilsand more than 20 large town and parish councils. Bournemouth
and Poole have unitary authorities, which provide all services in their
respective areas.

Dorset has the highest elderly population in the country (approxi-
mately 93,700), as many people choose to retire there — and it also has
high life expectancy. However, funding for services for older people
in Dorset is the lowest in the country — around £12 million below the
average.

The Audit Commission assessed the county council as an ‘excellent’
authority in 2002, and the social care and health directorate (SC&H)
is a two-star department. Dorset SC&H and its health partners have
signed up to the innovations forum, in which the government and top-
rated councils can promote new ways of working. Dorset is also piloting
a local area agreement. Both initiatives are focusing on the reduction
of avoidable admissions to hospital for older people and the promotion
of wellbeing.

In its response to the postal survey, Dorset identified a number of
areas in which it was taking forward an outcomes approach, including
community and residential services, pre-and post-discharge support, day
care and carers support. The case study investigation in Dorset focused
on its preventative and rehabilitation services for older people; and on
how services have been commissioned and developed. Services discussed
and/or visited included: low-level preventative services, community re-
habilitation schemes, ‘home from hospital” schemes and day centres.
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The case study site visit had two main strands:

interviews (single or paired) with staff involved in developing, com-
missioning or managing outcomes focused approaches in preventative
or rehabilitation services

interviews and a group discussion with users of an integrated day
service.

Those interviewed for the case study were staff (z=14) from social serv-
ices, NHS services and voluntary organisations; service users (2=10)
from day centres and user forums.

Cumbria

Cumbria is a rural county, covering an area of around 2,600 square
miles. It has a population of almost 500,000, of which nearly 25 per cent
are aged 60 or over. Service provision to those in the most remote com-
munities is a challenge for both health and social care services. Cumbria
Social Services works in three localities — West Cumbria, East Cumbria
and South Lakeland — which reflect this spread of population.

Cumbria County Council had only one-star under comprehensive
performance assessment (CPA) but is ‘improving well’. In 2005, the
Commission for Social care Inspection (CSCI) gave Cumbria Social
Services a one-star rating (in 2003 and 2004 it had no stars), so in recent
years the department has had a strong focus on improving its perform-
ance indicators.

Cumbria was chosen as a case study partly because of the work re-
ported in the postal survey on outcomes-focused assessment and care
planning. However, in the course of the case study visit it emerged that
the department was about to pilot a number of significant changes in
its system for contracting for home care services, which were designed
to facilitate a more outcomes-focused approach. In addition, interviews
with operational staff and service users focused on intermediate care
services that have been developed jointly with NHS partners.

Those interviewed for the case study were: staff/managers (2=20)
from social services and NHS services;10 older people who had used



intermediate care services within the preceding two months. Two
further interviews had been arranged but the older people concerned
subsequently withdrew.

Bradford

The City of Bradford Metropolitan District Council covers Bradford,
Bingley, Keighley and Shipley. It has a population of around 480,000 of
which approximately 16 per cent are aged 65 and over. The population
is very mixed. In the 2001 Census, 19 per cent described themselves
as Asian or Asian British and 1.5 per cent as of mixed heritage. In the
Indices of Deprivation 2004, Bradford was ranked at 30 out of 354 local
authorities in England.

For the last three years Bradford’s adult services have received a two-
star rating; CSCI describes its capacity for improvement as ‘promising’.
In 2005 the department was successful in its application for funding fora
Partnerships for Older People Pilot (POPP) project to develop integrated
services for older people with mental health problems.

Bradford was one of the local authorities involved in the original
SPRU outcomes research. It was chosen as a case study for the SCIE
Practice Review because of its work on developing an outcomes-focused
approach to assessment, care planning and review, including changes to
documentation. The case study work also focused on Bradford’s day care
services and two facilities were visited. Both were combined residential
home and day centres.

Those who took part in the study were: managers/staff (»=12) from
social services; service users (2=21), including users of day care and
residential care services.

