> compmunity care

OW Many community care plans

mefasure their population's need

for services againgt actnal service

provisicn? In theory, all local
authorities shouid be able to guantify the
needs of their population, stratified by
age, sex and client growp. and Tmatch
needs o service provision. In practice, few
community care documents show evi
dence of having done so.

The thiee key reasons for the poor
rlanning information in community care
plans are:

W the Timirarions of current data sources:
M the community care structure which
fragments the population focus:

W the ack of national guidance on stan-
dardising the assessment processes, core
data, data colkection and cligibility crite-
Thdl.

Most recds-assessment methodotogies
draw on exisring epidemiological data
sources. Thus, census data (s used to
denive socid-cconomic profiles of the pop-
ulation, Mational surveys, including the
Otfice of Population Censuses and
Surveys dizability survey and the general
konsehold survey can be used o profiie
disability and other risk factors for health and sociat care. Health
and social services provide important data on service provision
for use at nationai and lacal level. But this data does not link ser.
vice needs with provision, For this we rcly on populztion-hased
surveys, Thirty years ago, detailed national and focal OO neity-
based surveys set aur 10 quantify met and uamet need for health
and social services.' They atso looked at triggers for services, such
as dependency and social factors. These surveys have not been
repeated in recent years 5o the impact of changing policies in
coMumunity care on need and provision cannot be measured. The
questiem 15 whether the market model of planning, with
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pupulatidﬁ-based'_data'if_ they are to ensure
equitable community services, say
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its emphasis on services responsive to individval needs met
throngh the care-assessment process, lends itself to population
FIONITOnngE.

Before 1991, pianning for health and social care was undertak-
en on the basis of ngrmative provision. Data on beds, staff and
other services was finked to geographic populations, and servies
provision was caloulated ag rates per head of poputation. This
data is still required from local authorities for national returms
and it useful for monitaring trends. - -

Although normative provision is criticised for being service-
based not needs-based, it has played an important role in moving
towards equiry in both health and social services

In 1948, the NHS inherited a fragmented and
inequitable service. Planning ools for redistribur

" DeH guidéncé peed ﬁ'u;'lher 0fSSDs  Nomber of SSDs using Ing resources mere equally included dlata O NOI-
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Bl gl ' LD el L _ ] ofneed . . . rates, These measures heiped ensure more equi-

I ' table resqurce and service allocation. Normative

Lol 8 /A planning can aiso highlight sections and sroups

wng - 3 3 within the population that are not receiving care,

: R g i But the success of normative planning rests on

R I T R ' the ability to include and cougt the whoie a-
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Service-use rates are difficult to interpret if even
relatively smaif numbers of the population are not
counted. For example, in areas where a large num-
ber of clients purchase services independently of
the public sector, overall use rates may appear Lo
fall since they undercount those using services. In
comtrast, areas where fewer peopie can afford pri-
vare care may appear 10 be heavy users of services.
There has always heen a privately funded sector
which has made provision difficult to monitor, but
local authorities have faced much greater difficul-
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ries with the fragmentation of public sector respoasibilities,
The responsibilities for funding and providing long-term

