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Examples of documents and policies provided by the Individual Budget Pilot sites and other authorities

Sharing practice from the Individual Budget pilot sites 

Introduction 

This document contains a selection of policies, procedures and other information which may be of interest, kindly donated by the IB pilot sites and other authorities. 

These documents have been offered in the spirit of supporting and encouraging others to explore the possibilities offered by IBs and of preventing colleagues from ‘reinventing the wheel.’

Although offering practical information for any authority or service provider looking to introduce Individual Budgets including SP funding, none of the information which follows is officially badged as ‘best practice’ however, for the following reasons:

· Some may be appropriate for one authority but may need amendment before being applied across the board.

· Some are at initial draft stage and may be subject to revision.

· Some may have been amended. 
Information provided

	Overview of approach to personalisation and self-directed support

	Authority
	Document

	Norfolk
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	Needs Assessments
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	Brighton and Hove
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	Resource Allocation
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	Oldham
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	Outcome-based approach
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	Coventry outcomes focussed assessment
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	Coventry outcomes based support plan
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	Quality and Monitoring

	Authority
	Document

	Gateshead RAS support plan
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	Leicestershire support planning guidelines
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	Charging
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	Leaflets

	Authority
	Document

	Barking and Dagenham
	
[image: image26.emf]Barking and  Dagenham leaflet.pdf



	Coventry
	
[image: image27.emf]Coventry leaflet.pdf



	Lessons learned
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	Document
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	Disabled facilities Grant and IB’s/direct payments
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Integrated Assessment Process 


 
This paper explores the lessons learnt mainly, from discussions with Brighton and 


Hove Council and Nottingham City Council, on the advantages and disadvantages of 


local authorities setting up a needs assessment process covering housing, supporting 


people, health and social care.   To a lesser extent it draws on information from 


discussions with Essex and Torbay Councils on their centralised supporting people 


needs assessment processes.   At the end of the paper I have suggested some 


approaches to take this work forward.   


 


The Current Assessment Process 


Under the current system clients apply direct to service providers for support.  The 


provider uses their own assessment tools and procedures to decide whether or not to 


give the person support.  The provider also decides what the support should be.  The 


local authority does not have any involvement in this process – apart from paying for 


a service to be available.  The disadvantages of this approach are:  


 Vulnerable clients may approach several providers before they are offered a 


service; 


 They may have to complete several different needs assessment forms; 


 Local authorities are not involved so cannot broker deals between clients and 


service providers; 


 Local authorities have limited means of preventing providers from giving 


priority to the least problematic clients; 


 Local authorities cannot take steps to manage voids. 


 Local authorities do not have information on whether people are being offered 


an appropriate service. 


 


Brighton and Hove’s Supporting People Needs Assessment System 


Brighton and Hove were aware of the disadvantages of allowing providers to carry 


out needs assessment as well as offering applicants a service – so from the onset of SP 


they set up a centralise needs assessment system, carried out the needs assessments 


and made referrals to service providers. 


 


Brighton and Hove’s Integrated Assessment 


B&H built on the centralised SP process by adding housing, health and social care 


needs assessment to it.  They used the Single Assessment Process (used for health and 


social care needs assessment) as a starting point and added in the other assessment 


processes.  They simplified the paperwork and consult with all the key stakeholders to 


ensure that it was still fit for purpose.   


 


The Process 


Brighton and Hove have a central contact point is the general reception for the 


Council called City Direct.  This is a one stop shop that also signpost clients to other 


relevant services. 


 


The needs assessment paperwork has been standardised with the help of providers.  


Providers are therefore happy to use the Council’s paperwork and abandon their own.   


 







Generally speaking the Council would expect providers to accept the clients they refer 


to them.  Providers normally only refuse clients in extreme circumstances such as 


where a young person is allocated a place in hostel containing older adults with a 


chaotic live style or where the contract specifies the type of person that they support – 


ie, a hostel for women fleeing domestic violence, would not accept men. 


 


Brighton and Hove carry out the needs assessment and the provider use this to draw 


up their care plan. 
 


Benefits 


Brighton and Hove Council suggest that their system has the following benefits: 


 Clients see fewer workers 


 Less referrals to different professionals 


 Fewer refusals from providers – mainly because information on the clients 


passed to service providers and any negotiations are conducted before a formal 


interview with a service provider. 


 Vulnerable clients need visit one place to get all their needs assessments 


carried. 


 Clients only need to complete one form of their main personal information  


 The same forms are used by everyone – so there is no need to interpret 


information when transferring it from one system to another. 


 The local authority is involved in finding support for problematic clients 


 The local authority is aware of the loading of service providers 


 The local authority can ensure that a comprehensive and holistic service is 


provided for the individual. 


 


Disbenefits 


 People may not be aware of who to go to for an assessment 


 People may have to travel a long distance to a needs assessment centre 


 


Keys Challenges overcome by B&H 


I have set out below some to the key challenges B&H had to overcome to set up their 


integrated assessment process. 


 


Confidentiality 


Receiving the clients consent to sharing confidential information is perceived to be a 


substantial hurdle to using one needs form assessment and a single support plan.  


Brighton and Hove overcame this through two approaches: firstly, they did not allow 


any issues that would put the client, provider or any other occupier of the supported 


housing at risk, to be treated as confidential; secondly, assessors explain what the 


information they are collecting will be used for.  In most cases, clients assumed that 


all support agencies shared key information and agree to information being shared.  


Over 90% of clients in Brighton and Hove agree to full sharing of information by 


service providers. 


 


Staff Training 


In terms of rolling out an integrated assessment process a key consideration is what 


skills do staff need.  Brighton and Hove have opted for staff to be trained to complete 


a basic, but holistic assessment of all clients’ needs.  That said, for the most 


vulnerable clients specialists are used to carry out the assessment. 







   


Training was normally for 2 days followed by 4-6 weeks of support while staff fully 


assimilated the information.  Staff were also given training in risk assessment.   


 


 


Branding 


B&H SP services have always been assessed centrally by the Council.  B&H 


recognise that for the new integrated assessment system they will need a 


communication strategy and are currently looking into this. 


 


Nottingham Assessment Pilot 


The Nottingham pilot includes the following principle: 


 The initial assessment is carried out by either a provider or the local authority; 


 Decisions on which provider will offer a service are made by the local 


authority 


 There will be a single assessment form used by everyone both in the provider 


sector and all Departments of the local and health authority. 


 There will be three assessments made:   


o The short initial collection of contact data – ie, name, address, next of 


kin etc. 


o A full assessment of need which will be used to create a support plan 


o A detailed specialist assessment – ie for Disable Facility Grant 


 


The benefit and disbenefits of the Nottingham system are the same as B&H’s 


 


 


 
MWA Oct 2008 
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Individual Budgets 
Support Plan Review 


 
 


Service User Name:____________________  SWIFT ID:__________   Date of Review: ______________ 
 
Present:________________________       __________________________ ___________________________ 


 
    _________________________       __________________________ ___________________________ 
 


      


OUTCOMES – goals you 
said you would aim for 
 


Has the 
Outcome been 
achieved? 
Yes/Partially/No 


If ‘yes’ what worked well? 
If ‘partially’ what else – if anything  
needs to happen? 
If ‘no’ what needs to be done for the 
outcome to be achieved? 


 
Who needs to  
do It? 


 
When does 
It need to be 
done by? 


 
 
 


    


 
 
 


    


 
 
 


    


 
 
 


    


 
 
 
 


    







Outcomes from Support Plan  that are no longer appropriate: 
 
Outcome: Reason: 


 


 
 
 


 


 
 
 


 


Newly identified outcomes: 
 


Reason: 


 
 


 


 
 


 


 
Note: If several outcomes are no longer appropriate or several new outcomes have been identified a new outcomes 
focused support plan document should be produced.  If there has been a significant change either improvement or 
deterioration a new questionnaire needs to be completed. 
 
To be completed by staff member: 


 
Is the service user still eligible for support? Yes  No  


Current Support Plan amended Yes  No  


New Support Plan being produced Yes  No  


Is a new questionnaire being completed Yes  No  


 


Next review to be carried out in: 1 month  2 months  3 months  6 months  12 months  Other (specify)  


 
 


Review completed by:______________________________  Service user signature___________________________ 
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Protocol between East Lindsey District Council and Lincolnshire County 


Council – Process Alignment of Individual Budgets and Disabled Facilities Grant 


(DFG)  


 


Purpose 


The purpose of this protocol is to define how Disabled Facilities Grant and Individual 


Budgets will work collaboratively to ensure eligible individuals can access DFG as 


part of their individual budget and to work towards a more integrated Resource 


Allocation System. 


This policy will need to be updated following results from CLG Disabled Facilities 


Grant Programme 


 


The Aim 


The aim of this protocol is to ensure clarity as to how DFG and Individual Budgets 


will align their processes. 


 


Background 


The Individual Budget Pilot was commissioned by the Department of Health and is a 


time limited pilot that will evaluate new ways of enabling people to have the support 


they need to live independently.  Key elements of success for individual budgets are: 


- transparent allocation of resources 


- streamlining of assessment and review processes across agencies 


- bringing together a variety of funding streams 


- making use of natural support 


- being outcome focussed 


- existing within current resource envelope 


 


Key partners are: 


 The Department for Communities and Local Government (for Supporting 


People Grant, Disabled Facilities Grant and Integrated Community 


Equipment) 


 The Department of Work and Pensions (for Access to Work) 


 Independent Living Fund 


 


Support is provided via the Care Service Improvement Partnership (CSIP) 


 


Lincolnshire is piloting Individual Budgets across all Adult client groups, (Older 


People, Mental Health, Learning Disability and Physical and Sensory Disability) 


within East Lindsey.  
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National Position 


 


 


The provision of a Disabled Facilities Grant (DFG) is governed by legislation. 


(Housing Grants, Construction and Regeneration Act 1996) and amended by the 


Regulatory Reform (Housing Assistance) Order 2002.) 


 


Subject to a means test, it gives a mandatory right to any disabled person for grant 


support to a current limit of 25K for the purpose of altering their dwelling so that they 


are able to gain access to and use all the normal facilities of home, and to care for 


others where this is needed. 


 


The grant is ring fenced and administered by housing authorities. Each housing 


authority receives a ring-fenced allocation from the Government that may be used to 


fund 60% of any DFG. This budget may be used for adaptations in all tenures except 


council housing. The remaining 40% of the DFG budget per year is provided by the 


Local Authority. 


 


The Legislation stipulates the following: 


 


 Who is eligible for a DFG. 


 THE MEANS TEST OF RESOURCES. (NOT APPLIED TO CHILDREN) 


 Who the test is applied to. 


 Reasons for and types of adaptations eligible to be undertaken via a DFG. 


 Those adaptations should be deemed as reasonable and practicable. 


 THE UPPER LIMIT OF A  GRANT –CURRENT CEILING IS £25,000 


 Councils must obtain an invoice or receipts for proof of spend of the grant. 


 


The Issues 


 


The provision of a DFG is a legal right for those that meet the criteria and their 


provision is not dictated by FACs eligibility.  This needs to be taken into account 


when completing initial assessments for an Individual Budget. 


 


DFGs are ring fenced grants and must be spent on those areas identified therefore 


proof of spend is required to ensure it has been used on the approved work. 


Fairer Charging and DFG means test are separate tests that take into account different 


income and out goings. Therefore the client will need to be means tested even if they 


have been through fairer charging. 


 


In most areas of the country there are long waiting lists for work to be carried out via 


a DFG and most Authorities run out of money prior to the year end. This is an issue 


for the “up front” allocation of resources used within the IB process.   


 


There may be cost savings to be made in the long term by alignment the delivery and 


the budget. Different entitlements under FACs and DFG may result in a more costly 


adaptation being provided. For Example, a client being turned down for bathing 
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equipment under a Councils FAC threshold but being referred for alterations to their 


bathroom that have a higher cost.   


 


Local Position 


 


This policy highlights areas of alignment and those that require further work in order 


to ensure alignment of processes. 


 


Process 


 


 Referral received by Social Care 


 Individual Budget Questionnaire completed (trigger question for DFG and OT 


assessment) 


 Discuss the need for a specialist assessment 


 Refer to Occupational Therapist 


 Specialist Assessment undertaken (individual given indicative Individual 


Budget and notional amount of DFG)  


 Ensuring individual knows about DFG timescales and processes. (may be 


worth ELDC producing an A5 explanation to be left with individual – this 


could also include information about flexibilities) 


 OT to record „outcomes‟ the individual hopes to gain from the proposed 


adaptation 


 Begin the DFG process 


 ELDC review if the work is „fit for purpose‟ and sign off 


 Further work required to align the financial assessment process 


 LCC to investigate whether a dedicated OT could be used to undertake DFG 


work with ELDC as part of the IB process 


 ELDC will make office space and other facilities available within their sites to 


increase efficiency of the process as required 


 ELDC to allocate ‘virtual average cost’ of adaptations to be used by service 


users within the IB (to be sent to JBH asap) 


 Role of OT may need to change in the IB process to incorporate more of an 


advisory role 


 


ELDC needs to consider the flexibilities outlined in (appendix A- CSIP draft DFG 


model – (copied below)) and incorporate these into their policy. These have already 


been incorporated into ELDC policy 


 


Appendix A 
 
Modifications to administration of DCLG funds to support the DFG 
programme for 2007/08 for IB pilot authorities. 


 


For 2007/08 the DCLG/DFG grant ring fence will be widened to allow DCLG 
funds to be paid for capital purposes set out in the Regulatory Reform 
(Housing Assistance) (England and Wales) Order 2002 (RRO 2002). This 
would be in addition to expenditure incurred under the Housing Grants, 
Construction and Regeneration Act 1996 for mandatory DFG.  
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The RRO 2002 contains wide ranging discretionary powers which enable local 
authorities to provide financial assistance of any form for home improvement, 
adaptations or a moving grant or loan. Assistance may be provided directly to 
a person or paid through an intermediary organisation. Many local authorities 
already use this power combined with other funding sources to top-up 
mandatory DFG expenditure. In order to use the RRO the authority need to 
adopt and publish a policy on how they intend to use it. A simple amendment 
to an existing published policy may suffice.   
 
Local authorities will still have to account to auditors on how this money has 
been spent. We will write out separately to HA and IB leads giving details of 
this flexibility. Some suggestions on how this could be used to facilitate IB's 
are set out below as options. 
 


 An express option for minor adaptations-say under £4,000. E.g stair 
lifts and level access showers or alternative bathing equipment: this 
could be offered to those on principal means tested benefits. Could not 
be seen as affecting their statutory rights. For those not in receipt of 
benefits, entitlements would have to be calculated using the ‘most 
favourable’ means test route. 


 


 A moving grant could be offered if this was a better value option  and 
the individual wished to move to another, more suitable/easier to adapt 
property.  


 
 
In addition, to simplify the funding and to make it more equitable across all 
tenures:  
 
1. Authorities will not have the 60:40 funding split, 100% can be claimed from 
DFG funding 
 
2. The funding may be used to assist LA tenants. 
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Self Directed Housing 
Related Support 
Questionaire 
 


 


ADULT SOCIAL SERVICES AND HOUSING 


This questionnaire is for people who need housing related support in order to live independently in their 
home. 


This form can be completed along with a social worker, support worker, or anyone you ask for help like 
a friend, family member or advocate. 
You should tick one box for each question. If none of the statements seem to exactly match your 
situation, you should tick the one that best describes your needs, you can explain why in the comments 
section. 
When answering the question please take into account any unpaid or informal support that you currently 


receive, this questionnaire is about identifying unmet needs. 