Hillingdon

Hillingdon is one of the 33 London boroughs. Its population of almost
a quarter of a million residents lives in about 100,000 households.
Hillingdon is ranked 166 out of 354 authorities in the Indices of
Deprivation 2004, but while several of its wards are among the least
deprived in England, others are among the most deprived. Four fifths of
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the population of Hillingdon are white; Asian (mainly Punjabi) residents
make up the second largest ethnic group.

The proportion of pensioner households varies across the borough
from less than one per cent to 16.2 per cent. Hillingdon currently pro-
vides support to over 3,000 older people to help them live at home - above
average for outer London boroughs.

The 2002 joint SSI/Audit Commission Review and the 2004 CSCI
inspection identified the authority’s approach as old-fashioned and called
for greater clarity between the functions of in-house and independent
home care providers. The CSCI report stated that ‘Although the range
of services was increasing, and several were delivered on a joint basis,
many of the services for older people were traditional, delivered by a
single agency, lacked focus on outcomes for the service user and reliant
on residential and nursing home care.” These reviews, together with the
appointment of a new director of social services, were the catalyst for a
major reorganisation of services that have already resulted in a two-star
rating (up one star) for Hillingdon’s social care services for children
and adults from CSCI in December 2005. Its capacity for improving
its adult services is now rated as promising’, whereas previously it was
rated as ‘uncertain’.

In its response to the postal survey, Hillingdon identified the follow-
ing areas in which it has been developing an outcomes focus: home care;
pre-discharge and post-discharge support; and day care. The case study
site visit focused primarily on the commissioning and development of
services which aim to (a) prevent admission to hospital or residential care
or (b) rehabilitate people after hospital discharge. These included:

rehabilitation services provided in private care homes
the recently modernised in-house home care service
an integrated, hospital-based (rapid response) service
social services’ community rehabilitation team.

Those interviewed for the case study included: staff (z=17) from social
services and rehabilitation services; ten service users, most of whom had
used an intermediate care facility, and some who had used home care
services.



Worcestershire

Worcestershire County Council covers a mixed urban/rural area includ-
ing six district councils. According to the 2001 Census, the proportion
of older people was 19.1 per cent, around average for England and Wales
(19 per cent). In the December 2005 CSCI assessment, Worcestershire
Social Services was awarded three stars. The council has also been suc-
cessful in bidding for a POPPs project.

Worcestershire returned three questionnaires in the SPRU postal
survey: on its recent development of a commissioning strategy for older
people’s services; on its current review of the care management process
for adults; and on the development of outcomes-based contract specifica-
tions for a range of new preventive services. After initial discussions with
staff, it was agreed that the case study would focus on the reablement
service, since this was where staff felt that they had made most progress
with regard to an outcomes-based approach and therefore where most
learning could be passed on.

There were three elements to the reablement service in north
Worcestershire, all of which are time-limited:
®* A ‘next step’ rehabilitation unit: in a residential and resource
centre

® A residential intermediate care centre

* A community reablement team.

As well as the detailed focus on Worcestershire’s reablement service,
the site visit also obtained information about the development of the
commissioning strategy for older people’s services, the review of the care
management process, and outcomes-based contract specifications for
new preventive Services. While these outcomes-focused developments
shared some common drivers, the sense was of separate developments as
opposed to an overarching strategy for developing an outcomes-based
approach across all services.

People interviewed: staff (2= 11) from social services, PCT and voluntary
sector organisations; service users (7=12) from reablement and interme-
diate care services.
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North Lincolnshire

North Lincolnshire Council is a unitary authority covering a mixed
urban/rural area. Twenty per cent of residents are of pensionable age
— just over the average for England and Wales (19 per cent). At the time
of the fieldwork, North Lincolnshire had just been successful in its bid
for POPPs funding,

North Lincolnshire returned two questionnaires in the SPRU postal
survey, both of which referred to changes in care management and one
also drew attention to a local quality development scheme for residential
and nursing homes. After initial discussions with staff, it was agreed
that the case study would focus on residential care. We also obtained
evidence about progress with other outcomes-focused work, in particular
care management and home care.

The study team visited three residential homes (one in-house and
two privately owned).

People interviewed: staff (7= 8) from social services and residential
homes; service users (7=8) from all three residential homes.