TaI:-I&E Age and sex p:;:-ﬁ[a nf social semceé S.Elrﬂpl&w-' g

and social care have fallen 1o several agencies whose relative Age hand ) i_.-lale_._ .Ft_amale - Total © . % g
conteibntions have altered dramatically since 1948, Until R T " . Pt 4
1991, the three public agencies responsible for funding long- o4 6 15 21 A i
iarm care from the public purse have been the NHS, local 4 1. 2 S
authorities and, since 1983, the social security budget. The 1524 . 38 9. Bl . 16 a2
first twa budgers were used to fund public provision. From 2534 .. 148 6 247 .. 46 !
1983 unnl 1993 the social secucity budget was open-ended 344 104 53 198 . &7
public mding for residential and nursing home care provided 4554 12 137 246 4.6 "
in the private sector. The closure of fong-stay local authorigy 5564 141 183 339 6.2
and HS beds and the expansion of private sectar provision 6574 241 514 755 14.2 42
bas been well-documented and illustrates the impartance of 75484 453 1332 1785 335 158
agegregating datz oo provision across the seciors.! fE+ Kl 1360 i663 31.2 381
The NHS and Community Care Act 199) appears 1o have Total 1,560 3,771 5,333 100 20 -
simplified the funding arrangemeants. The devolution of com- I 70 3 70.7 160 _ -
muomity care tesponsibilities to local authorities has virtually e : . e
switched off NHS and social
security-funded care. The NHS  Tabie 3: Social sevices use by ageonsnapshotday ...
still has sonle conpkinuing cane
responsibilities, bur the level at Age band Homecare Respite  Mursing Residential  Daycare Githee. Totat %
which it draws its criteria is a o4 13 2 - 4 T - ar 1]
source of temsion for local 514 1 1 - - 1 - 3 0
aurhorities. 1524 5 29 t a0 34 11 120 2
Faced with fewer resources 5134 a 52 1 111 146 aq 370 G
and increased  need, local 3444 72 i) - 55 g 15 R0 4
autherinies pursue a strict palicy A55d 114 18 i ey 102 1§ 314 5
of targeting these n high need 5554 210 g 7. st 120 E 409 T
using eligtbilicy criteria. This 65-T4 B0z 1 18 R 153 g S BIF T 14
sxcludes many people who 7584 L5184 35 w3 2 T 1928 32
would formerly have been eligi- 35+ £ 315 3 54 250 190 § . LE18" 207
ble for serviees. As a result of gy 3981 a1 T 70 10700 105 G084 100
increasing pressure on capped % ) 7 =il 13 18 . 2

budgets, local autherities have
been forced 1o open up the caly
remzinmg source of funding
availzble o them, ie local taxa-
rion, charges and means-testing
of individuals. Many individuoals
with low levels of care needs find
it cheaper to buy their own packages. At a national level govers-
ment i3 consolidating this indirect policy of private funding by
pursuing aa active peolicy towards privare loog-term care insur-
ance policies,

Opening up private soutces of funding results in greater con-
plexty. Although there is ooly one major public agency receiving
Punding for care (with a small residual contribution to the NHS
and spoial sevuriey), the private purse makes up the rest through
local taxation, direct payments for services, charges and means
testing payments. But as more indisiduals pay for their own care
Of use private insurance it will become impossible o monitor the
mopulation’s acoess 10 services. Private payers are under no oblig-
wign o undergo a iocal authority needs assessmeant or o provide
datg on their care, and so differences in the population profiles.
of private vacsus publicly funded care are unknown. For exam-
ple, last year tocal auchorities increased the volume of sennce
Provision, but the oymber of households receiving home care fell
by 3 per cent and there was an 11 per cent decrease in the num-
ber of individuals receiving meals oo wheels nanonally.” It is not
knowm how the service needs of these former clienrs are being
mer, but it is likely chat an increasing number of individuals pay
for their care out of thew own pocker or go without
) It is also difffcult o extrapolate wiat is known about publicly-
Wnded ¢roups to the private sector, Geoups using private
funding may have different beaith and social care nesds from

Hnmewemdudﬁ hur:wﬁr& mmmeg mP.aEs on wheed&laundry. pamnal care mmng.
Aespite care; nursing care and residantial can: h'mﬁ.tdﬁpnvme and mhmlﬂnr numngf. .
Day care can include meals, transporc: 7 _
Other includes unique m@m padtagea mmal equ:pmem. Educ:amnn fees, uutmach etc.
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those in the public sector. bn the past the public sector has kept
costs low because of its ability to pool risks across most of the
population. As local authorities and the NHS tighten their eligi-
bility criteria, cerfain groups will be forced to use private fuadimg
[0 gall ACcess iQ carc.