Housing related support can be delivered with or without a care service. 
Eligibility for housing related support depends on the individual circumstances of the applicant and the 
availability of funding or service capacity to meet needs. 
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Section A: PERSONAL INFORMATION 
 


Surname    
 
 


First name(s) 
 
 


Date of birth               /             / 
31 December 2008 


Address 
 
 


 
 


 
 


Postcode 
 
 


National Insurance Number 
 
 


Do you already receive a care 


package? 
Yes / No 


If you receive care who is your: Social 
Worker / Care Co-ordinator 


 
 


Date questionnaire completed               /             / 


Other people involved in answering 
questionnaire 


 
 


New or existing service user New / Existing 


Current services / package received 
 
 
 


 
 


I agree to information in this form being shared with other Departments as part of agreeing my Personal Budget. 


Signed: Date: 
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Section B: FINANCIAL INFORMATION 


 
I currently receive the following: 
 
 


   Amount (per week) 
Attendance Allowance High rate   


Low rate   
Disability Living Allowance High rate (care)   


Middle rate (care)   


Low rate (care)   
Mobility Allowance High rate   


Low rate   
Income Support or Pension Credit Guarantee   


Independent Living Fund (plus number of hours)   
Housing benefit Yes   


 No   


Council Tax Benefit Yes   


 No   
    


I currently have savings over: £22,250   
  


 
 


The above information will help us to establish whether you need to make a contribution towards your personalised budget or support 
service, and if so what the indicative amount will be. 
 
 


Please indicate if you would like a full welfare 
/ benefits check 


Yes  


No  
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Section C: QUALITY OF LIFE 
 


1 Shelter / Accomodation 


What is your housing? 
  


Roofless at night  


Sleeping at friends  


Bed and Breakfast  


Sharing a house/flat  


Unsuitable or poor quality accomodation  


Good accommodation, no worries over rent or security  


1(a)  Do You? Own your home  


Rent  


Lodge  


Other  


 


If possible, you should complete this section yourself. Please answer all the questions.  


 


 
 1 In the past year, would you say your health 


has been: 
Very good  


Fairly good  


Not Good  


2 Do you feel safe when you are at home? Very safe  


Fairly safe  


Fairly unsafe  


Very unsafe  


3 Do you have enough money to lead the life 
you want? 


Definitely enough  


Just enough  


Not enough  


Definitely not enough  


4 Do you have the right amount of control 
over your life? 


Definitely enough  


Just enough  


Not enough  


Definitely not enough  
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5 


Do you have the chance to be with the 
people you like being with? 


Definitely enough  


Just enough  


Not enough  


Definitely not enough  


6 Thinking of your whole life, would you say 
you are: 


Very happy  


Fairly happy  


Fairly unhappy  


Unhappy  


 
 
 
Please also tell us: 
 


How did you answer the questions in this 
section? 


I answered the questions myself  


I answered the questions with help from someone else  


Someone else mainly answered the questions  
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Section D: QUESTIONNAIRE 
 
1. MEETING PERSONAL CARE NEEDS 
 


This part is about looking after yourself/your personal needs such as – appearance, washing, dressing and going to the toilet. 
 


1A Please cross one box only x Comments or further information you want to give. 


a) I manage all my personal needs on my own   


b) I occasionally (a few times a week) need help or support with 


personal needs 
 


c) I need daily help with personal needs  


d) I need a lot (daily, more than once) of support with personal 
needs  


 


 
 


This part is about specific personal needs.  
 


1B Please cross one box only x Comments or further information you want to give. 


1.1 I manage any medicine or prescribed drugs myself   


1.2 I need support to ensure I take medicine or prescribed drugs  


2.1 I have no suicidal thoughts and do not self harm  


2.2 I need support to manage my suicidal thoughts or self harming  


3.1 I generally do not get angry with people   


3.2 I need support to help manage my feelings  


4.1 I have no problems with forgetting or understanding  


4.2 I need support because I get confused or disorientated  


5.1 I have no problems with anxiety and do not worry  


5.2 I need support as I often panic and have recurring anxiety or 
worry 


 


6.1 My home meets my physical needs  


6.2 My home needs adapting to meet my physical needs  


6.3 I need to move home so that my physical needs can be met  
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2. EATING AND DRINKING (NUTRITIONAL NEEDS) 
 


This part is about looking after yourself staying fit and well nourished – eating and drinking properly. 
 


2 Please cross one box only x How much time each week might be required 


a) I do not need any help or support in this area   
 
 
 


b) I need support, but if I were shown what to do I would soon be 
able to do it for myself 


 


c) I can manage to prepare snacks and drinks but I occasionally 
need help or support with a hot meal  


 


d) I can manage to prepare snacks and drinks but need help or 
support with a hot meal each day 


 


e) I need all my meals/drinks to be provided for me  


f) I need all my meals/drinks to be provided or prepared for me, 
and/or I need help, encouragement and prompting to eat and 


drink enough to stay well 


 


g) I need all my meals prepared for me. I need help or support to 


eat and drink 
 


 
3. PRACTICAL ASPECTS OF DAILY LIVING 
 


This is about day-to-day life and coping in your home for example; shopping, cleaning, cooking, housework, doing your laundry, 
managing finances, paying bills, correspondence and general home maintenance. 
 


3 Please cross one box only x Comments or further information you want to give. 


a) I manage all practical tasks around my home   


b) I need support, but if I were shown what to do I would soon be 


able to do it for myself 
 


c) I occasionally need help or support with some of the things 


around my home 
 


d) I often need help or support with some things around my home  


e) I need regular help or support with some things around my 
home 


 


f) I need regular help or support with most, if not all, things 
around my home 


 
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4. MY WELLBEING 
 


This part is about help or support you may need to manage a long term condition (eg diabetes, heart or respiratory problems, stroke or 
epilepsy, dementia, mental ill-health or ill effects of treatment) 
 


4 Please cross one box only x Comments or further information you want to give. 


a) I am well and have no needs in these areas   


b) I need occasional help or support from others to make sure I 


stay well 
 


c) I need some help or support from others to make sure I stay 


well.  There is some concern about my needs  
 


d) I rely on others all the time to ensure that I stay well.  I need a 


lot of help or support in this area 
 


 
 
5. RELATIONSHIPS, SOCIAL INCLUSION and LEISURE 
 


This part is about doing things in your community – using local shops, the library, going to a luncheon club, community centre, place of 
worship, visiting neighbours, being involved in local organisations/activities, or having people visit you in your home. 
 


5 Please cross one box only x Comments or further information you want to give. 


a) I have no involvement in my community and am happy with this, 
or I do not need any help or support to maintain my current 
involvement in the community 


 
 


b) I do lots of things in my community.  I don’t really need help or 
support – just now and then.  I don’t need help or support to 
keep my important relationships 


 


c) I do lots of things in my community and need help or support to 
do these.  There is a danger that without help or support I will 
lose important relationships 


 


d) Sometimes (but not often) I do things in my community.  I need 
help or support to do more.  I need some help or support to 
make relationships – and keep them 


 


e) I don’t / am unable to do much in my community.  I would 
benefit from having more social contacts and need a high level 


of help or support to make relationships and keep them 


 
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6. COMMUNICATION 
 
 


This part is about how easy you find it to communicate with other people. You may have difficulty with this because your speech is hard to 
understand, because you find it hard to hear, or because you use different communication such as sign language. You may find it hard to 
communicate in some situations, such as where poor light makes it hard to lip read, or where people are not willing to take time to work 
out the best way to communicate. 
 
Communication means understanding other people and other people being able to understand you. You will find it difficult to 
communicate if you find it hard to understand other people or if other people find it hard to understand you. 
 
 


6 Please cross one box only x Comments or further information you want to give. 


a) I can communicate with people without any need for help or 
support.  I can understand what people are saying and they can 
understand me. I am able to get the information I need 


 
 


b) I find it difficult to communicate with people in some situations.   


This causes me difficulty when precise communication is 
important such as doctors’ appointments. I find it difficult to get 
information and advice 


 


c) I cannot communicate with others without help or support from a 


person who knows my communication needs. I cannot get 
information or advice 


 
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7. CHOICE AND CONTROL 


 
This part is about who decides important things in your life – things like where you live, who supports you, who decides how your money 
is spent. 
 
 


7 Please cross one box only x Comments or further information you want to give. 


a) I do not need help or support to make choices or decisions, I 
make all the decision or am happy to delegate.  I sometimes just 
need a bit of advice 


 
 


b) With some help or support I am able to make all the decisions 
related to my life.  I would benefit from help or support to build 


me self confidence and self-esteem 


 


c) I am able to make most day-to-day decisions, but need more 


help or support to make important decisions about my life 
 


d) Other people make most of the decisions about my life.  I need 


help or support to make more decisions and take more control 
 


e) Other people make all decisions in my life.  I need a lot of help 


or support to make decisions and take more control 
 
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8. RISK 
 


This part is about keeping safe, for example when going out on a bus, using a gas cooker, moving from one room to another, or going 
downstairs - but staying safe is about different things for different people. 
 
Some situations where there is quite high risk can be managed by using technology. If you require support to manage risks you should, 
find out about what is available e.g. community alarm, equipment, assistive technology. 
 
 


8 Please cross one box only x Comments or further information you want to give. 


a) I don’t need any help or support to stay safe.  I’m happy and no-


one says they are worried 
 


 


b) I can keep myself safe at home but I would need someone to 
check on me occasionally and would need help or support 
quickly if something went wrong 


 


c) I sometimes need help or support to stay safe (to check on me 
a few times a week).  People worry a bit about my safety 


 


d) I need help or support on a daily basis to stay safe.  There 
have been some instances where my safety has been at risk in 
the home or when I go out and people have been worried about 
me 


 


e) I always (day and night) need someone with me to make sure I 
stay safe.  There have been a lot of instances where my safety 
has been at risk in the home or when I go out, and people have 
been very worried about me 


 
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9. REACTIONS TO SELF AND OTHERS 
 


This section is about how situations might arise in which your behaviour may cause hurt or harm to yourself or others. 
 


9 Please cross one box only x Comments or further information you want to give. 


a) I have never done things that could harm me or others. There 
are no concerns about my behaviour being a risk to the 


physical safety of myself or other people 


 
 


b) Some things I do are a problem for other people, but there is no 
physical risk to either myself or others 


 


c) I occasionally (once or twice a month) do things that people 
find difficult, and there is some risk of physical harm to either 
myself of other people 


 


d) I regularly (once or twice a week) do things which may cause 
harm to either myself or other people.  There is some risk of 


physical harm to myself or others 


 


e) I often (daily) do things that are dangerous and could cause 
serious harm to either myself or other people.  There is a very 
real risk of serious physical harm to myself or others – I need 
somebody with me at all times 


 


f) I often (daily) do things that are dangerous and could cause 
serious harm to either myself or other people.  There is a very 
real risk of serious physical harm to myself or others – I need 
two people with me at all times 


 
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10. WORK AND LEARNING 
 


This part is about having a job, learning new things and enjoying life. 
 


10 Please cross one box only x Comments or further information you want to give. 


a) I am busy and enjoy my time, or do not want to work or learn 
new things. I do not need any support 


 
 


b) I need support to help find a job or training   


c) I am busy with a job or learning new things and enjoy my time. I 
need support to keep these going 


 


d) I have few chances to work, learn new things, and enjoy life. I 
need support to do these more 


 


e) I do not have many chances to work, learn new things, or enjoy 
life. I need support to do these more 


 


 
 
 
11. TRAVELLING 
 


This part is about getting around outside, for example going for a walk, using public transport or being taken out. 
 


11 Please cross one box only x Comments or further information you want to give. 


a) I have my own transport and do not need help with travel   


b) I am able to travel outdoors independently without any 
assistance from another person, or I don’t need or want to 
travel outdoors. 


 


c) I need help or support to be able to travel outdoors occasionally.  


d) I often need help or support to be able to travel outdoors.  
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12. DRUG OR ALCOHOL DEPENDENCY 
 


This part is about the support you might need to remain stable. 
 


12 Please cross one box only x Comments or further information you want to give. 


a) I do not have a drug or alcohol dependency   


b) I need support to find and/or attend day treatment services and 
/or take prescribed substitutes 


 


c) I do not attend day treatment but do need support to help me 
stay clean or take prescribed substitutes 


 
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13. UNPAID CARER (if applicable) 
 


To be completed by your main unpaid carer, if you have one, to show how their caring role affects them on a day-to-day basis (unpaid 
includes people who may receive a carers allowance).  This could be a family member, friend or neighbour. 
 


13 Please cross one box only x Comments or further information you want to give. 


a) I am able and willing to continue in my current caring role. My 
caring responsibilities have no negative impact on my daily life. 


 
 


b) I have some difficulty and stress in carrying out my day-to-day 
caring tasks. This has some impact on my lifestyle and leads to 


minor stress. 


 


c) My caring role has a noticeable impact on my lifestyle and has 
led to noticeable levels of stress and some health issues.  I need 
some breaks to enable me to continue caring at the present 
level. 


 


d) My caring role has had a high level of impact on my lifestyle and 
has led to high levels of stress and some health issues.  I need 
regular breaks to enable me to continue caring at the present 
level. 


 


e) My caring role has had a critical impact on my lifestyle, including 
a significant impact on my health and well being.  I am unwilling 
or unable to continue providing this level of care. 


 
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Supporting People Individual Budget Assessment Form 
 
 
This form helps us work out if you are eligible for a Supporting People payment as part of 
your Individual Budget.  It focuses on your housing related support needs and is not 
concerned with your personal or social care needs. 
 
You should complete this form if you have already identified that you have needs in the 
following areas: 
 


 Staying safe 


 Managing practical tasks 


 Meeting and getting to know people 
 
 
 
 


1. Staying safe 
This is about the housing related support you need in order to maintain the safety and 
security of your home and to live safely in it. 
 


Support needed Amount per week 
e.g.15 minutes, 30 
minutes 


Advice & assistance on maintaining essential utilities (gas, electric 
etc) 
 


 


Guidance on the safe use of domestic equipment  
 
 


 


Advice on safety and security in the home and communal areas 
 
 


 


Advice on organising repairs and help with arranging servicing of 
appliances 
 


 


Monitoring of health and well-being for the purposes of signposting 
to other services  
 


 


Community or warden alarm services 
 
 


 


 
 
 
 
 
 
 







2. Managing practical tasks 
This is about the housing related support you need with the practical aspects of your 
maintaining your home. 
 


Support needed Amount per week 
e.g.15 minutes, 30 
minutes 


Help with resolving or preventing housing or other debts that may 
affect tenure 
 


 


Help with resolving or preventing housing or other debts that may 
affect tenure 
 


 


Help with claiming appropriate benefits & income maximisation 
 
 


 


Advice & assistance on fulfilling tenancy obligations 
 
 


 


Advice and support to enable move on to more appropriate 
accommodation 
 


 


Mediation in neighbour disputes 
 
 


 


Advice on maintaining independent accommodation, including 
budgeting, catering, managing the property and the tenancy 
 


 


 
3. Social inclusion 


This is about the housing related support you need in order to be part of your community. 
 


Support needed Amount per week 
e.g.15 minutes, 30 
minutes 


Providing information and advice on community facilities and 
services  
 


 


Liaison with other agencies in order to deliver an overall package of  
support  
 


 


Help with overcoming social isolation e.g. encouragement to take 
part in social and community activities, facilitating but not being 
entirely responsible for arranging outings or activities 


 


Facilitating service user involvement and participation in their 
service 
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IB PROJECT PILOT - SP LESSONS LEARNED 


 
LESSON LEARNED 


 
IMPACT ON SP   RECOMMENDATIONS  


Integration of SP funding stream   


Difficult to integrate - social care and SP 
have different drivers, different eligibility 
criteria and provide different types of 
services to vulnerable people. 
   