Appendix 4

Data collection and project documents

Postal survey of outcomes-focused services
for older people

Social Policy Research Unit, University of York

Instructions for completing questionnaire

Please complete as many questions as possible. There is space at the end
of the questionnaire for you to add any comments. We would be grateful
for any documents (reports, plans, non-confidential minutes) that you
can send us that describe outcomes-focused initiatives or practice in
your organisation.

All responses to the questionnaire will be treated in confidence.
Individuals and services will not be identified in reports of the survey.
However, we would like to identify a small number of localities where
we can look in detail at innovative outcomes-focused approaches to older
people’s services. We would therefore be grateful if you could give us
your contact details. Names and/or localities would only be identified
with the permission of those concerned

For the purposes of this survey, the terms below are defined as fol-
lows:

*  Outcomes — the impact, effect or consequence of help received from
services.

*  Outcomes-focused approaches—ways of organising services so that they
can achieve the outcomes that service users desire.

*  Older people — service users aged 65+.

*  Services—social services and their partner organisations/agencies (for
example, health, voluntary services) involved in outcomes-focused
work.
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If you are not involved in any outcomes-focused work with older
people, please only complete questions 1-3.

Ifyou have any queries or need any help completing the questionnaire,
please contact Janet Heaton (jh35@york.ac.uk; tel: 01904 321950) or
Caroline Glendinning (cg20@york.ac.uk; tel: 01904 321951).

Please return the questionnaire within two weeks using the

FREEPOST label provided.

Os dymunwch gael copi or holiadur hwn yn Gymraeg
wnewch chi roi gwybod i ni os gwelwch yn dda.

If you would like a copy of this questionnaire in Welsh please
let us know.




Appendix 4

Part A: You and your organisation

1. Please provide your name and contact details
Tele: Mr [[] Miss[ ] Ms [] Mrs[ ] Dr[ ] Other[ ]
(please SPecify).....coverereeienieniinienienineeeeeeeae

FIrst Dame: coeeeeeeeeee e

SUIMAME: coi ittt e e e eeaaaaas

Job title: vooouiiiiiiiiieeeeee e

POStCOAE: oo

Tl e
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2. What type of organisation(s) do you work in?
(Please tick all that apply)
Local authority/social services
PCT

NHS trust

Voluntary organisation
Private service provider
Private consultancy

Other (please state)

N O

3. Which of the following service user groups does your job include?
(Please tick all that apply)

Older people aged 65+ L]

Other []

If you answered only ‘Other’ to Q3, there is no need to complete any more
questions. But please return the questionnaire in the envelope provided (so
that we know how many people we contacted are not doing work with older

people and their carers). Thank you.

Part B: Involvement in outcomes-focused work for
older people

4. Are you involved in any of the following outcomes-focused
approaches to older people’s services?

(Please tick all that apply)

Planning services that aim to identify and achieve the outcomes [ ]

valued by older people

Commissioning services that aim to identify and achieve the []
outcomes valued by older people



Providing services that aim to identify and achieve the outcomes
valued by older people

Monitoring and evaluating effectiveness of outcomes-focused
services for older people

Involving older people in the design and development of
outcomes-focused services

Independent consultancy/development work with social care
services

Other type of outcomes-focused work for older people

[

[

Outcomes-focused approaches to supporting carers of older people [ ]

If you have answered ‘No’ to ALL items in Q4, there is no need to complete
any more questions. But please return the questionnaire in the envelope
provided (so that we know how many people we contacted are not doing

work with older people). Thank you.

5. Please briefly describe the nature of the outcomes-focused

approaches to older people’s services in your organisation. (Please
supply any related documents describing this work when you return

the questionnaire.)
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6. Which of the following best describes the stage of development of

the outcomes-focused work you described in Q5?