The public payers will have smaller nisk poois and may be left
with the mast vuinerable and expensive groups - those that can
afford to pay for care will do so, and those that cannat will be
paid for out of the public purse. This is knowa as adverse selec-
tion. For exarople, the local authority budget is funding nursing
and residential home care for frail etderiy people which would
formerly have been NHS or socal secuctty-funded. Compared
with 1994, in 1995 local aurhorities were supporung L3 per ceal
more residents in tesidential care (139,700) and T2 per cent more
residents (43,200 in oursing home care,

The fragmentation of respansibility for planning and provision
means that for local authorities the main obstacle to planning is
the lnss of dara on the population. Without dara en hezlth and
social care needs and use in the public and privately funded pop-
ulations, comparative anafysis at an area level becomes impassi-
ble. There are currently three 1o six-fold vanations in the rares of
provision of home care services and day centre atténdapces
respectively across locat authorires, but without data on private-
ly funded care and MHS provision these variations are difficuit to

inteTpret.
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- community care

In practice, it should be possible to aggregate data from indi-
vidual needs assessments and quantify serviee nesds and service
Tesponses af a population level. But this presupposes that the
whoie population can be counted —which it can’t - and thar there
are objective, standardised measures of need in place, as well as
standardised processes of assesstment.

In 1993, we reviewed the sight social services departments in
the scuth-cast of England and discovered enormons variations in
the assessment process and the measures of need. As table |
shows, few authorities were using objective and consistent mea-
sures of need, and no authorities were using the same measures.
The assessiment process varied in cach local authority, as did the
screening criteria. Eligibility criteria were far from explicit or
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quantifiable, Mareover, eligibility criteria were oot linked to

neads,

Our conclnsion was that the zssessment process which has the
moél important data on commumity tare needs provides neither
the public nor the servics planners with the informartion they
raquire from the assessment process, on how needs are met and
the eriteria for service delivery.®

Our preliminary recommendations included the need ro devel-
op and implement valid, repeatable, reliable and objective mea-
sures of need and standardised assessment processes.®

Sadly, they remain as pertinent today. The Department of
Health has yet to issue natiopal guidance.

In the absenes of good data on need we sct about trying to esti-
mate and guantify the joint contribution of the NHS and local
authorities 1o our inney city population. The objective was to
establish 2 baseline for service provigion and try to develop a
framework for monitorng elighility and service criterda as an
aid 10 joint planning. The aim was to link health and social
service data,

This study identifted the clients of a social services depart-
ment who were [eceiving cOmmunity Care Management on a
‘soapshor’ day {30 November 19941, The owo sources of data
were; —
W Social services data — the clients who had received a com-
munjty care assessment and who were being delivered a ser-
vice on one specific 'snapshot’ day.
W Community health service data — contacts from community
heatth usts over a two-week period (one week forward and

-one week backward) to capture clients receiving a service on
the snapshot day. {If the service was weekly, or every other
day, looking at the same day would not capture this). The aim

was 10 develop a method of linking records 1o com-

bine data itemns derived from independently created

(computerised) fles to create new files containing
single person-based recards, bringing wgether such
items in ooe record. For this project social services
data was linked with community health data, and then
with hospital inpatient data, in order to profils the
inputs from the different agencies on 4 person basis.
‘Matching’ is the process of comparing pairs of
records to deterrnine whether they should be linked -
in this case matching records for different episodes or
contacts which relate to the same person. ‘Linking’ is
the process by which pairs of correctly martched
recprds are brought together in such 2 way that they
spg My be treated as a single rerord for one individual.”
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First, the specified data items wers downloaded,
and ‘cleaned” 1o get the variables selected for the
matching and linking inte an identical format with
common coding. Social services datz is “person’-
based, but the health data sources are ‘contact™-bhased
for cornmunity health,

Ta make the links it was necessary to get both sources of
data into the common denominator of z ‘person-based’
record. A method was devised for erganising records inte a
person-based format by asseming that if a record shares com-
mon markers of posteode, sex and date of birth, all such
records can be aggregated on these markers (o designare one
person,

The linking process was then carried out by raking the per-
son-based social services filie and linking it with the communi-
ty heaith services file ta determine the matching people.

The community heaith and social services data sets were
analysed separately to profile the popuiation receiving ser-
vices by age, sex and type of services received. Following
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record linkage the same analysis was made on the sub-

| community care |

sample which had received both bealth and social ser- 103
vices.