Risk to funding for socially excluded groups 
as Adults’ Services focus on their key client 
groups. 
 
  


SP Strategic Review to set direction, focus 
on prevention. 
 


Preventative Support     


Pilot has not enabled testing of IBs on 
individuals with lower/short term needs.  
 
 


 
 
 


Risk that SP funding is diverted from 
supporting socially excluded groups.  
 
Challenges in applying the IB model to short 


term services. 


SP Strategic Review to set direction, focus 
on prevention. 
 
Develop model that enables personal 


budgets for all vulnerable client groups and 
links SP funding to time limited 
interventions and achievement of outcomes.  
 


Lack of investment in prevention may result 


in increased costs for statutory services.  
 


Risk that SP funding is diverted from 


supporting socially excluded groups.  
 


SP to develop evidence base to show value 


of SP programme locally. Recent 
government report found that £1.55bn 
annual investment in SP yielded £2.8bn a 
year in savings for state services. 
 


Take up of SP/IBs    


Slow take up of SP/IBs.    
 


Lack of test cases to inform process. 
 


Ensure continuous feedback loop re new 
active cases to inform ongoing evaluation. 
 


Contracts   


SP funding tied up in block contracts. IBs destabilise contracts and create provider 
uncertainty. 
 


SP Strategic Review to give clear leadership 
around direction of travel. 
 


 







 
 
 
 


Agree shared principles/objectives with key 
stakeholders/providers to ensure sign up 
and ownership. 
 
Develop new service models – core and 


add-on service arrangements?  
 
ISFs may unblock contracts but need clear 
legal advice.  
 


Providers need business continuity. 
 


SP teams now have 3 year financial 
stability. 
 
 
Financial modelling. 


 


Financial stability to be passed on to 
providers to offer certainty in medium and 
long term. 
 
Create mix of flexible contracts/individual 


commissioning. 
 
Phased implementation of PBs.  
 
More detailed consideration of market 
development required.   
 


Procurement process. 
 
 


 
 
 
 


At odds with SDS and the increasing 
personalisation of services. 
 


Need to ensure choice and control for users.  


Mix of flexible contracts/PBs.  
 
 


Keep focus on support planning/outcomes 
for provider services to ensure element of 
control for users. 


Block subsidy funding model  


 


SP subsidy application process may 


introduce unnecessary bureaucracy. Lack of 
test cases to further inform. SP/DP model 
which uses same process has not raised 


SP aiming to deliver needs led rather than 


benefit led services. This may result in 
change to/removal of block subsidy 
approach. 







similar concerns.  
 


 
Consider block gross funding model for 
short term interventions.  
 
Ensure continuous feedback loop on new 


active cases to further inform. 
 


SP grant conditions 
 
 


Does not invite creativity, at variance with 
principles of SDS.   
 


 
 


Review funding guidance in line with SP 
high level outcomes and social inclusion.  
 


Await further guidance from CLG following 
piloting of SP monies going into ABG.  
  


Pilot has not enabled testing of IBs in 
specialist housing settings.  
 
 


Destabilisation of provider market. 
 


Capacity building/market development. 
 
New service models – core and add-on 
service arrangements? 
 


Pilot has not enabled testing of assistive 
technology as PTGs not included. 
 


Potential of assistive technology in meeting 
preventative agenda not yet harnessed.  


Ensure continuous feedback loop on new 
active cases to further inform. 
 


SAQ   


SP trigger questions fitted to prescribed 
SAQ to achieve 1 SAQ.  


SP funding not fully aligned to SP outcomes 
framework.  
 


Risk that SP funds inappropriate activity. 
 
 


Review SAQ to ensure fit with SP outcomes. 
 
 


Reconsider value in having separate housing 
support domain on SAQ.   


RAS   


Not sufficiently linked to outcomes.  
 
 
 


Danger that SP funding seeps back into 
funding practical support/general social 
care. 
 


Agree shared outcomes framework with 
social care. 
 
 







 
Difficult to have 1 RAS that covers all client 
groups. Currently RAS has to be calibrated 
to what services cost. 
 


 
 


 
Agreeing SP funding for separate client 
groups perpetuates historic funding 
inequalities.  
 


 
 
 
 


 
SP Strategic Review process to agree SP 
funding for needs levels/service types for all 
customer groups.   
 


Need continuous feedback loop to ensure 
not over/under funding and move towards 
more equitable funding for all client groups. 
 


Support Planning   


Process developed but not tested. No information as yet. 
 
 
 
Need to keep the control with the individual.  
 
 
 
No evidence base yet to show how users are 
managing the money and choosing how to 
spend the money. 
   


Housing support providers already engaged 
in support plans which are outcomes 
focused. 
 
Consider investing in user led organisations 
around support planning and the provision 
of information, advice and guidance.  
  
Need continuous feedback loop to show how 
customers are managing the money and 
how SP funding for PBs is being spent.  
 


Monitoring and Reviewing   


Process developed but not tested. No information as yet.  
 


Anticipated that monitoring and reviewing of 
individual allocations will be resource 
intensive. 
 
Anticipated that some SWs will miss 3 and 


12 month reviews – increased 
administrative pressure for SP.    
 


 
 


Strategic review process to define what is 
manageable portfolio of personal budgets. 
 
 
SWs need training and confidence in 


corporate procedures going forward. 







Outcomes   


No agreed outcomes measures. Risk that SP funding not linked to SP 
desired outcomes.  
 
No evidence base for measuring success of 


SP/IB programme. 
  


Agree shared outcomes framework.  
 
 
Agree outcomes forms on exit.  


 


Resources   


IBs are resource intensive.  Workforce pressures. SP is a small team, SP 
admin grant is decreasing. 


 


SP strategic review process to define what is 
manageable portfolio of contracts/personal 


budgets within financial resources available. 
 


Role of CLG   


Lack of direction and guidance.  Locally developed responses with some 
integration of best practice from other pilot 
sites.  
  


Lessons learned need to be shared with CLG 
as well as CSIP. 
 
Learning network needs to be developed by 
CLG. 
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What are Direct Payments and what can I use them for? 


 
Local authorities can now give most people cash to purchase their own services rather than 
providing the services for them. Some people prefer this because it means they stay in control of 
their care – they can arrange who provides their care, when and how. This can include giving 
money to people assessed as needing equipment so they can buy it themselves. 
 
The authority only has so much public money to spend, so it will always provide no frills 
equipment sufficient to meet need because this will usually be the most economical. This doesn't 
always suit everyone and some choose a direct payment so they can top up the money to buy a 
more luxurious item, for example a particular colour to match their colour scheme. It's important 
to note that the Council cannot reimburse people for any money they put towards 
upgrading a piece of equipment beyond what we have specified and/or what we could 
normally provide. 
 
If you choose a direct payment over a piece of equipment provided directly by us the authority 
cannot temporarily provide you with equipment in the meantime; you must be willing and able to 
manage your own needs until you can buy your own equipment. This is because delivery and 
collection charges when added to the cost price of the equipment to the council as well as the 
direct payment to you represent an unacceptably high cost to the authority and the taxpayer for 
the supply of your equipment. 
 
Who can receive Direct Payments? 
 
To receive direct payments for equipment, you must: 
 


 Have been assessed by a specialist worker (such as an occupational therapist or a sight 
and hearing specialist) as needing equipment that we would be prepared to provide under 
our eligibility criteria.  


 Not be subject to certain Mental Health or Criminal Justice Acts, detention or treatment 
orders (ask your specialist worker for further details). 


 Be able to understand what a direct payment is and what your responsibilities will be. You 
must also be willing to receive one. No one can force you to have a direct payment. 


 
How much money will I get and will you monitor how I spend it? 


 
Your specialist worker will have a list showing how much we can pay for the piece of equipment 
that you need. A cheque for the full amount will be posted to you. If you already receive direct 
payments for care, the payment for your equipment can be made into your existing direct 
payment account by BACS transfer. 
 
The Council must make sure that public money is spent wisely and not misused. For this reason 
it may be wise to discuss with your specialist worker what equipment you are wishing to 
purchase. They should be able to advise you on whether this meets with the Council's Equipment 
Specification and/or meet your needs. 
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Your specialist worker will also ask for a copy of your purchase receipt for our record and audit 
purposes. Although you can top up the direct payment to buy a more luxurious item if you wish, 
where the equipment costs less than the amount of the direct payment we will ask you to repay 
the under spend – it is important that any unused money goes back in to the council's budget for 
future services. 
 
Once you have received the direct payment, it will be your responsibility to pay your chosen 
supplier for the equipment you have selected and to deal with any disputes or difficulties arising 
with that supplier. 
 
You should spend the money within 3 months of receiving it or we may ask for it back. We can 
arrange to reissue the money at a later date if necessary. 
 
If you die, the direct payment terminates from the date of your death, as do all contracts with the 
equipment provider. Coventry City Council will recover any unspent money from the person 
responsible for administering your estate. 
 
Who will own the equipment? 


 
You will own the equipment. If your needs change and you no longer require the equipment, it 
will be your responsibility to dispose of the equipment. However, Coventry Social Services may 
be able to remove the equipment. If Coventry Social Services or their agent does remove the 
equipment, we will not buy the equipment from you but will be free to re-use the equipment as 
appropriate. This is good for the environment and can be beneficial to the taxpayer. 
 
Where can I buy the equipment? 


 
You can buy the equipment from wherever you want. People often like to shop around so you 
could check out the Internet, yellow pages or talk to others who have bought equipment.  
 
When buying equipment, try to make sure you buy it from a recognised and reputable supplier. It 
is also sensible to buy it as locally as possible in case you need to exchange it or need repairs or 
spare parts quickly. 
 
Remember to ask the supplier if they charge for delivery or postage and packaging – this can 
add quite a lot to the cost of the item. Some suppliers impose a minimum order value, which 
means you must spend a certain amount to be able to buy from them. 
 
Most suppliers have catalogues for mail order shopping and some have shop premises where 
you can see and possibly try out various pieces of equipment before you buy. Some suppliers will 
also arrange demonstrations in your home. If you haven't had an opportunity to try out the 
equipment, check whether you can buy it on sale or return. 
 
Will I have to pay VAT? 
 
Most people should not have to pay VAT because those who are disabled, chronically sick or 
registered blind are eligible for VAT relief. 
 
Relief can only be given on products approved by H.M. Customs & Excise as having been 
designed exclusively for disabled people. Most of the items specialist workers assess people as 
needing will be considered exclusive, but you should check with your worker anyway. 
 
What about my consumer rights? 
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As a consumer, you have the right to expect the item to be: 
 


 of satisfactory quality 


 as described i.e. not misleadingly described 


 fit for the purpose for which it is intended 
 
If the item doesn't meet any of these requirements, you could be entitled to a refund or repair. 
For more information, contact Consumer Direct by telephoning 0845 4040506 or visit their 
website at www.consumerdirect.gov.uk 
 
Most equipment is usually sold with the benefit of a twelve month warranty or guarantee. You 
should keep this in a safe place because it might add to your consumer rights. 
 
Who will insure, service, repair and maintain the equipment? 
 
As the owner, you will be expected to insure the equipment for replacement value – you might be 
able to add it to your contents insurance at no extra cost. 
 
You will also be required to regularly service the equipment as required and recommended either 
by your specialist worker or by the manufacturer. 
 
Similarly, you will be required to carry out any routine cleaning and maintenance to ensure the 
equipment continues to function effectively. 
 
You will be required to arrange any planned or emergency repairs with the supplier or another 
suitably qualified engineer. Make sure that you will not be invalidating any guarantee or service 
agreement by using another engineer. 
 
What if I'm not happy with these conditions? 


 
If you disagree with these conditions or are unhappy with the direct payments service you 
receive, you can access the council's complaints procedure at any time. Your specialist worker 
can give you a copy of the 'Comments, Compliments & Complaints' leaflet. 
 
Further Information and Contacts: 
 
To find out more about direct payments speak to your specialist worker. You can also 
 


 Order a copy of: A guide to receiving direct payments from your local council from 
the Department of Health by telephoning 08701 555455 or emailing: dh@prolog.uk.com 


 


 People with learning disabilities can order a copy of: An easy guide to direct payments 
from the Department of Health on the above number/email address 


 


 Contact the National Centre for Independent Living by telephoning 0207 587 1663 or 


visit their website: www.ncil.org.uk 
 


 Contact the direct payments support service Penderels Trust by telephoning 0845 0500 


862 or by emailing enquiries@penderelstrust.org.uk 
 
 
To find out more consumer rights 
 



http://www.consumerdirect.gov.uk/

mailto:dh@prolog.uk.com

http://www.ncil.org.uk/

mailto:enquiries@penderelstrust.org.uk
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 Contact Consumer Direct by telephoning 0845 4040506 or look at the fact sheets on 


their website www.consumerdirect.gov.uk 
 


 Contact the Office of Fair Trading by telephoning 0207 211 8000 or see consumer 
information on their website www.oft.gov.uk 


 


 For spoken information on your consumer rights, you can contact the Coventry City 
Council Trading Standards office by telephoning 0845 330 3313. Alternatively you can 
email them at consumer.advice@coventry.gov.uk. You can also text them by typing ts 
Coventry (your message) and sending it to 60003. If you want to visit the office, the 
address and opening times are listed below. 


 


City Services Advice Centre 
Upper Level of Upper Precinct, 
Broadgate House, 


COVENTRY CV1 1FS  


Opening Times:- 
Mon-Thurs 8:30am-4:30pm  


Friday 8:30am-4:00pm 


 
 
 
 



http://www.consumerdirect.gov.uk/

http://www.oft.gov.uk/

mailto:consumer.advice@coventry.gov.uk
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		SELF ASSESSMENT FOR HOUSING RELATED SUPPORT NEEDS OR SERVICES

		THIS FORM ASKS YOU TO THINK ABOUT THE SUPPORT OUTCOMES YOU MIGHT NEED

		1		SELF ASSESSMENT OF SUPPORT NEEDS

				1.1 Basic Information about you

				Your Surname:

				Your First Names:

				Your Current address:

				Your National Insurance Number (if known):

				Contact telephone numbers:

				Contact email address:

				Name of anyone helping you fill in this form whom we can contact:

				Contact details of the person helping you fill in this form:

				Todays date:

				1.2 Tick main objective of the support need (one only)																														tick one

				Crisis intervention initial engagement. To stop the situation deteriorating/escalating, or to establish a programme of support

				Stabilisation/maintenance. For instance help with mental health problems to maintain a tenancy

				Moving forward/development. This would involve increasingly moving toward independence

				Moving forward to a more dependent situation. This would involve increasing reliance on others such as sheltered housing

				1.3 In what circumstances can the support be provied?																														tick one

				The support can be provided into my present temporary accommodation

				The support can be provided into my present permanent accommodation

				I need to move to new accommodation with the support provided as part of trenancy  to remain stable

				1.4 What is the background to your needs (answering no will not necessarily bar you from services)?																														Yes/No

				Have you been declared as 'statutory homeless' by the Council?

				Have you lived in North Somerset continuously  for the last 6 months?

				Are you registered for housing in North Somerset (Choice Based Letting Scheme)?

				Are you referring yourself for a support service assessment?

				Is the support for you alone?