Established in practice for more than three years
Established in practice for three years or less
Currently being ‘rolled-out’

Currently being piloted

In planning stages

Other (please describe)

NI | I

Part C: Service organisation and partnerships

7. Does the outcomes-focused approach(es) you have described to older
people’s services involve any other organisations?

No, this department only [ ] (Please go to Q8)
Yes

If Yes, is this joint with ...
(Please tick all that apply)
Local authority/social services
PCT

NHS trust

Voluntary organisation

[l

Private — service provider
Private — consultancy

Other (please state)

N O

If joint, which is the lead agency?
(Please tick one only)

Local authority/social services

PCT

NHS trust

Voluntary organisation

Private — service provider

Private — consultancy

Other (please state type of organisation)
No single lead agency

I
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Part D: Older people

8. Please tell us which of the following groups of older people are
covered by your outcomes-focused approach(es) to older people’s
services.
(Please tick all that apply)
a) Older people living at home
Yes
No
Don’t know
b) Older people living in residential care
Yes
No
Don’t know
¢) Older people in hospital prior to discharge
Yes
No
Don’t know
d) Older people immediately after discharge from hospital
Yes
No
Don’t know
e) Older people attending day care
Yes
No
Don’t know
f) Older people with dementia
Yes
No
Don’t know
g) Older people from black and/or minority ethnic groups
Yes
No
Don’t know
h) Carers of older people
Yes
No

Don’t know

| e {0 [
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Part E: Approaches to outcomes-focused work

9. Which of the following activities does your outcomes-focused
approach(es) to older people’s services involve?

(Please tick all that apply)

a) Identifying outcomes desired by individual older people at
assessment

Yes — currently for most/all

Yes — currently for some

Yes — still at planning stage

No

N/A

Don’t know

I | |

b) A focus on outcomes in care planning for older people
Yes — currently for most/all

Yes — currently for some

Yes — still at planning stage

No

N/A

Don’t know

NI | I

c) Reviewing whether outcomes desired by individual older people at
assessment are achieved
Yes — currently for most/all
Yes — currently for some
Yes — still at planning stage
No

N/A

Don’t know

N | O
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d) Commissioning/developing brand new services to better meet older
people’s needs and preferences
Yes — currently for most/all
Yes — currently for some

Yes — still at planning stage
No

N/A

Don’t know

I | O

e) Changing existing services to better meet older people’s needs and
preferences

Yes — currently for most/all
Yes — currently for some
Yes — still at planning stage
No

N/A

Don’t know

I {

f) Monitoring/evaluating services to examine extent to which services
are outcomes-focused for older people
Yes — currently for most/all

Yes — currently for some

Yes — still at planning stage

No

N/A

Don’t know

| |

10. To what extent have older people (service users) been involved in
planning the above approaches?
Greatly

Moderately

A little

Not at all

Don’t know

N/A

| |
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11. What have been the main achievements or impact of your
outcomes-focused approach(es) to older people’s services? (Please
rank these in order of importance, where 1 is the most important
achievement/impact.)

Part F: What has helped and what has hindered you
and your organisation make progress on outcomes-
focused approaches to older people’s services?

12. What three things have most belped you and your organisation
progress outcomes-focused approaches to older people’s services?
(Please rank these in order of priority, where 1 is the most important

factor.) Possible examples are: commitment of managers, policy develop-
ments, philosophy of staff, training of staff
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13. What three things have most hindered you and your organisation
in developing outcomes-focused approaches to older people’s services?
(Please rank these in order of priority, where 1 is the most important
factor.) Possible examples are: targets, resources, workload, training of

staff

14. Have you taken any measures to overcome the barriers you
mentioned in Q13?

No []
Yes (Please describe): [ ] e
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15. If you answered ‘Yes’ to Q14, were they successful?

Yes — fully

Yes — partly

No

Too early to say
Don’t know
Not applicable

I | [ |

Please use the space at the end of the questionnaire for any
additional comments.

Instructions for returning questionnaire
Please return the questionnaire using the FREEPOST label provided.

Please remember to enclose any documents describing the outcomes
projects or service developments you are involved in.

If you have any queries or need help completing the questionnaire, please
contact Janet Heaton (jh35@york.ac.uk; tel 01904 321950) or Caroline
Glendinning (cg20@york.ac.uk; tel 01904 321951).

What happens next

We will analyse the responses to this questionnaire and write a report on
the range of outcomes-focused approaches to services for older people.
The report will be included in the knowledge review that SPRU will
prepare for SCIE.