Fesuits
Profile of the social services sample by age amd sex:
there were 3,333 identified clients. Table 2 shows the
age profile and the use rates. Of people receiving ser-
vices, 78 per cent wer= aver 65 years gid,

Services provided by age group broad categories: able
3 shows the breakdown of services. The 5,333 identi-
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fied <lieats received 6,084 services. Home care and
day care account for most care packages (81 per cent),
but nursing home care and resi-
dential care now account for 13
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per cant Of care packages.

Profile of the community health .- - Aga band. Hemecare

Tabie:§: Aga profie. ofjoint Soclatsemvice s packages. -

Respite: - “Nursing: Residentiak-: Daycara~ -
Ce - . . e

Car

services  sampie: there were AT2e34 . 3 -]
3520 Wandsworth residents 934445000 400 - 7 e
receving sewvices from the . 45547 - 1a. s
comrounity health trusts in the 12 S| R _
twao-week period. Table 4 shows .7 ggga 2 - [+ AFCU
a trimodal distribution with Yary T5-B4:. ’ v - 181 v :
bigh rates among women aged " gg,. g0 1.
23-34, and tha over 65s. i Total o - 516 - . 3~

Tuble 5 shows the age distrib- % 87 1

ution of community health ser- el
vices and demonsrrates char

health visiting services are the main ones provided to children
and women, while district nursing services are concantrated gn
the eiderly. Community psychiatric input i high ix the very
elderly and in the middle ygars,

Combined packages of care: table & shows that after linking
ealth and social services data, 589 people were identified as
recerving health and sociaf services, 11 per cent of the social ser-
vices sample. Eighty-six per cent of the joint packages go (o the
over 633

Table 7 shows that the main joint packages are for home care
and district nursing services. District nursing accounts for 37 per
cent of community health service input, and homecare and day-
care accountfor ¥7 per ceat of social services inpur.

At any one time health and social services in Wandsworth, are
serving similar numbers of residents, but the popuiations they
serve differ. Community heafth services mpwt is trimedal in dis-
tribution, whe reas soctal servicas input is mainfy to the over 65s.
AL any one time fewer than 11 per cent of individuals receiving a
social care package are receiving community heaith services.
‘These joint care packages are mainfy for home care and district
nursing imput.

It would be interesting to review the le agth of time and the vol-
ume of services given as well as levels of dependency. We hope
'0 use other data from the acute hospital system and therapy
*ervices to continue this work This is 4 useful hasefing for those
~orking on jont commissioning far joint health and social
Services input Unformunately, wichout data an needs the depen-
dency levels of this population cannot be estimated and com-
pared. )

Iflocal authonitied and HAs are ta keep an important role in
funding services and ensuring equitable delivery, the structural
problems which make planning Jifficult need to be addreszed.
The complexity of the different agencies now responsible for
funding and providing care potentially places pressure on private
Providers to avoid high-risk patiears. The pressure oo budgets is
450 increasing the tension between the NHS and lgcal authon-
Y188 23 statuiory agencies attempt to cost-shunt populations and
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responsibitities using continuimg care and eligibidity criteria.
Monitoring systerms arc needed for the needs and service use of
all residents.

Al 2 minimum, clients using certain services — £g nursing
home, residentai care, day care and afl types of health service
shouid bave a regular assessment of their needs and service
inputs regardless of unding stream. This is because, ultimarely,
the responsibility for funding when reduction in speading poours
wiil fall to the public sector.

Recommendations

M Local authorities must continue to collect data on ail their res-
idents, whether privately or publicly fanded.

B Health and local authorities need to ensure that objesive stan-
dardised measures of need are used that eligibility ericeria
reflect levels of need, and that there is moni taring of how health
and sockal care needs are met in the communities they serve, This
will require agreement on core data sets at national level.

W The processes of assessment and screening need to be stan-
dardised, as do continuing care and eligibility critena

B Thers needs to be adequate staff training and SUpPOrL
Natjonal puidance and direction is required. n.
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