				If you are being referred/nominated for a service by an organisation give details below eg: GP or Probation Service etc:

				1.5 Benefits Outcome: To achieve benefits stability												Support needed				Daily - how many minutes?		Weekly - how many hours?		Occasionally - how many hours per month?

				Help to:												tick any												Comments (optional)

				Need help with all benefits and unable to answer below

				Claim Housing Benefit

				Claim Council Tax Benefit

				Claim DSS/JSA

				Claim other welfare benefits

				Understanding entitlements to benefits

				To manage own claim for benefits

				1.6 Financial Outcome: To achieve budgeting skills

				Help to:

				Need help with all budgeting and unable to answer below

				Establish regular rent and service charge payments

				Establish bill payment mechanisms

				Establish rent and service  charge arrears agreement

				Establish debt agreement with creditors

				Establish realistic budget

				Develop ability to live within budget

				Maintain payments to creditors

				Prevent debt increasing

				Reduce debt to manageable levels

				Learn how to avoid building up debt

				To manage own budget

				1.7 Personal Affairs Outcome: To manage own Personal Affairs

				Help to:

				Need help with all personal affairs, unable to answer below

				Deal immediately with official correspondence

				Learn how to seek help in dealing with admin

				Increase self ability to deal with routine admin

				Support with neighbour disputes

				Support to access language and/or communication services

				To manage own personal affairs

				1.8 Personal Health Outcome: To manage Health issues

				Help to (including brokering access to services):

				Need help with all  health and unable to answer below

				Learning how to keep personal hygiene at acceptable level

				Learning how to shop for food and essentials

				Learning how to menu plan, prepare healthy food and cook

				Learning how to keep home clean & use appropriate material

				Advice on obtaining shopping, meal and cleaning services

				Support to manage own medication

				Establish access to required health or social care services

				Ensure continuing engagement with health & care services

				Ensure that physical health is being maintained

				Ensure that mental health is being managed

				Ensure that substance misuse is being managed

				Ensure that abstinence remains stable

				To understand when health is an issue and ask for help

				To manage healthy living issues yourself

				1.9 Daily Activity Outcome: To manage meaningful activity eg education, training, work or leisure

				activity

				Help to (including brokering access to services):

				Need help with all  daily activity and unable to answer below

				Identify aspirations and areas of interest

				Identify and select options and access to meet needs

				Sustain engagement/attendance

				Access befriending service or act as community volunteer

				Improve self confidence

				Improve life skills in chosen area

				Access skills training on literacy and numeracy

				Contribute to the establishment of social networks

				Obtain and sustain regular/ongoing employment

				Achieve education/training goals

				Sustain and develop hobbies/interests

				Improve and sustain social networks

				Support to access approriate travel arrangements

				To manage and sustain meaningful day time activities yourself

				1.10 Self Care Outcome: To manage own care

				Help to:

				Need help with all care activity and unable to answer below

				Establish and addressed immediate self care needs

				Establish awareness of the importance of self care

				To find external support services

				Reduce need for external support for self care

				To learn when to ask for help with self care

				To acquire and manage self care skills

				1.11 Maintain Home Outcome: To manage accommodation situation independantly

				Help to:

				Need help with accommodation, unable to answer below

				Raise awareness of tenancy obligations

				Support to arrange connection of utility services and disputes

				Purchase and use of and suitable furniture and equipment

				Sustain tenancy with support, improve landlord relationship

				Advice on organising repairs and servicing appliances

				Maintain safety and security of home

				Proactively obtain advice and assistance

				Access community and/or personal alarm services

				Advice on accessing disabled adaptations and equipment

				Support to move to independent accommodation

				Support to move to sheltered or supported accommodation

				Sustain self management of home and/or tenancy

				1.12 Social Integration Outcome: To improve social contact

				Help to:

				Need help with all contacts and unable to answer below

				Establish regular contact with key worker/support service

				Establish on going engagement with the support service

				Establish contact with external groups/services

				Sustain contact with external groups/services

				Establish contact with significant others

				Establish awareness of the need to change behaviour

				Establish awareness of avoiding unhelpful social netw'ks

				Establish positive social networks

				Establish positive relationships with significant others

				Reduce likelihood of involvement in conflict situations

				To lead an active social life in the community

				1.13 Legal Obligations Outcome: To improve and resolve legal issues

				Help to:

				Not sure about my situation and unable to answer below

				Obtain legal advice and representation

				Comply with court orders

				Resolve legal issues

				1.14 Manage Offending Behaviour Outcome: To reduce risk of offending

				Help to:

				Not sure about my situation and can not answer below

				Engage with probation and/or drug service

				Comply with statutory orders

				Address offending behaviour

				Reduce offending behaviour

				To lead a crime free life

		2		OVERALL HOW MUCH SUPPORT DO YOU THINK YOU NEED?

				This is a rough estimate only																Please name any previous support service povider:

														tick one		tick one

														Initially		On-going

				One off assessment and session of 4 hours only												X				If we were able to give you the money to buy your own services

				Maximum of 2 hours per week																would you be able to manage it yourself?

				Maximum of 4 hours per week																														Tick one

				Maximum of 10 hours per week																No and would not want to do so

				Maximum of 15 hours per week																Would not be interested at start, but would consider later on

																				Yes would like to try after initial support assessment

		3		OTHER SERVICES RECEIVED

				Please tick all the services currently received and their frequency.

				A = One off appointment, O = Occasionally, D = Daily, R = More than once a week, W = weekly, F = Fortnightly, M = Monthly.

														Received		Frequency																Received		Frequency

				3.1 Are you receiving services from?

														tick any		Code				3.2 Are currently involved with the following activity?

				GP service

				Dentist service																												tick any		Code

				Services related to physical health																College/university/other educational estabm't

				Community mental health team																Adult education service

				Social worker/Care Manager																Personal development courses

				Community Psychiatric Nurse																Job centre/job club

				Psychiatrist																Employment training service

				Counsellor/therapist – mental health																Volunteer bureau or other volunteering body

				Counsellor/therapist – substance misuse																Day centre – generic

				Counsellor/therapist – generic																Day centre specialist e.g. mental health

				Specialist  medical consultant																Advisory service re skills/learning/activities

				Domiciliary care service

				Occupational Therapist

				Probation Officer

				Youth Offending team officer

				Childrens Services After Care worker

				Other medical or health professional e.g.

				speech therapist, dietician, chiropodist

		4		OUTSTANDING PERSONAL RISKS

				4.1 Do you think you are a risk to others or your self?

				Potential risk to others												tick any				How should these risks be managed?

				Physical attack

				verbal abuse

				Intimidation

				Arson

				Damage to building or equipment

				Offending behaviour

				Potential risk to self												tick any				How should these risks be managed?

				Suicide

				Self harm

				Harm from others

				Self neglect

				Overdose

				Accidental harm

				Relapse in relation to substance abuse

		5		WHAT IS YOUR CURRENT ACCOMMODATION SITUATION?

																tick one

				Local Authority genaral needs tenancy																5.1 Why did you leave your last accommodation?

				Housing Association general needs tenancy																														tick one

				Private sector tenancy																Eviction

				Tied housing or rented with job																Abandonment of  tenancy

				Owner Occupier																Tenancy came to natural end

				Supported/Shared  Housing

				Direct Access Hostel

				Women's refuge

				Foyer

				Sheltered Housing with warden on site

				Sheltered Housing with floating support

				Residential Care Home

				Residential Drug Rehabilitation Unit

				Hospital

				Prison

				Approved Probation Hostel

				Childrens Home or Foster Care

				Bed and Breakfast establishment

				Temporary or shortlife housing

				Living with family

				Living with friends

				Mobile Home or Caravan

				Any other temporay accommodation

				No home - rough sleeping

				Other

		6		WHICH OF OUR CLIENT GROUP CATAGORIES BEST DESCRIBES YOU?

																tick

				Older Person with support needs

				Older Person with mental health needs

				Frail Elderly person

				Person with mental ill-health

				Person with a Learning Disability

				A person with a sensory or physical disability

				Single homeless person

				Person with alcohol problems

				Person with drug problems

				Person with offending convictions

				An offender with mental ill-health

				Young person

				Young person leaving care

				Person suffering domestic abuse

				Person with degenerative health issue

				Homeless family

				Refugee

				Teenage Parent

				Rough Sleeper

				Other

				Signed

				By signing the form I give my concent to the sharing of my information with relevant agecies.



Housing related support services can be  provided to any person for the purpose of developing that their capacity to live independently in accommodation or sustaining their capacity to do so. Services are for enabling service user to do things for themselves, rather than doing it for them.

You may be eligible, subject to a needs assessment need and your financial situation. Short term services are normally free, whilst longer term services are subject to financial assessment. Normally any one who receives Housing  or Council Tax benefit will not have to pay. The council  make having a financial assessment one of entry requirements for support.

Support services can be provided independently or along side an assessed care service or purchased directly via an agreed Individualised Budget. However, services are limited by the amount of money  and vacancy time available with the contracted providers. 

Therefore this form is used to assess those in need and set a priority for access to support, match and to  need to availability within contracted support services or to make available Indivisualised Budgets in appropriate circumstances.
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DIRECT PAYMENTS LETTER OF AGREEMENT 
 


This agreement is between Community Services Directorate, Coventry City Council 
and 
 
Name of Service User: ..................................................................................................  
 
Address of Service User: .............................................................................................  
 


  


Assessment carried out by: 
 
Name of Community Services Representative: ...............................................................  


 
Assessment Date:..............................................................................................................  


 
A Community Care Assessment has been carried out with you and has identified that you 
are entitled to help in the form of equipment / adaptations. 
 
You have decided to meet these needs yourself and have been assessed as both able to 
consent to this and be able to manage your own services. 
 
The equipment and / or adaptations you have been assessed as needing is / are: 
 


 
 
 
 
 
 
 
 
 
 
 
 


 
Instead of Community Services Directorate providing the equipment or making 
arrangements for the adaptation you will be given £___________  towards the cost of 
purchasing this yourself.  
 
You have been assessed as contributing £____________ towards the purchase of the 
equipment.  
 
 
 


 


DP 1 / OT 







You must read the following conditions and sign at the end of this document before any 
payment can be made. 
 


1. By receiving a Direct Payment to purchase equipment or arrange for the provision of 
adaptations you understand and agree that you will be the owner of the equipment upon 
purchase. This includes taking all legal and contractual responsibilities that may arise 


from this.  


2. Any expenses over and above that have been given to you by Community Services has 


to be met out of your own funds. 


3. This means that once you have received the Direct Payment you are responsible for 
paying the supplier the full cost of the equipment or for providing an adaptation and for 


arranging any warranties. 


4. Where you have been financially assessed as having a contribution to make towards the 
purchase of equipment, the amount given to you by Community Services will be the cost 
of the equipment/recommended adaptation to the department minus your assessed 
contribution. 


5. You will be responsible for all repairs and maintenance of the equipment purchased. 


6. You will also be responsible for any terms and conditions laid down by the supplier. 


7. If your needs change and you no longer require the equipment, it will be your 
responsibility to dispose of the equipment. However, Community Services may be able to 
remove the equipment. If Community Services or their agent does remove the 
equipment, we will not buy the equipment from you but will be free to re-use the 


equipment as appropriate. 


8. Coventry City Council is legally entitled to reclaim money from public funds used for 
Direct Payments if they are spent on anything other than the equipment / adaptations 


identified in this agreement. 


9. By signing this agreement you are agreeing to purchase only equipment / adaptations 
agreed with you by the Community Services representative on this agreement. 


10. If you manage to purchase the equipment or arrange for the provision of adaptations at 
less than the contract price that Community Services would normally pay, Coventry City 
Council may reduce the amount of Direct Payment to match this and may reclaim any 


money already given to you. 


11. You agree to provide proof of purchase of Equipment/Minor Adaptations or Major 
Adaptations within 3 or 6 months of receiving the payment.  Equipment/Minor 
adaptations, 3 Months and for Major Adaptations, 6 Months.  You do this by returning the 
attached DP2 proof of purchase form, together with the invoice, to the Administrative 
Officer specified on the DP2 proof of purchase form.  


DECLARATION 
 


 
 


 I have read this agreement and understand its contents 
 


 


 I understand that the work must not be started until I have received official approval. 
 


 I agree to the payment being sent to me and that I shall be responsible for paying the 
supplier / contractor. 


 
Signature                                                          Date  
 


 


Note 
 Data Protection Act: 
 The Data Controller is Coventry City Council.  The data you provide will be used to help 


process your application for a Direct Payment and help us monitor that our services are 
provided appropriately. 


 
 
 
 
 







PAYMENT 


 


You will be paid £                 within 4 weeks of signing this agreement. To enable you to 


purchase the following: 


 


 


 


 


 


 


You will also receive £             paid in                instalments towards the maintenance of 


the equipment. 


 


This will be paid: 


 


1. Directly into your bank account 


 


Name and Address of bank / Building Society 


 


 


 


 


Account number:________________________ 


 


Sort Code:______________________________ 


 


 


OR 


 


Made by cheque in the name of the company you have agreed to purchase the 


equipment from or to the contractor who you have arranged to undertake adaptations 


to your property. This cheque will be given to you to complete the transaction with any 


of your own funds as necessary. 


 


Name of Supplier (for cheque purposes) 


 


 


I have read this agreement and understand its contents: 


 


 


Signed__________________________________Service User or Representative 


 


Date____________________________________ 


 


Signed__________________________________ Community Services  


               Representative 


Job Title_________________________________ 


 


Date___________________________________ 
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Direct payments 
 
For what can we provide direct payments (DPs)? 
 
Direct payments can be provided for BOSI, some door widening, Powersteps 
(providing that no other ancillary or building work is required; quote will be required), 
and minor equipment/adaptations. 
Anything requiring maintenance will not be on direct payments. 
Any others Fran, Ali, Ron or Chris can decide if suitable for DP. 
 
 
Should cases be kept open?  Is there a need for follow up visits? 
 
A follow up visit should be undertaken.  Cases will not need to be kept open as a 
review date can be set on surfaces to flag up any that need visiting.  Part of the 
agreement is to check that the money has been used appropriately which OTs can 
check on the follow up visit. Building control need to be involved; this will be arranged 
by Paul Turner at housing grants team via the 'I drive'. 
Leanda /Ron will discuss the best way to check progress on jobs. 
 
 
What if work has not been completed within six months? 
 
Providing that the service user can provide evidence that they have tried to get the 
work completed, the timescale can be extended. 
If the service user has not attempted to arrange the work, then the DP money will be 
taken back. 
 
 
What if there are unforeseen costs? 
 
Initially, the service user will be provided with information and a schedule of work.   
Any work done outside that schedule will not be authorised until agreed with Ron 
Innes and Roger Waterhouse. 
Leanda will identify this when doing her checks.  
 
 
How many direct payments is one person allowed? 
 
As many as are required for their needs; works and equipment requests would be 
separate direct payments. 
 
 
Financial assessments 
 
Financial assessment paperwork is the same as for lifts. Forms will be added to 
Leanda's paperwork to identify if the service user has a DFG already.  If the service 
user is in receipt of Income Support or 'Guarantee Pension Credit' (not 'Savings 
Pension Credit'), then they are exempt from a financial assessment.  All others would 
need a financial assessment through Orbit Care and Repair. 
Financial assessments are required for any direct payment given for a DFG, in 
addition any equipment over £1,000 will need a financial assessment. 