We also wish to follow up a small number of localities and investigate in
more detail their outcomes-focused approaches to older people’s services.
We may therefore contact you again to ask if your organisation would be
willing to participate in this more detailed study, which will take place
during the autumn 2005.
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Please use the space below to add any additional comments you wish.

Thank you for completing the questionnaire.
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Practice survey of outcomes-focused services for older
people

Social Policy Research Unit, University of York with Acton
Shapiro

Case study sites
Topic guide for service users — general

1. Introductory questions
What kind of services are you using? How long have you been using
them?

“In many areas, services are quite restricted and can’t necessarily take
into account the different lifestyles and preferences of individual older
people. What we are really interested in is finding out whether the
services you get help you to live the sort of life you want. That might
be about helping you just to keep going, for example, helping you to
keep clean and tidy and safe, or to keep in touch with other people.
Oritcould be about helping things to change or improve, for example,
by becoming more independent. And it’s also about how much control
and choice you feel you have about how things are done.”

2. Your outcomes
Thinking about yourself, what is it that really matters to you in how you
live your life? [prompt and probe against standard list of outcomes valued
by older people]

Probes:

Is there anything you might want to change or improve?
® What about the emotional and social aspects of your life, as well as
the practicalities?

3. Your assessment

How much do you feel you have been encouraged to think and talk about
what really matters to you when services have been set up? Or were you
just told what you could have?



4.

How easy did you find it to do this?

How easy do you think your assessor found it to talk in terms of your
own priorities (rather than just about services)?

How often do you get the chance to talk about how well things are
working or whether you would like something to change?

Your services

On a day-to-day basis, do you feel the services you are getting are helping

you to live the kind of life you want?

5.

What's working well, what is not?

How well do you feel your services work together?

How much day-to-day choice and control do you feel you have over
what services you get and how they are delivered (for example, tim-
ing, what is done, who by) — or are these restricted?

Do you feel you are treated with respect?

Do you have any cultural or religious preferences relating to services?
If so, do services take account of these?

Have you got anyone else helping you (family, neighbour?) If so, do
services try to fit in with what they do?

Do you pay for any of your social care services? If so, do you feel they
are good value for money?

General questions

Overall, how good are services at helping you live the life you want?

Over time, have they been getting better at doing this?

On reflection, do you think other areas can learn anything from how
things are done here?
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Outcomes-focused social services for older people

A review for the Social Care Institute for Excellence (SCIE)
Topic guide for service users in care homes/other residential settings
Name: Date: Interviewer: Age:
Preliminaries

1. Show ID card/ thanks for taking part/check end time OK

2. Purpose of study:

Across England and Wales, social services departments are being en-
couraged to make sure that the services they set up provide help with
the things that older people themselves say are important to them.
The overall aim of the project is to see what progress is being made
—wearedoing thisin three ways: by looking at research already carried
out; by sending a questionnaire to social services departments across
England and Wales asking them to let us know what they are doing;
and by visiting in person six local ‘case study’ areas, including /local
case study site, to learn from the progress you are making locally.
The Social Care Institute for Excellence has asked for the project to
be done to find out what lessons can be learned for everyone.

We want to talk to staff and people like yourself who have been us-
ing services, to ask about what is working well and what is difficult
in making sure that services are helping with the things that are
important for older people such as yourself.

We will write a report based on what you and other people and staff
tell us, but no one’s names will be mentioned — what we discuss is
private.

(M)

. Area of special service interest

One of the reasons we decided to come to [local case study site] was to
find out in particular what has been happening in relation to /area
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of special service interest]. So we asked to speak to you in particular
because you have had experience of that service.

® But we don’t want to limit the discussion to that service because we
are also interested in any other social services help you receive (eg
home care, day care etc) because what’s important most of all is how
services together are helping you to live the life you want.

® Ofcourse, as researchers, we can’t ourselves influence the services you
get. But what you tell us can be used to help improve the way things
are done here and in other areas.

4. Any questions?

5. Happy to take part?

® Ask person to complete consent form.

6. Seek agreement to take notes/tape-record the interview

7. Don’t have to answer any questions you don’t want to, and can stop
any time for whatever reason.

QUESTIONS

To begin: Can you tell me a little about your circumstances at the mo-
ment.... Are you a resident here, or using day care, intermediate care
(rehab), respite, short stay (for example, for assessment) etc?