Orbit involvement 
 
Before offering a direct payment consideration needs to be given to the service user's 
capability to manage the direct payment: do they understand what would be involved 
etc.  If the service user cannot comprehend the notion of a direct payment, then it is 
not appropriate to offer this option. 
If someone else can support the service user e.g. family member, then a DP can be 
offered. 
If during the process the service user realises that they cannot manage they can 
approach Orbit, however there is a fee for this service. 
 
 
What happens if the direct payment does not cover cost of work? 
 
If this happens the service user would be expected to meet the cost unless it is for 
unforeseen work. 
 
If they cannot find a builder to do the work for the amount of DP offered than the 
service user can either return to Community Services to slot back into the DFG 
waiting list (from the original date of the recommendation) or they can go to Orbit who 
would be able to do the work at the recommended price. 
 
Payments will be made into the service user's bank account 3-4 weeks after the 
financial assessment has been completed. A receipt will need to be provided by the 
service user within 6 months for adaptations and within 3 months for equipment. 
 
 
BOSI 
 
There will be three schemes for BOSI: 
 


1. The bathroom will be kept the same and just the bath will be replaced with the 
shower.  Cost: £3,450 


 
2. Same as scheme 1 but the door will be re-hung so that it opens against the 


wall.  Cost: £3,820 
 


3.  Door may need to be widened and the layout altered.  It is likely that new w/c 
and whb will be required.  Cost: £4,910 
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IB/Supporting People Protocol.JB-H Oct06 


Protocol between Lincolnshire Supporting People and Individual Budget Pilot 


 


Purpose 


The purpose of this protocol is to define how Lincolnshire Supporting People and Individual 


Budgets will work collaboratively to ensure eligible individuals can access Supporting People 


funding as part of their individual budget and to work towards a more integrated Resource 


Allocation System. 


 


The Aim 


The aim of this protocol is to ensure clarity as to how housing related support will be assessed 


and funded through Supporting People and ensure clarity of roles and responsibilities. 


 


Background 


The Individual Budget Pilot was commissioned by the Department of Health and is a time limited 


pilot that will evaluate new ways of enabling people to have the support they need to live 


independently.  Key elements of success for individual budgets are: 


- transparent allocation of resources 


- streamlining of assessment and review processes across agencies 


- bringing together a variety of funding streams 


- making use of natural support 


- being outcome focussed 


- existing within current resource envelope 


 


Key partners are: 


 The Department for Communities and Local Government (for Supporting People Grant, 


Disabled Facilities Grant and Integrated Community Equipment) 


 The Department of Work and Pensions (for Access to Work) 


 Independent Living Fund 


 


Support is provided via the Care Service Improvement Partnership (CSIP) 


 


Lincolnshire is piloting Individual Budgets across all Adult client groups, (Older People, Mental 


Health, Learning Disability and Physical and Sensory Disability) within East Lindsey. All other 


groups including, younger people, are excluded from this pilot scheme. 
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National Position 


The Department of Communities and Local Government (DCLG) have enabled local flexibilities 


for the pilot sites which are: 


- the ability to offer Supporting People as a Direct payment for people participating in the 


Individual Budget Pilot 


- A maximum of 10% of the local Supporting People Grant can be utilised towards 


Individual Budgets (any increases to this will need Ministerial agreement) 


 


Local Position 


This policy produces alignment of Supporting People with Individual budgets; Lincolnshire will 


continue to press forward to gain integration of Supporting People and Individual Budgets as the 


pilot progresses. 


 


The Process 


IB will have the responsibility to: 


- Identify people for the IB pilot who have indicated on the relevant section of the IB 


Questionnaire that they have housing related support needs 


- Inform people that they cannot receive SP funding through individual budgets if they are 


in an SP funded accommodation based service or about to move to such a service. (this 


will need reviewing as work progresses towards fuller integration of SP and IB pilot) 


- Identify people about to move into SP funded accommodation service or about to receive 


SP funded floating support and inform SP 


- Inform people who are receiving or about to receive floating support that they cannot be 


double funded by SP and will need to decide whether they continue with their current 


floating support or choose their own provider, funding this themselves through their IB, 


and make IB and SP aware of their decision 


- Pass a list of people with current addresses to SP highlighting any information regarding 


current or future SP funding issues as above  


- Ensure that the IB letter documents whether Supporting People will be contributing to the 


overall Individual Budget, where in SP funded accommodation state the amount paid to 


the service provider, where not in SP funded accommodation state the amount paid into 


the IB 


- Make certain the IB contract identifies the SP contributions 


- Make sure SP eligible tasks are detailed within the Support Planning guidance 
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- Ensure support planners/brokers understand the eligibility criteria for SP 


- Ensure SP outcomes are clearly defined within the Support Plan. 


- Ensure that data (costs etc) are entered onto IB database 


 


SP will have the responsibility to: 


- Identify from the people listed on the list put forward by IB those people in 


accommodation based services and inform IB 


- Inform floating support providers of any people who may not be continuing to use them 


as their provider 


- Make arrangements to transfer the appropriate funding to IB 


- Utilise the IB evaluation database where appropriate rather than request further reporting 


from IB lead 


- Continue collection of KPI 1 for IB participants 


- Contribute to the review and evaluation of the partial integration approach (to be reviewed 


if full integration achieved) 


- Ensure IB participants are included in the local SP IT system and that information is being 


reported to the DCLG on a quarterly basis 


- Monitor the impact of IB from an SP perspective 


 


Audit Requirements 


DCLG have agreed that pilot sites can agree local audit requirements, in agreement with the 


Accountable Officer; however as the existing grant conditions cannot be changed in the short 


term this means that SP funding within an IB should still meet housing related support needs as 


detailed within the Supporting People Grant Conditions, however how this is audited can be 


determined locally. 


 


Review and Monitoring 


Further development work is to be organised with all partners to consider the role and function of 


reviews across the funding streams.  This protocol will be updated in light of further guidance. 


 


The IB Project lead will report back to Lincolnshire Supporting people Commissioning Body 


twice a year to update them on the progress of the IB pilot. 
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Bath and North East Somerset Council 


Sept 2006 Final version 


 
Individual Budgets 
Charging Policy and Procedures  
 
Steps in process  
 


1. Service user has a Community Care Assessment and Care Manager completes 
IBA to determine Individual Budget. 


2.  Assessor completes the HSS50 A – this is a simplified HSS50 and omits box B 
on DRE.  Instead of DRE a standard sum will be taken off the assessed 
Financial Contribution to reflect some additional costs  - £4. The form is sent to 
our Finance Section.   


3. Service user is visited by the visiting officer, where appropriate, to complete 
CM14 and check benefits - timescale @ 4 weeks but shorter if no need for home 
visit. 


4. Contribution is calculated according to fairer charging guidance, and the service 
user allocated to a contribution band see table below. 


5. Care Manager advises the service user of their contribution  
6. Where the service user is receiving their IB as a direct payment, their 


contribution will be netted off their Budget allocation which will be paid to them 2 
weekly.  The service user will pay their contribution into their allocated IB bank 
account. 


7. Where Social Services is commissioning all services on behalf of the service 
user, the service user will be invoiced in the usual way. 


8. Where there is a mixed package (direct payment and commissioned service), 
the service user’s contribution will be deducted from the direct payment.  


9. Where part or all of the IB is being paid as a one-off payment (this could be for a 
direct payment or commissioned service) the service user will also need to pay a 
proportion of their contribution up front. 


 
Example 
Individual Budget is £10,000/year 
Assessed financial contribution is £9.39/week or £488.28/year. 
A one-off payment of £1000 has been agreed in the Support Plan 
 
One off payment is 10% of total Budget 
Service user pays a one-off contribution of £48.83 (10% of £488.28) 
Service user will pay regular weekly contributions for 52 weeks of £8.45 
Total contribution paid over the year:  £48.83 + (52 X £8.45) = £488.23 


 
This one-off contribution would be invoiced for a commissioned service or netted off a 
one-off direct payment.   In this case, the service user would have to pay the one-off 
contribution into their IB account. 







Bath and North East Somerset Council 


Sept 2006 Final version 


 
 
 
 


Band 1  Band 2  Band 3 Band 4 *(Extra care 
and Supported 
Living  with 
overnight support)   


Capital/savings  less 
than £21,500 AND 


Capital/savings less 
than £21,500 AND 


Capital/savings less 
than £21,500 BUT 


Capital/savings of 
less than  £21,500 


In receipt of income 
support, or pension 
guaranteed credit or 
housing benefit BUT 


In receipt of income 
support, or pension 
guaranteed credit or 
housing benefit AND 


Not in receipt of 
income support or 
pension guaranteed 
credit  


In receipt of income 
support, or pension 
guaranteed credit or 
housing benefit AND 


No Attendance 
Allowance or 
Disability Living 
Allowance (care 
middle or higher 
rate) 
 


In receipt of AA, or 
DL A (care middle or 
higher rate)  
 


May or may not 
receive disability 
benefits. 
CM14 completed.  
The cost of the care 
package subject to 
the ‘protection of 
income test’ – 25% 


In receipt of AA, or  
DLA (care higher 
rate)  
 


NIL 
 


 £13.39  
minus £4 DRE 
 
 
IB contribution 
£9.39 per week 


Up to max of £64.50 
per week minus £4 
DRE 
 
IB contribution 
Assessed up to a 
maximum of 
£60.50 per week 
 


£34.74 per week 
minus £4 DRE 
 
 
IB contribution 
£30.74 per week 


Less £4 DRE Less £4 DRE Less £4 DRE Less £4 DRE 


    


 
*This only applies to people who have overnight care and is currently applied to St John’s 
Court residents who are unlikely to be able to take up an IB as funding is tied to the 
scheme. 
 
 
Anyone with over £21,500 capital will not be eligible for an Individual Budget but is 
entitled to a community care assessment and information and advice about services 
available. 
 
Pension credit guarantee = £119.05 
Lower rate AA/DLA = £43.15 
Total = £162.20 = Total Income 
 
Max Charge 
Pension credit guarantee = £119.05 
Plus 25% = £148.81 
Less income of £150 = £13.39 p/w max charge 
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Key points 
 


1. The service user contribution does not relate directly to the cost of a service or 
hours of service received.  This is different to Fairer Charging policy guidance. 
However, IBs are a totally new concept where the service user can decide what 
services to purchase, some of which will be new/discretionary services which we 
would not currently commission. The contribution should therefore be viewed as a 
contribution and not a service charge. 


 


2. The simplified system will assume that people in Band 3 will make a contribution 
based solely on their financial assessment (CM14) and it will not relate to the 
services they receive. Currently some services such as day care services are not 
charged for and thus some people, mainly older people and people with Learning 
Difficulties, could potentially contribute more than at present.  
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Risk Enablement Panel 


 
 
(1) Underpinning Philosophy 
 


 


Risk is part of everyday life, it is inherent in everything we do, often it is the element 
that allows us to grow and learn and it is against this backdrop the following policy 
has been developed. 
 
The development of self directed support services closely highlights the need to 
manage risk effectively, it needs to strike a balance between empowering individuals 
and protecting vulnerable people.  It is a process that has to promote the rights of 
individuals and the interests of the Local Authority i.e. reduce the risk of litigation and 
negative publicity. 
 
Enpowerment and choice is the fundamental principle it is essential that:_ 
 


 The person is at the centre of care (P.C.P.) 
 That they have real choices over how they live their lives, with opportunities to 


do things in the way that thy choose. 
 That there is a means of taking account of all views, individuals/family 


members, staff etc. 
 That alongside of rights goes responsibility. 


 
It is based on the belief that shared decision making is the most effective transparent 
and safe way to reach a decision, the best decision that could be made at the time 
based on the information available at that time. 
 
The panel is designed to be a safe and supportive environment for both the individual 
and staff alike.  It seeks to find positive solution and outcomes and closely 
demonstrates that no one individual is left to make a difficult decision and the Local 
Authority can demonstrate it has fulfilled its duty of care. 
 
 
The process for delivering Self Directed Support services 
 
(1) Community Care Assessment - FAC’s eligibility –  


  eligibility for funding 
 


(2) Resource Allocation Scheme - Self assessment and    
    points system leading    
    to Indicative Amount 
 
  
 
 
The individual is then required to develop a support plan. 
They may do this by themselves, with a family member or friend or support of care 
manager/service broker. 


 
 







 
The support plan is then presented to allocation panel.  Good support plans will have 
already addressed the issues of risk and how this will be managed. 
 
If the support plan looks as if it will keep the person healthy, safe and well in the 
manner of their choosing, it will be approved and there will be a standard monitoring 
and review process. 
 
However if things change or the support plan does not appear to keep the person 
healthy, safe and well or places the person in a position of abuse or harm this would 
then be referred to the risk enablement panel. 
 
The panel can then take two options: 
 
(1) To have the plan amended, to include for instance more sheets and balances 
 


or 
 


(2) If the risk is so significant ultimately it retains the right to refuse the plan and 
 oversee the meeting of identified needs in a way that the Local Authority will 
 then determine. 
 
The risk enablement panel will consist of a core team but will be able to invite 
relevant others if appropriate. 
 
Chair of panel = Safeguarding Adults co-ordinator 
    Self directed support 
    Team manager or Head of Service 
 
P.C.T. representative 
Minute taker 
Plus if necessary staff from relevant service area, both in house or external provider. 
Care manager/social worker 
(It is expected that workers will have discussed the situation prior to an application to 
Risk Enablement panel) 
Family member 
Person themselves (optional – if the person want to attend or they can submit written 
evidence) 
Advocate 
 
It is essential that the process is well documented, with outcomes and actions 
demonstrably followed up, particularly issues of consent must be recorded. 
 
 
Who can refer to panel 


 
The allocations panel – if the support plan does not satisfy basic principles. 
 
An individual service/care provider – who wants the support of the Local Authority 
and that recognises the need to work in partnership. 
 
If there is disagreement between staff members/teams for arbitration or resolution. 
 
The panel will also support the process of advanced directive and record the decision 
so as to ensure the wishes of the individual will be acted upon. 







 
 
 
 
It is envisaged with this approach it will support individuals to have their care and 
support in the way they choose, in effect it will support the option to ‘get a life’ whilst 
demonstrating a clear, decision making framework that fulfils the Local Authority 
requirement to work within the law. 
 
 
Appeal process 
 
Where there is disagreement there will be the ultimate right of appeal to the Service 
Director – Adults and Older People.  Appeals should be put in writing within two 
weeks of decision being given.  Obviously individuals can then appeal to the 
Ombusman if they have exhausted this procedure. 
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INDIVIDUAL BUDGETS PILOT OUTCOMES ASSESSMENT FRAMEWORK 


 


DRAFT; OUTCOMES FOCUSED ASSESSMENT 


Date of referral Date assessment commenced  


Source of referral Date form completed  


Service User’s Address Temporary Address; 


  


    


    


Telephone number  e-mail address; 


Mobile Date of birth  


Religion Ethnicity / culture  


Important relationships  
 
Contact details   


     


Note of communication / access requirements 
 
  
 


Name of assessor;  
 
 


Team/Service of Assessor 
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Summary of situation as seen by service user and carer (including current service provision where applicable)  


  
  
  
 
 
 
 
 
 
 
 
 
 
  
  
Lives alone YES  NO    
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The SPRU Outcomes Framework; to be used as a prompt to ensure all outcome areas are considered 


in the assessment. 