Residents: How long have you been here? How did you come to this
[home]? Did you have a choice of other places? What made you choose
this place? Does it suit you?

Others: How did you come to be getting [service] here? How long have
you been here for [service]? Did you have an assessment before you came?
Were you getting any help from social services before you came here?
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2. What matters to you

2.1 We’re interested to find out how services are helping you. So,
thinking about yourself, what is it that really matters to you in how
you live your life?

Residents: How do you spend your time here? What do you like to do?
Do you have any special interests or hobbies? Do you like socialising or
prefer your own company? Are you able to do these things as much as
you would like/live your life as you please?

Others: How do you spend your time here? What do you want to get
out of the service while youre here? [for example, social contact with
people; become more independent; be able to take care of self so able to stay
at homel|

2.2 Is there anything you might want to change or improve in your
life? If so, what could be done to enable that?

2.3 [if not mentioned] What about the emotional and social aspects
of your life, as well as the practicalities?

3. Services/help

What kind of services are you using/ help are you getting? [for each
service] how long has this been in place?

Residents: Do you need any help from people to get around or do things
(eg look after yourself)? What kind of help do you need? Are you getting
enough help with [ ]? Who provides that help (for example, the home,
or outside services for example, own GP)? Do you have a keyworker? If
s0, do you talk to her about your needs and preferences?

Others: What help are you getting while you're here? Do you need help
with getting around or doing things (eg looking after yourself)? Are you
getting enough help with [ ]?



4. Your assessment

How much do you feel you have been encouraged to think and talk about
what really matters to you while you've been here/when your services
were set up? [Or were you just told what you could have?]

Residents: Has anyone encouraged you to think and talk about what
matters to you and done something about it? Or were you just told what
was on offer? [for example, food choices, range of social events/activities on

offer]

Others: Has anyone encouraged you to think and talk about what mat-
ters to you while you've been here? ... or before you came here?

[If yes] How easy did you find it to do this?

[If applicable] How easy do you think your [keyworker]/assessor found
it to talk in terms of your own wishes/priorities (rather than just about
services)?

5. Your services

We're interested to know, on a day-to-day basis, whether you feel the
care and support [services] you are getting is helping you to live the kind
of life you want....

What is working well?

Can you give me an example of how the help you get here has made [or
might make] a positive difference to your life? /Or an example from the
help youve had before?]

What is not working so well?

Is there any aspect of your life where you are not getting the help that
you would like? If so, what could be done to make that better?
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How often do you get the chance to talk about how well things are
working or whether you would like something to change (for example,
do you get a regular review)?

What would you do if you were not happy about any aspect of your
service(s)?

How well do you feel the care and support [services] work together
here?

How much day-to-day choice and control do you feel you have over what
services you get and how they are delivered [for example, timing, what is
done, who by] — or are these restricted?

Do you feel you are treated with respect?

Do you have any cultural or religious preferences relating to services? If
s0, do services take account of these?

Have you got anyone else helping you (family, friends, neighbour?) If
so, do services try to fit in with what they do?

Do you pay for any of your social care services? If so, do you feel they
are good value for money?

6. General questions

Overall, how good are services at helping you live the life you want?
Over time, have they been getting better at doing this?

What do you think other parts of the country could learn from how
things are done here?



Closure
What happens next

We will write up our notes from the six areas across the country we are
visiting in a report, along with the other aspects of the research we have
already done. No names will be used in the report so no one will know
exactly who said what. Check as appropriate that the person is happy for
us to use all the material.

Our report will be sent to the Social Care Institute for Excellence, who
will use it to write a practical ‘resource guide’ next year to help all local

authorities.

Any questions?

Thanks.
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Practice survey of outcomes-focused services for older
people

Social Policy Research Unit, University of York with Acton
Shapiro

Topic guide for managers (care managers, commissioners, providers)

Name: Date: Interviewer:

Opening points for interviewer

Thanks the interviewee for agreeing to take part in the review

* Explain how the material from the review will be used

Reassure them about confidentiality

Ask if there is anything else they would like to know about the re-
view

® Use the definition below if asked for one.