 


AUTONOMY OUTCOMES 
 


Access to all areas of home 
Access to locality + wider environment 


Communication, direct and control 
Financial security 


Home Maintenance 


 


PERSONAL COMFORT OUTCOMES 
 


Personal hygiene 
Safety 


Security 
Desired level of cleanliness of home 


Emotional well being 
Physical health 


ECONOMIC PARTICIPATION OUTCOMES 


 
Access to paid employment as desired 


Access to training 
Access to further/higher education to secure employment 


Access to appropriate training for new skills (e.g. lip reading) 


 


SOCIAL PARTICIPATION OUTCOMES 


 
Access to mainstream leisure activities 


Access to support in parenting role 
Access to support for personal relationships 


Access to advocacy/peer-support 
Citizenship 


 
Outcomes are the end results, goals and achievements, which may be supported by service provision  
 
Outcomes may be seen as; 
Maintenance Outcomes; eg maintaining personal comfort, staying in work 
Change Outcomes; eg getting a job, developing new skills 
Process Outcomes; service delivery supports personal dignity or cultural needs 


 
See also guidance notes about how minor equipment and supporting people tasks fit within the Outcomes Framework 
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High level outcome desired by the Service  User or Carer 


 
 
 


Smaller outcomes (sub-
goals) to be met  


Evidence of any risk that 
may be associated with not 
supporting this outcome 


Who will assist the 
service user to 
achieve each of 
these outcomes?  


Priority rating 
for funding 
organization 


Priority rating 
for service 
user/carer 


Rate* 1, 2, 3 or 4 


       


     


     


     


     


 
  Priority Score; 1= Critical  2= Substantial  3=Medium   4=Low (equating to Eligibility Criteria for Social Care Support)  
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High level outcome desired by the Service  User or Carer 


 
 
 


Smaller outcomes (sub-
goals) to be met  


Evidence of any risk that 
may be associated with not 
supporting this outcome 


Who will assist the 
service user to 
achieve each of 
these outcomes?  


Priority rating 
for funding 
organization 


Priority rating 
for service 
user/carer 


Rate* 1, 2, 3 or 4 


       


     


     


     


     


 
  Priority Score; 1= Critical  2= Substantial  3=Medium   4=Low (equating to Eligibility Criteria for Social Care Support) 
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High level outcome desired by the Service  User or Carer 


 
 
 


Smaller outcomes (sub-
goals) to be met  


Evidence of any risk that 
may be associated with not 
supporting this outcome 


Who will assist the 
service user to 
achieve each of 
these outcomes?  


Priority rating 
for funding 
organization 


Priority rating 
for service 
user/carer 


Rate* 1, 2, 3 or 4 


       


     


     


     


     


 
  Priority Score; 1= Critical  2= Substantial  3=Medium   4=Low (equating to Eligibility Criteria for Social Care Support) 
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High level outcome desired by the Service  User or Carer 


 
 
 


Smaller outcomes (sub-
goals) to be met  


Evidence of any risk that 
may be associated with not 
supporting this outcome 


Who will assist the 
service user to 
achieve each of 
these outcomes?  


Priority rating 
for funding 
organization 


Priority rating 
for service 
user/carer 


Rate* 1, 2, 3 or 4 


       


     


     


     


     


 
Priority Score; 1= Critical  2= Substantial  3=Medium   4=Low (equating to Eligibility Criteria for Social Care Support) 
 
 
Does the service user agree to assist in achieving these outcomes?  YES  NO    
  
Does the carer agree to assist in achieving these outcomes?   YES   NO    
  
Does the worker agree that these outcomes should be planned for?  YES   NO  
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Summary Of Areas Of Risk And Risk Management Discussed. Use this box to present evidence of how eligibility 
criteria are met.  (Please Attach Relevant Risk Assessments) 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Who participated in this assessment?   


Name  Role Telephone Address e-mail 
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Is the carer eligible for 
separate assessment?   
                                            
Yes  No   


 Note arrangements to be made if the carer would like a separate assessment:  


 
 
 


Summary of assessor  
 
 
 
  


Specialist Assessments 
Required   


Independent Living Fund      Yes  No  


Major Equipment or Housing Adaptations Yes  No  


Access to Work Yes  No  


Other Specialist Assessment (chose) Drop Down List 
Signature of Service User 


 
 
Date 


Signature of Carer 


 
 
Date 


 Signature of assessor 


 
 
 Date 
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Comments of person who can authorize funding 


 
 
 
 
 
 
 
 
 


 Signature  
 
 
Date 
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Individual Budgets Pilot; 
Protocol for applying for Supporting People 


funding within an Individual Budget 
 


Principles 


This document is based on the principle that access to Housing Related Support via Supporting 
People (SP) funding should be equitable. Being in receipt of an Individual Budget (IB) 
should not lead to an increase in the level of support an individual can receive via 
Supporting People funding. 


A key principle  of supporting people is that in most circumstances support is provided in order to  
equip an individual to develop the skills to achieve independent living, with housing related 
support needs diminishing over time as increased independence is achieved. 


Under current contract arrangements all non-IB SP money is paid direct to the provider. People 
who chose to move to or remain in Accommodation Based Supporting People schemes will 
not be able to access Supporting People funding via their Individual Budget.  


Supporting People Funding for Individual Budgets Pilot Project  
SP have now agreed to release of £359,786 to support the Individual Budgets project based on 


the assumptions detailed in fig 1. These assumptions were based on average support 
costs and levels across each service user group.  Clearly some people will have needs 
above this, but equally some will have needs below this and indeed no support needs at all.  


 
The SP team have now agreed to delegate this amount to the IB project. 


Applying for and releasing SP funding within an Individual Budget 


The delegated IB Supporting People budget will be managed by the IB Project Lead, Andrew 
Reece. 


Before applying for SP funding via an IB, the assessor must obtain confirmation from the SP 
Team (Mo Quinn or Helen Fountain) that the person is not currently supported via any 
other SP project. 


The SP Team will provide this confirmation within three working days of receiving this request  
Applications for SP funding for IB holders should be made to Andrew (preferably electronically) 


via the Community Service's Service Authorisation Form (SAF). You should attach 
sufficient evidence to your application to justify your request and satisfy future audit 
requirements. This is best presented in the form of the Supporting People Task Analysis. 
Confirmation that no other SP funding is in place as per para 3.2 must also be attached 


Applications should state whether you are applying for the high (10 hours pw) medium (7 hours 
pw) or low (3 hours pw) level of Housing Related Support. See para 4. 


The SAF signed by Andrew will enable you to release SP funds to the IB holder in the form 
agreed in their Support Plan (ie as a Direct Payment or via purchased services etc). 


Your Community Care Finance Officer should then arrange to recharge the agreed amount to 
Supporting People. 


Client group


No. of 


people HRST level Hrs support per wk.


Weekly Cost At 


£15 ph


Annual cost to  SP 


Budget


Learning Disabilities 40 l 3.00 £1,800


20 m 7.00 £2,100


Mental Health 10 m 5.00 £750


Physical disabilities 30 m 5.00 £2,250


Total Hours / wk 460.00


£6,900 £359,786


Fig 1; Assumptions to calculate SP funding for the IB project
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Calculating Individual Budget awards from Supporting People; a new model 


The original assumptions contained in Fig 1 above were based on average support provided 
through SP floating support schemes. In discussions with the SP team we have decided to 
return to this model, so any SP award will be based on the support a person would typically 
receive via a floating support scheme.  


To allow for the averaging effect described above we accept that a small number of people will 
have very high SP task levels and a larger number will not be eligible for any SP support. A 
suggested breakdown is attached in Fig 2. Clearly any variation in awards against this will 
impact on future awards that can be funded from this budget and it will be the Budget 
Holders responsibility to monitor and control this. 


It is envisaged that, given the principle articulated in para 1.2, people who qualify for High level 
funding will only receive this level of funding for a time limited period. Such an example 
may be a young person leaving their parental home setting up in their own property for the 
first time. They will need intense initial support, but can be reasonably  expected to develop 
independent living skills as they settle in, so leading to a reduced need for support in the 
long term. 


 
 


 
 


HRST level


Hrs support 


per wk. Weekly Award No People Total Hours


High 10 150 10 100


Medium 7 105 30 210


Low 3 45 45 135


No SP 0 0 15


Total Hours 445
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SUPPORT PLAN 
 


My Name is:……………………………… 


 


My Individual Budget is:  £……….. 


 


About me! 
 


Use this space to tell people reading this plan about whom you 


are.  Say what is important to you and name the people in your 
life who are important to you. 


 
The 7 points below cover the basic information that the 


government say need to be included in any support plan.  The 


tables shown are a guide and may help you thinks about how 
your plan will look. 


 


 
 


 


 
 


 


 


 


 


 


 


 


 


 







1. What works well in my life? 
 


Please give examples of things you can do for yourself that you 


do not want to change.  Also, give examples of things you get 
help to do that you do not want to change, and of who helps you 


do these things? 


 
 


 


 
 


 


 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







2. What does not work in my life that I want 


to change? 
 
Please say what you feel does not work in your life.  Give 


examples of things you need help to do.  It might help to think 


of what your day would be like if you had all the help you 
needed. 


 


 
 


 


 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







3. How I want to be supported to do the 


things I need or would like to do! 
 
Please use the chart below to show what you plan to do and who 


will help you do it.  Please say how and when you will be 


supported and how this support will keep you safe? 
 


What do I 


plan to do? 


What help do I 


need to do it 


safely? 


Who will 


help me? 


When will 


this happen? 


 


 


 


   


 


 


 


   


 


 


 


   


 


 


 


   


 
 


 


   


 
 


 


   


 
 


 


   


 


 


 


 







4. How I will spend my Individual Budget! 
 


Please use the table below to show how you will spend your 


Individual Budget to support you to do the things that will meet 
your needs safely. Use the table above to show where you will 


spend your money to get the help you need 


 
 


What support 


will cost 


money? 


How much 


will it cost? 


How much 


will be from 


my IB? 


How will 


other costs be 


met? 


 


 
 


   


 


 


 


   


 


 


 


   


 


 


 


   


 


 


 


   


 


 


 


   


 
 


 


   


Total    


 


 


 







5. How my support plan will be managed! 
 


Please say how each part of your plan will be managed.  Say 


which people or services will be giving you the support you 
need. For example, give details of a home care agency, college 


or family/friends providing support.  Include names and contact 


details. 
 


 


Contact 


Name 


Who they 


work for 


Their 


Address 
Telephone 


Number(s) 


Their 


job/role 


 


 


 


 


    


 


 


 


 


    


 


 


 


 


    


 


 


 


 


    


 


 


 


 


    


 


 


 


 


 







6. How I will stay in control of my support 


plan! 
 
Please use the table below to say what decisions you need to 


make.  Say which decisions you can make for yourself and any 


that you need help with.  Please say who you want to help you 
make these decisions. 


 


Decisions I 


need to make? 


Decisions can I 


make for 


myself? 


Decisions I 


need help to 


make? 


Who will 


help me & 


how? 


 


 
 


   


 


 
 


   


 


 
 


   


 


 
 


   


 


 
 


   


 


 


 


   


 


 


 


   


 


 


 







7. How I will make my plan happen! 
 


Please list the things that need to be done to make your plan 


happen.  Use the table below to show what needs to happen, 
which bits you can do for yourself, which bits you will need 


help with and who will give that help. 


 


What needs 


to be done? 


What I will 


do myself 


Things I need 


help to do 


Who will help 


me and how? 


 


 
 


   


 


 
 


   


 


 
 


   


 


 
 


   


 


 
 


   


 


 
 


   


 


 


 


   


 


 


 
 


 


 
 







Signatures: 


 
 


 


Name of the person the Plan is for:   …………………………… 
 


Their Signature:                                 …………………………… 


 
Who helped you with your plan: 


 


NAME:    JOB:   Signature: 
 


…………………….  ……………. ………………… 


 
…………………….  ……………. ………………… 


 


…………………….  ……………. ………………… 
 


 


 
 


Name of the Social Worker/Care Manager:  ………………….. 


 
Signature of Social Worker/Care Manager: …………………… 


 


Name of Team Manager:          …………………… 
 


Signature of Team Manager:         …………………… 


 


 
PANEL DETAILS 


 


Date of Panel:  ………………… 
 


Name of Panel Chair:       ………………………. 


 
Signature of Panel Chair:  ………………………. 
 






_1294046001.pdf


Service User Name;  SURFACS Number  
 


Individual Budgets Draft Coventry outcomes based support plan.doc        Page 1 of 4 


INDIVIDUAL BUDGETS PILOT OUTCOMES ASSESSMENT FRAMEWORK 


 


DRAFT; SUGGESTED OUTCOMES FOCUSSED SUPPORT PLAN 


Name;  
  
Address;  
 


Date of birth:  
 
Contact Number; 
 


Date Suggested Support Plan agreed:  Suggested support agreed by:  
 


Date for review:  
   


Name of support plan co-ordinator:  
 
 


Contact telephone number:   


Service user requires this care plan in:  
Braille                                                  
Audio tape                                           
BSL video                                            
Community language                           
(please specify: …………………………...….) 


 Method chosen to manage support 
Direct Payment                                                  
3rd Party Direct Payment                                   
Independent Living Trust                                   
Care Navigator (not yet available)                               
Care Brokerage                                                 
Care Management                                             


Service user’s signature:  
 
 
Date 


Assessors Signature: 
 
 
Date  
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Outcomes are the end results, goals and achievements which may be supported by service provision 


SMALLER OUTCOMES  
(sub-goals) to be met   


WHAT will be 
done?  


WHO will do it  By when? 
Amount of 
funding to be 
applied for 


Source 
of 
funding 


COST to 
the service 
user  


High Level Outcome 1.  
(a) 
 


      


(b) 
 


      


(c) 
 


      


High Level  Outcome 2. 
(a) 
 


      


(b) 
 


      


(c) 
 


      


High Level  Outcome 3. 
(a) 
 


      


(b) 
 


      


(c) 
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SMALLER OUTCOMES  
(sub-goals) to be met   


WHAT will be 
done?  


WHO will do it  By when? 
Amount of 
funding to be 
applied for 


Source 
of 
funding 


COST to 
the service 
user  


High Level  Outcome 4. 
(a) 
 


      


(b) 
 


      


(c) 
 


      


High Level  Outcome 5. 
(a) 
 


      


(b) 
 


      


(c) 
 


      


High Level  Outcome 6. 
(a) 
 


      


(b) 
 


      


(c) 
 


      


 


This Support Plan aims to support you to achieve the outcomes agreed above. It will be regularly reviewed with you. If the 


outcomes you wish to achieve change, the support you receive may also need to change.  
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Total value of on going support agreed per week  
Total Service user contribution per week  


Total value of one off support agreed  


 
 


Please record here any specific information that service providers should know about my preferences about how 
my support is delivered 
 
 
 


Please record here any specific information that service providers should know in order to be able to work with me 
to appropriately manage risk 
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9. Supporting People Question 
for younger physically disabled people 
 
This question is about developing/maintaining independence at home.  Some people 
will need assistance with only one or two of the tasks outlined above, on an 
intermittent basis e.g. help with making a benefit claim, whilst others will need 
regular support with a combination of tasks e.g. help with resolving debts or 
managing finances, monitoring of health and wellbeing and ongoing advice in 
relation to independent living. 
 