NB: Outcomes-focused approaches are those which ‘promote and develop
services designed to identify and achieve the outcomes (that is, lifestyle or
quality of life) that older people desire’

Section 1: Introductory questions

*1.1  Can you briefly describe your role?

*1.2 Whatwas the initial motivation behind developing an outcomes-
based approach? What specific benefits were anticipated?
[check user benefits covered]

*1.3  [for managers with a strategic overview] Can you briefly describe
how your local outcomes approach has been developed and im-
plemented?

Or [for those with knowledge of part of the process] How have you
been involved in developing an outcomes-based approach lo-
cally?



Prompt for: Any challenges in relation to particular services

Which partner agencies have been involved and how this has helped/
hindered

*1.4

*1.5

*1.6

What did you draw on to help you? [for example, SPRU pack;
training; research articles; meetings with local organisations; experi-
ences from other areas]

To what extent have current policy priorities and requirements
helped or hindered the development of an outcomes approach?
[for example, NSF for older people, FACS, SAP, performance man-
agement regimes and targets, health flexibilities]

To what extent have older people and their carers been involved
(at a collective level) in developing your outcomes approach?
[Prompt for: what difference any involvement has made]

Section 2: Core Questions

For some managers (for example, in service management/provider roles)
we will be asking them to think about a specific area of work [agreed in
advance with the case study area]:

home care

day care

intermediate care or rehabilitation services
residential care.

Questions for case study areas where the focus has been on assessment,

care planning, care management and review

*2.1

*2.2

2.3

Can you tell us specifically what changes have been made to
implement an outcomes approach /[cover the following separately:
assessment, care planning, care management and review?]

What local factors have helped or hindered your progress so
far?

a) How easy has it been for you and your colleagues to think
and talk to older people and carers in terms of outcomes rather
than services?
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2.4

2.5

2.6

2.7

2.8

29

2.10

2.11

2.12

b) What steps (if any) have been taken to achieve the change
in culture? [Prompt for: how effective any initiatives have been;
what as worked well/less well; what have been the most difficult
issues/areas to address?]

Do you feel you have been able to achieve an holistic approach
that is, one that includes process outcomes and emotional and-
social outcomes, as well as practical ones

How much freedom do care managers have to purchase/
coordinate the services older people need to achieve their out-
comes? [prompt for example of a challenging one]

How have you and your colleagues addressed any tensions be-
tween risk management and outcomes?

How have you managed to balance outcomes for carers with
those for users?

How easy have older people and carers found it to talk to you
in terms of how they want to live their lives?

Have older people and their carers been involved (atan individual
level) in key decisions about services that are important to them
(for example, about the choice of provider)?

How much control do you feel older people have over their day-
to-day services and how these are delivered (for example, timing,
what is done, who by)?

Have there been any particular challenges in identifying and
addressing outcomes for specific individuals or user groups /[for
example, people with dementia; people from black and minority
ethnic communities?]

Has the outcomes approach in assessment and care planning
been matched by new ways of commissioning, contracting and
developing services?

Questions for case study areas where the focus has been on commis-

sioning, planning, service development and provision
24 24

*2.13  Howyou have commissioned/developed services to achieve older

people’s outcomes?



Prompt for: Balance between changes to existing services and creation

of new services

2.14
2.15
2.16

*2.17

2.18

2.19

2.20

2.21

2.22

2.23

2.24

2.25

How have partnerships changed or developed?

What changes have you made to your contracts?

Have there been other changes in the way commissioners and
providers relate to each other (for example, communication,
payment methods)?

What local factors have helped or hindered your progress so
far?

How are you ensuring a common understanding of your out-
comes approach between commissioners, care managers, pro-
vider agencies and front-line staff?

How are you ensuring that other agencies understand your out-
comes approach (for example, housing, leisure, health, voluntary
organisations)?

Have providers needed to change their organisational arrange-
ments (for example, how they recruit, deploy and pay staff, what
tasks they are allowed to do)?

Through your new contracts, have you been able to support the
relationship between older people and their front-line worker(s)
(for example, through facilitating time to socialise; continuity
of staff)?