In order to assess the level of support needed e.g. low, medium, high or very high, it 
will be necessary to estimate the average amount of time required for specific tasks 
on a weekly basis e.g.  
 


 half an hour per fortnight for advice and assistance on maintaining essential 
utilities 


 two hours per week for advice on maintaining independent living  


 one hour per week for monitoring health and wellbeing  
 
This would be equivalent to three and a quarter hours per week and would therefore 
be classified as a medium level of support required 
 
  Such assistance could involve: 
 


 Advice & assistance on maintaining essential utilities (gas, electric etc) 


 Advice on safety and security in the home and communal areas 


 Advice on organising repairs and help with arranging servicing of appliances 


 Monitoring of health and well being for the purposes of signposting to other 
services 


 Community or alarm warden services 


 Help with resolving or preventing housing or other debts that may affect tenure 


 Help with claiming appropriate benefits and income maximisation 


 Advice and assistance on fulfilling tenancy obligations 


 Advice and support to enable to move on to more appropriate accommodation 


 Mediation in neighbours disputes 


 Advice on maintaining independent accommodation, including budgeting, 
catering, managing the property and the tenancy 


 
Please indicate the level of support needed:  
 
No support is needed:   0 hours per week    
 
A low level of support is needed:  1-2 hours per week    
 
A medium level of support is needed: 3-4 hours per week   
 
A high level of support is needed:  5-7 hours per week 
 
A very high level of support is needed: 8-10 hours per week   


 


 


x 
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This form is a Self-Assessment Questionnaire.  It will help you to tell 


Gateshead Council what help you believe you need. 


 


 


 


This means when one of our workers talks to you, they will already have a 


good idea about your needs. 


 


 


 


You do not have to answer every part and you can write as much or as 


little as you want. 


 


 


 


You might find it helps to ask as friend, relative, neighbour or advocate to 


help you fill in the form. 


 


 


 


A Social Care Worker will be happy to work through the form with you. If 


you want a Social Care Worker to help, please ring one of our duty points: 


 


Civic Centre 433 8324 


Felling Office 433 8030 


Whickham Office 433 8800 


Shibdon House Blaydon 443 8100 


 


 


 


When you have completed this form, please return it in the envelope 


provided or give it to your Social Worker. 
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General Information 


 


Please tell us who you are and where you live 


 


Title 


Mr, Mrs, Miss etc  


 


Forename  


 


Surname   


 


Gender  


 


Age  


 


Date of Birth  


 


Address 


 


 


 


 


Postcode  


 


Telephone number  


 


Ethnicity 


 


 


 


 


 


Office use only 


P NO.  
 


Assessor  


Care Coordinator  


Start Date of Assessment  


Legal Status  
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Background – Significant Life Events 
 


Can you please tell us about your background and any important things 


that have happened to you in the past? 
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What I do and What I would like to do 


 


 
Thinking about your life generally , what are your thoughts about how you 


spend your time? 


 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


What I do now … 


What I would like to do … 
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People who support me 


 


This part of the form tells us about the people who now support you and 


about where you would like more support. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


The following people now help me inside and outside of my home … 


I would like to organise extra help in the following ways … 
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MAIN ASSESSMENT 


 


 


1.  Physical and mental health and well being 


 


This part of the form tells us about any support you may need to manage a 


physical or mental health condition.  This will include things that can 


affect your day-to-day living such as physical conditions  (eg diabetes, 


arthritis, epilepsy, Multiple Sclerosis or any long-term condition) or 


mental health  (eg depression, anxiety state or if you experience loss of 


interest in daily life, feeling worthless, tense or anxious.  You may have 


thoughts, feelings or behaviours that are unpredictable and feel confused 


and or uncertain.) 


 


Please also tell us here about any needs you may have with your sight, 


hearing and communication. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


At present I am able to … 


I would like to be able to … 
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Managing at home 


 


This part of the form tells us how you manage to look after yourself and 


any support you may need with things like washing, dressing, going to the 


toilet, getting up and out of bed, going to bed and any help you may need 


through the night.  It also tells us about how you manage with housework  


(cooking, cleaning and laundry) and it tells us about any support you need 


to manage your money eg pay your bills, use a bank/building society or 


manage your money.  Are there any times when you or other people have 


said they are worried about you? 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


At present I am able to … 


I would like to be able to … 
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Managing outside my home 


 


This part of the form tells us about any support you may need to be part 


of your community; like using local shops, the library, college, going to a 


luncheon club or the community centre, church or other place of worship, 


visiting neighbours, or being involved in local organisations. 


 


It tells us about being with friends and family. 


 


It also tells us about any support you may need to start or keep, working, 


volunteering and taking part in paid employment if you want to. Are there 


any times when you or other people have said they are worried about you? 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


At present I am able to … 


I would like to be able to … 
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Making decisions 


 


This part of the form tells us about any support you may need making 


decisions about important things in your life– things like where you live, 


who supports you, who decides how your money is spent. This part also 


tells us if you have less control over your life because you have become 


forgetful or confused, or are depressed. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


How are decisions about your life made at present? 


 


How would you like things to be different? 
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People I look after 


 


This part of the form tells us about any dependents under the age of 18 


you have and what support you may need to maintain your caring role. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Now I look after … 


I need support to continue to … 







 


Gateshead needs assessment.doc 


Thank you for filling in this form.  Please now return the form in the 


envelope provided, or give it to your Social Worker or hand it in to one of 


our offices. 


 


A Social Worker will look at your form and will contact you to discuss your 


needs.  They will arrange to see you to complete any further assessment. 


 


If you have any questions about this form or about what happens next 


please contact the duty officer on  


 


Civic Centre 433 8324 


 


Felling Office 433 8030 


 


Whickham Office 433 8800 


 


Shibdon House Blaydon 443 8100 


 


 


If some one has helped you to fill in this form please tell us who 


Name  .........................................................................................................................  


 


Contact Details ........................................................................................................  


 


 


Please sign here to give your permission to share the information to help 


us to continue with your assessment. 


 


Signed  .................................................................... Date  .......................................  


 
Information given by you, which may be personal or sensitive, such as health related 


information or details about your personal circumstances, will be held and used by 


Gateshead Council in accordance with the Data Protection Act 1998. This information 


may be shared with people from other organisations involved in arranging or providing 


services to you, or disclosed if it is in the vital interest of your welfare or of another 


person. 
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Supporting People Individual Budget Assessment Form 
 
 
This form helps us work out if you are eligible for a Supporting People payment as part of 
your Individual Budget.  It focuses on your housing related support needs and is not 
concerned with your personal or social care needs. 
 
You should complete this form if you have already identified that you have needs in the 
following areas: 
 


 Staying safe 


 Managing practical tasks 


 Meeting and getting to know people 
 
 
 
 


1. Staying safe 
This is about the housing related support you need in order to maintain the safety and 
security of your home and to live safely in it. 
 


Support needed Amount per week 
e.g.15 minutes, 30 
minutes 


Advice & assistance on maintaining essential utilities (gas, electric 
etc) 
 


 


Guidance on the safe use of domestic equipment  
 
 


 


Advice on safety and security in the home and communal areas 
 
 


 


Advice on organising repairs and help with arranging servicing of 
appliances 
 


 


Monitoring of health and well-being for the purposes of signposting 
to other services  
 


 


Community or warden alarm services 
 
 


 


 
 
 
 
 
 
 







2. Managing practical tasks 
This is about the housing related support you need with the practical aspects of your 
maintaining your home. 
 


Support needed Amount per week 
e.g.15 minutes, 30 
minutes 


Help with resolving or preventing housing or other debts that may 
affect tenure 
 


 


Help with resolving or preventing housing or other debts that may 
affect tenure 
 


 


Help with claiming appropriate benefits & income maximisation 
 
 


 


Advice & assistance on fulfilling tenancy obligations 
 
 


 


Advice and support to enable move on to more appropriate 
accommodation 
 


 


Mediation in neighbour disputes 
 
 


 


Advice on maintaining independent accommodation, including 
budgeting, catering, managing the property and the tenancy 
 


 


 
3. Social inclusion 


This is about the housing related support you need in order to be part of your community. 
 


Support needed Amount per week 
e.g.15 minutes, 30 
minutes 


Providing information and advice on community facilities and 
services  
 


 


Liaison with other agencies in order to deliver an overall package of  
support  
 


 


Help with overcoming social isolation e.g. encouragement to take 
part in social and community activities, facilitating but not being 
entirely responsible for arranging outings or activities 


 


Facilitating service user involvement and participation in their 
service 
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Individual Budgets Questionnaire 
 
 
 
 
 


Learning Disability Service 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


This is a self assessment for people who under FACS are 


considered eligible for support to complete with their families 


and the help of a care manager if required 







Introduction 


 


This questionnaire is produced by Lincolnshire County Council to allow 


people who need support to know quickly and simply whether they can 


expect to get any money for support, and if so, how much.  They can then 


produce, with their families and others important to them, a support plan 


with costs that is acceptable to Lincolnshire County Council.   


 


 


This should help Lincolnshire County Council to make fair and open 


decisions about who gets what money to meet their particular support 


needs. 


 


 


This is designed to assess how having support needs affects your day-to-


day life.  It is not just about how disabled you are but is about the life you 


lead at present.  Please complete the section on current benefits and then 


tick the statement that best fits your situation. 


 


 


 


 


 


 


 


 


 


 







Contact Information 


Name  


Address  


  


  


  


Telephone Number  


Date of Birth  


 


 YES NO 


I currently receive a service from social services    


I do not receive any service    


 


.................................................................................................................................................................... 


For office use only  


Date  


RAS points  


Indicative Allocation Amount  


Community Care Budget (LCC)  


Supporting People  


DFG  


ICES  


ILF  


Access to Work  


Financial Contribution  


Total amount for support needs  


 


Details passed to Supporting People           YES NO DATE 


                                       


 


F.A.C.S. BANDINGS 


LOW  MODERATE  SUBSTANTIAL  CRITICAL  


 


Support plan signed off by: Allocated worker/Care Coordinator  


Name(print)......................................................  Signature.................................................... 







Current Benefits 


I currently receive the following benefits: 


Benefit Amount 


Attendance Allowance                                High Rate 


                                                                    Low Rate 


 


 


Disability Living Allowance                High Rate Care 


                                                            Mid Rate Care    


                                                           Low Rate Care 


 


 


 


Mobility Allowance                                      High Rate 


                                                                    Low Rate 


 


 


Income Support  


Severe Disablement Premium  


Carers Allowance  


ILF 


Number of hours (ILF) 


 


 


Housing Benefit                                                   YES 


                                                                        NO 


                                         ELIGIBLE 


 


 


 


I hold a tenancy for my home                              YES 


                                                                              NO 


 


 


I receive support to help maintain my tenancy    YES 


                                                                              NO 


 


 


Council Tax Benefit                                             YES 


                                                                              NO                  


 


 


I currently have savings over                         £18,500 


                                                                       £21,000 


 


 


 
If you have ticked yes or eligible for housing benefit, and receive help to maintain your 
tenancy your details will be passed to Supporting People. 
 







 
1 Looking after myself – my personal needs 
 
This part is about looking after myself – things like washing, dressing, eating, or 
shopping, cleaning and cooking. 
 


  


A. I need a lot of support to take care of myself.  For example: bathing or 
washing, dressing, going to the toilet, eating, drinking and preparing a 
meal.  I need someone around most of the time to support me.  I can 
get the highest rate of Disability Living Allowance (care component) 


 


 


B. I need some support to take care of myself. For example: bathing, 
washing, preparing a meal on a daily basis.  I am ok at home on my 
own for a short time. 


 


 


C. I need support now and then to take care of myself, for example: I can 
manage my own personal care and prepare a meal.  I am ok on my 
own in places I know – for quite a long time 


 


 


D. I am fully independent 
 
 


 


 
 


I need two people at each visit to assist with my personal care 
 


YES 


NO 


 


2 Relationships  


This part is about friendships and people I know – not just my family. 


  


A) I don’t really have any relationships outside my family. I need support to 
make relationships – and keep them 


 


 


 


B) I have one or two relationships – but not enough for me. I need support 
to make relationships – and keep them. 


 


 


C) I’ve got a lot of relationships – the right number for me. I need a bit of 
support to keep them. 


 


 


D) I’ve got a lot of relationships. I don’t need support to keep them. 
 


 


   


 


 


 


 


 


 


 







3 Being part of the local community 


This part is about doing things in my community – like using local shops, the library, 
going to the cinema, clubs, community centre, church or other place of worship, 
helping neighbours, or being involved in local organisations. 
 


  


A) I don’t do much in my community. I need support to do all the things I 
want to do in my local community, without support I would not be able 
to take part in my local community. 


 


 


 


B) Sometimes – not often – I do things in my community.  I need support 
to do some of the things I want to do in my local community I need 
support to do more. 


 


 


 


C) I do lots of things in my community. I am able to take part in some 
things without support.   I need support to do some of things I would like 
to do in my local community. 


 


 


 


D) I do not need any support to take part in my local community 
 


 


 


 
 
 


4 Work, leisure and learning  


This part is about having a job, learning new things and enjoying life. 


  


A) I don’t have many chances to work, or learn new things, or enjoy life. I 
need support to do these more. 


 


 


 


B) I have a few chances to work, learn new things, and enjoy life. I need 
support to do these more. 


 


 


 


C) I am busy – with a job or learning new things – and I enjoy my spare 
time. I need support to keep these going. 


 


 


 


D) I am busy and enjoy my spare time. I have the support I need to keep 
these going – from family, friends or workmates. 


 


 


 


 
 
 
 
 
 
 







   Work 
 
   This part is about employment 
 
   This is purely a trigger for Access to Work 
 


A) I am in employment and my needs at work and getting to work are 
met 


 


 


B) I am in employment and I need help at work and/or to get to work 
 


 


C) I am not in employment, I would like help in deciding the right job 
for  


     me, preparing for and getting a job 
 


 


D) I am not in employment and I am not sure if work is for me 
 


 


 


5 Making Decisions 


This part is about who decides important things in my life – things like where I live, 
who supports me, who looks after my money. 
 


 
  


A) Other people make most decisions about my life. I need support to 
make more decisions. 


 


 


 


B) I decide most day-to-day things. But I don’t have as much say in 
important decisions about my life. I need support. 


 


 


 


C) I make all the decisions. I need support and advice to make them. 
 


 


 


D) I make all the decisions.  I just need a bit of advice. 
 


 


 


 


 


 


 







6 Staying safe from harm 


This part is about keeping safe when I’m going out on a bus, or using a gas cooker, or 
going down stairs. Those are the things that are important for me. But staying safe is 
about different things for different people. 
 


  


A) I need someone around me all of the time to make sure I stay safe.  


Without someone around me all of the time there is a real risk I could 
come to serious harm           


 


 


 


B) I need support on a daily basis to make sure I stay safe .  Without 
support there would be concern about my immediate safety.  


 


 


 


C) Sometimes I need a bit of support to stay safe. I’m happy and there 
are no real concerns about my immediate safety. 


 


 


 


D) I do not need support to stay safe.  
 


 


 


 


 


7 Complex needs and risks 


This part is about my behaviour – the things I do. Can my behaviour be dangerous for 
me or other people? 
 


  


A) I regularly do things that could hurt me or other people. There is a 
very real risk of serious physical harm to myself or others. 


 


 


 


B) I occasionally do things that could hurt me or other people. People 
have helped me change what I do.  There is some risk I could hurt 
myself or other people. 


 


 


 


C) I regularly behave in a way that other people find difficult.  There is 
some risk of minor physical harm to me or other people. 


 


 


 


D) I occasionally behave in a way that other people find difficult.  But 
there’s no real danger to me or other people. 


 


 


 


E) I’ve never done things that could hurt me or others.  
 