How much control do you feel older people have over their day-
to-day services and how these are delivered (for example, timing,
what is done, who by)?

How have you and your colleagues addressed any tensions be-
tween risk management and outcomes?

Do you feel you have been able to achieve a holistic approach
that is, one that includes emotional and social outcomes, as well
as practical ones?

Has the outcomes approach in commissioning, contracting and
developing services been matched by new ways of assessment,
care planning and review?
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Section 3: Training, monitoring and evaluation

*3.1  Can you tell me about the training that has been delivered on
outcomes and any lessons learnt?

Prompt for: which staff groups/organisations have been involved in the
training

Whether the focus has been on culture or process
*3.2  How is the implementation of your outcomes approach being
monitored?

Prompt for: what measures have been used to monitor progress

*3.3  Howare you evaluating the impact on: (a) older people (b) carers
(c) staff (d) resources?

*3.4  Have older people and their carers been involved in any way in
evaluating the impact of your approach so far?

Prompt for: how they have been involved
What difference their involvement has made

Section 4: Overall reflections and thinking about the
future

*4.1  Insummary, what have been the main changes you have needed
to make to the organisation and delivery of services?

*4.2  To what extent do you feel your aims have been realised? Have
other benefits emerged?

*4.3  [for sites in England] How do you intend to build on existing
practice to implement the proposals in the Green Paper on adult
social care?

*4.4  Thinking about sustainability, what challenges do you face now
in building on your initial achievements with an outcomes ap-
proach? [prompt to cover sustainability both within a service and
in terms of broadening an outcomes approach to other services]



Section 5: Transferability

*5.1  If you were talking to a group of managers from another area,
what would your advice be to them in taking forward an out-
comes approach

Prompt for: what the critical success factors have been — explore these
as fully as possible

Essential ‘dos’ and ‘don’ts’

*5.2  From your experience, what lessons have been learned about suc-
cessful jointworking? [for example, NHS, voluntary organisations,
private sector — check which lessons apply to which]

Closing points for interviewer

Thank the interviewee for answering our questions

Ask if there is anything they want to add

Explain what will happen next, including likely timescales for our
work and publication of SCIE guidance
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Appendix 5

Information about SPRU and Acton Shapiro

Social Policy Research Unit (SPRU)

Since its establishment in 1973 at the University of York, SPRU’s research
has focused on children, young people and adults made vulnerable by
poverty, ageing, disability or chronic illness. Most of SPRU’s research
falls within the broad policy areas of social security, social care and health
care. SPRU has an international reputation for excellence in research.
SPRU’s research is underpinned by the following principles:

to reflect and communicate the experiences and views of the users of
services and beneficiaries of policy interventions

to recognise that people's lives do not divide into neat segments which
coincide with agency and professional boundaries, and to conduct
research which crosses these boundaries

to make its research influential in bringing about change; to com-
municate findings effectively to key audiences; and to engage actively
with policy-makers and practitioners

More information about SPRU can be found at www.york.ac.uk/spru
Acton Shapiro

Acton Shapiro is an independent company based near York which
specialises in consultancy and research in the fields of health and social
care. Its staff have experience in healthcare management, nursing, social
care, academic research and the voluntary sector; its projects utilise a
portfolio of qualitative and quantitative techniques. Acton Shapiro’s core
areas of work are:

* applied research, service evaluations and reviews, including local
evaluation of national initiatives such as the Partnerships for Older
People Project
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supporting service planning, innovation and change, including
developing outcomes-focused approaches in social care
consulting and involving, patients, carers, service users and the

public.

Acton Shapiro works with local authorities, strategic health authorities,
primary care trusts, individual GP practices, national and local voluntary
sector organisations and multi- and inter-agency initiatives. In collabora-
tion with academic partners, it has undertaken a number of projects
for national research bodies (for example, NHS Service Delivery and
Organisation R&D Programme and Joseph Rowntree Foundation) and
national advisory/inspection bodies (for example, Social Care Institute
for Excellence). Its focus is on finding practical solutions that work for
the teams, organisations or communities involved.

More information about Acton Shapiro can be found at
www.actonshapiro.co.uk
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