 


 


 







Equipment 
This section is about equipment  
 


 
A. Do you think simple equipment would help you improve your 
independence e.g. bath seat, walking stick, raised toilet seat etc 


YES 


 
NO 
 


B. Do you think electrical/electronic equipment would improve your 
independence e.g. bath lift, hoist, sensors such as flood, door, heat 
extremes, bogus caller buttons 
(if you tick yes to this question we can arrange for you to have a more 
specialist assessment ) 


YES 


 
NO 
 


 
If you ticked YES to questions B above would you like a specialist 
assessment arranging 


YES 


 
NO 
 


 
 


Home Environment 
 


This section is about getting around and about in your home. 
 
This is purely a trigger for DFG (Disabled facilities grant) 
 


A. I can not access any part of my home except one room. 
 


 


B. I am only able to get into a few rooms in my home. 
 


 


C. I can get into most of the rooms in my home and some of the outside 
of my home. 


 


 


D. I can get into all of the rooms in my house, and can get outside. 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







8(a) Family carer and social support 


My family carer 


This part is for my family carer. What does supporting me mean for my family carer? 
What is their life like? 
To the family carer: 
This part is for you. To answer this question you need to imagine you are caring full-
time for your family member – even if you’re not; even if your family member has 
support. 
 


  
A) My caring role has a critical impact on my lifestyle - including a 


significant impact on my health and well-being. I am unwilling or 
unable to continue in the role as it currently is. (Resuming a greater 
caring role would have this effect) 


 


 
 


B) My caring role has a substantial impact on my lifestyle. Playing this 
role has led to high levels of stress and some health 
problems.(Resuming a greater caring role would have this effect) 


 


 


 


C) I have some difficulty and stress in carrying out my day-to-day caring 
tasks.  There is some impact on my lifestyle and playing this role 
leads to minor stress. (Resuming a greater caring role would have this 
effect) 


 


 


 


D) I am able and willing to continue in my current caring role.  My caring 
responsibilities have only a small impact on my daily life.(I would like 
to play a greater caring role than I currently do, and have some time 
to provide support) 


 
 


E) I am able and willing to continue in my current caring role. My caring 
responsibilities have no negative impact on my daily life (I would like 
to play a far greater caring role than I currently do, and have  time to 
provide support) 


 
 


 


 


 


 


 


 


 


 


 


 







8(b) Family carer and social support 


 A X B 


1 I am able to get nearly all the help I need 
from my family and friends   


 


I currently  need no paid support 
 


2 I am able to get most of the help I need 
from family and friends 


 


I have or need some occasional paid 
help 


 


3 I am able to get only some of the help I 
need from family and friends 


 


I have or need ongoing regular help 
 


4 I  can  get little or no help at all from 
family or friends 


 


I have lots of  paid support 
Full time day care Respite 
I currently have 24 paid support   
                                


 


 B1 B2 B3 B4 


A1     


A2     


A3     


A4     


 


 


 


 


 


Name................................................................             


 


Your signature........................................................ 


 


Date      /    /s) 
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Note for document users; Using Hyperlinks and the Web Toolbar. 


Embedded within this document are hyperlinks which will help you navigate 
round the document or take you to external web and intranet resources. When 
reading this document the Web Toolbar should be visible. The back and 
forward arrows at the start of this tool bar can help you get back to where you 
were after using a hyperlink. If this tool bar is not visible you can display it by 
clicking on View, Toolbars then tick web (or Alt+V, toolbars etc).
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Background 


Objectives of the Pilot 


As described in the Individual Budgets Project Brief;  
 


The prime objective of the Individual Budgets Pilot Scheme is to allow 
improved and cost-effective services and outcomes for service users 
and their carers.  
 


In essence the Individual Budgets Pilot asks Coventry to deliver on 4 
objectives; 
 


1. To deliver an improved and streamlined assessment process where 
the service user feels more in control and can access multiple resource 
streams as efficiently as possible. 


2. The assessment should then produce a transparent and 
understandable allocation of resources. 


3. The service user should then have choice and control over how their 
support is delivered via a menu of options about how to receive the 
support they need to spend the money allocated to meet their support 
needs. 


4. We need to do this within current resources 


 


Meeting the Objectives 


In Coventry we intend to do this by; 
 
 Assessing for as many of the 7 funding streams in one Integrated 


Assessment   
 Ensuring that the remaining assessments are completed as 


transparently and quickly as possible. These other assessments will be 
referred to as Coordinated Assessments  


 Improving the service user and carer experience of assessments by 
using an Outcomes Focussed Assessment Framework   


 Commissioning new support arrangements to build on existing Options 
for managing care 


 


An Outcomes Focussed Resource Allocation System 


Other Pilot sites are using a Resource Allocation System based on the one 
developed by In-Control instead of Outcomes Focussed Assessments. A 
Resources Allocation System uses a simple questionnaire, which is 
completed by service user and assessor in partnership, to determine the level 
of resources that will be available within the Individual Budget. As these 
systems are as yet unproven we felt this was too risky for Coventry to use as 
it's main method of resource allocation. 



http://www.in-control.org.uk/
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We have however agreed with the Department of Health to develop an 
Outcomes Focussed Resource Allocation System which we will use with 
people who are leaving residential care to return to the community.  


Who will be in the Pilot 


In order to prevent any unnecessary disruption to stable support 
arrangements, Coventry will be piloting Individual Budgets with people from all 
adults service user groups who are 'In Transition', or undergoing a major life 
change. This includes; 
 


 The transition from adolescence to adulthood; 


 The transition from education to employment; 


 The transition from parental or other 'supervised' home to independent 
living; 


 The transition from a hospital or rehabilitation unit to living in the 
community; 


 Returning from an 'out of city' placement to independent living within 
the city. 


 


How will we know it has made any difference? 


The project is being evaluated by a consortium of the three major schools of 
Social Care research from York University, Kent University, the London 
School of Economics, Kings College London and Manchester University. They 
have titled the evaluation IBSEN (Individual BudgetS Evaluation Network). 
 
Coventry's link researcher is Professor Caroline Glennding from York 
University.  
 
The requirements of the evaluation and how it will impact on assessors and 
service users are discussed below. 
 


How will the IB Pilot change my practice? 


We anticipate there being 2 major practice changes; 
 


 The change from needs led assessments to outcomes focussed 
assessments will need a major cultural shift for all concerned. This 
includes you as the assessor, the service users and carers, managers and 
senior managers and perhaps most importantly, the providers of services 
that support people.  


 There will also be a change in the paperwork and procedures to support 
these changes. 
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Integrated and Coordinated Assessments   


The Integrated Assessment 


In order to improve the service users and carers experience of assessment 
we would like to reduce duplication within  the assessment process and speed 
up the whole process of assessment.  
 
Since each service user may currently need several assessments from 
several agencies, we intend to stream line the process by delivering several  
assessments for as many agencies and funding streams as possible within 
one Integrated Assessment. 
  
The Integrated Assessment will cover 


 Social Care support funded by Community Services Community Care 
budgets 


 Housing Related Support funded by Community Services Supporting 
People budgets 


 Minor Equipment Funded by the joint Integrated Community Equipment 
Store (ICES) 


 
Training will be available to support you to assess for Housing Related 
Support and Minor Equipment. 
 


Coordinated Assessments 


For various reasons not all the assessments can currently be integrated into 
one single assessment at present. There may be some change later in the 
pilot.  
The Coordinated Assessments will include; 


 Major Equipment and Disabled Facilities Grant assessments by an OT 
(funded either by ICES or Housing Grants) 


 Assessment for additional social care support by the Independent 
Living Fund 


 Assessment for support to begin or maintain paid work from Access to 
Work 


 Assessment for Continuing Health Care support from the PCT 
 
In order to improve the assessment experience we hope to develop an 
electronic set of forms which will self generate partially completed referral 
forms for any Coordinated Assessment needed. It is hoped that this will 
reduce the number of times people are asked the same questions and speed 
up the process of referral on to other agencies. 
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The Outcomes  Focussed Assessment Framework 


The Social Policy Research Unit (SPRU) at York University recently published 
a Department of Health funded report, Outcomes for Disabled Service Users. 
They report on a project carried out over 3 years across Derbyshire Social 
Services. The project built on previous SPRU work on outcomes for older 
people. 


SPRU defined Outcomes as 'goals that service users wish to achieve' and 
conceptualised an outcomes framework which is reproduced below. 


 


 


In the study SPRU worked with Derbyshire to incorporate this outcomes 
framework into their assessment and review practice.  


SPRU report that the project showed 


 Service Users valued the Outcomes approach because it was both clear 
and relevant, both in approach and documentation 


 Professionals found the Outcomes focus an improvement on the original 
system 


 The change in emphasis of the assessment challenged professionals to 
move from being an expert assessor to broker or facilitator 


 This allowed professionals to be more creative and imaginative in their 
work 


 This increased service users' receptiveness towards engaging with 
social services 


 This allowed professionals to adapt their practice to reflect the social 
model of disability, taking an approach that centred on removing 
barriers and gaining access to mainstream services 



http://www.york.ac.uk/inst/spru/pubs/ccatreps.htm
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 Using an Outcome focus lead to assessments being broader covering 
areas unfamiliar to the assessors such as housing education, training and 
employment. 


As can be seen above, the changes delivered by this project closely parallel 
the changes required by the DoH to be delivered in the Individual Budgets 
pilot and SPRU conclude their report by suggesting that their Outcomes 
framework is in effect Individual Budgets compliant. 


A similar process of change has begun in Coventry to support the delivery of 
the Individual Budgets Pilot. A Pathfinder Group of Social Workers has taken 
the Derbyshire assessment framework and adapted it to meet both the needs 
of Coventry and the increased breadth of the integrated assessment. 
Guidance on completing that paper work is below.  


Training sessions on the shift from needs led assessments to outcomes 
focussed assessments will be available to all Social Workers, and this 
document will not attempt to address that in any detail.  


 


Changes to current practice  


It is important that all forms are completed electronically and not by 
hand. Once the IB Electronic Social Care Record is developed you will 
not be able to use paper forms (so start practising!) 


The Outcomes Assessment Framework will still be embedded within the 
Assessment and Care Management framework, described in guidance 
associated with the NHS and Community Care Act 1990 and Fair Access to 
Care Services (FACS) guidance from 2002. The majority of the current 
Community Services Procedures Manual will still apply, and good practice 
around ensuring people receive copies of assessments and support plans will 
remain. 


Eligibility Criteria will still apply and the funding of support will continue to be 
limited to that which supports the meeting of a critical or substantial risk. 


Some of the additional tasks described here relate to the needs of the 
project's external evaluation, some to meeting the challenges of implementing 
an Outcomes Focused Assessment Framework. 


Major changes to practice are described below, as is who is responsible for 
completing the task. 


However it is important to recognise that as this is a pilot, as yet we do not yet 
have all the answers, and part of you role is to use your professionalism and 
experience to be able reflect on your role, and adapt your practice so that it 
meets the needs of service users better, by delivering the project objectives. 


Screening of referrals 


Eligibility for a Social Care Service will still need to be established as 
Individual Budgets are only available to people who are eligible for a social 
care service. 


All referrals likely to be eligible for a service from adult social care teams will 
need to be screened to see if they should receive an Individual Budget. This 
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includes any scheduled or unscheduled reviews or cases coming out of 
Unallocated Care Management. 


If the person is undergoing a major life change, they will be part of this 
Individual Budgets pilot.  The duty manager or team manager should make 
this decision. If unsure they should consult their Service Manager or 
equivalent.  


All  Teams  should  amend  their  referral  forms  to  ensure  eligibility for 
an Individual Budget is established and recorded on the file. 


Where a service user is to be offered an Individual Budget, the Individual 
Budgets Administrator (individualbudgetspilot@coventry.gov.uk) should be 
informed via the IBSEN User Registration Form. 


Completing the Outcomes Assessment 


VALUES  


The Outcomes Assessment form is intended to be a guide to facilitate the 
recording of the assessment conversation, not a template with lots of boxes to 
tick. It is intended that it allow flexibility for how the agreed Outcomes are 
recorded. It is hoped that this flexibility can be used by you to make the 
document feel more relevant to the service user and carer. The key to the 
assessment process will be your skill in engaging with and involving the 
service user and carer in their assessment. Only by establishing a rapport will 
it be possible to ensure that the agreed outcomes you record are really those 
that are relevant to the service user. 


You should also bear in mind that one of the reasons Coventry selected the 
Outcomes Assessment Framework, was it’s ability to support and deliver 
Coventry’s Promoting Independence agenda. It may well be that you will need 
to use the core social work skill of encouraging and supporting risk taking to 
support the achievement of positive change. Your dialogue with the service 
user will often need to challenge the service user, in order to ensure that the 
agreed outcomes are sufficiently ambitious. This will have particular relevance 
where the service user and family have become accustomed to a dependency 
model of intervention. For example, school leavers should may need to be 
challenged to consider employment as a long term outcome, and not simply 
expect attendance at a day centre. 


PRACTICE 


The following should be borne in mind when completing the form; 


 The situation summary on page 2 can be used to record relevant 
commentary on how the service user wishes to be supported to manage 
their support. 


 This section should also be used to record informal carer's views, 
particularly if they do not agree with the service user. 


 When the electronic forms are ready, global and sub-outcomes will 
transfer automatically to the Support Plan. 


 The priority column should be used to suggest probable eligibility level, 
and thus whether Social Care budgets can be used to support the meeting 
of the outcome in order to manage a critical or substantial risk. Evidence to 



mailto:individualbudgetspilot@coventry.gov.uk

http://www.coventry.gov.uk/ccm/navigation/social-care-and-health/social-services/individual-budgets-pilot/ib-guidance-for-social-care-staff-/

http://www.coventry.gov.uk/ccm/navigation/social-care-and-health/social-services/individual-budgets-pilot/ib-guidance-for-social-care-staff-/
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support the Eligibility Criteria selected can be recorded for each sub-
outcome in the evidence column 


 Some outcomes may only be achieved with the commitment of the service 
user, carer or other public body (e.g. Education, Health). 


 It may be necessary to record outcomes that you feel we have a statutory 
duty to meet but are not high priority to the service user.  


 As this is an Integrated Assessment you must ensure you record how 
social care, minor equipment and housing related support can support the 
meeting of outcomes. See Appendix D for a guide to assessing for 
Housing Related support and applying for Supporting People funding 


 Where you feel one or more Coordinated Assessments are needed, this 
should be recorded (via a tick in the right box on page 9). When the 
electronic forms are ready that tick should create a partially completed 
referral form that you can print out for the service user to complete and 
sign. Until then you will need to agree with the service user and carer who 
should complete the form, using the principles of promoting independence.  


 A discussion of risk should be included in page 8. This should include risk 
to the service user, risk to carers (paid or informal) and risk to others as 
appropriate. The discussion of risk should also refer to Eligibility Criteria 
and risk to independence. Strategies for managing risk can also be 
described here if no separate risk assessment is to be included. 


 It is important that both service user and carer sign the assessment to 
confirm their commitment to working towards the meeting of the agreed 
outcomes.  


If the person you have assessed is leaving residential care you will also need 
to complete the Outcomes Focused Resource Allocation System, and use the 
costings it produces as the 'ball park figure' of what funding is likely to be 
available to fund the support plan. More details on how this works are in 
Appendix C. 


 


Completing the Suggested Support Plan 


SINCE A KEY PRINCIPLE OF INDIVIDUAL BUDGETS IS TO 
DELIVER CHOICE AND CONTROL, THE SUPPORT PLAN IS 
DESCRIBED AS 'SUGGESTED', SINCE THE SERVICE USER WILL 
HAVE FLEXIBILITY ABOUT HOW TO DEPLOY THE RESOURCES 


AVAILABLE TO THEM. THE PURPOSE OF THE SUGGESTED SUPPORT 
PLAN IS TO PRODUCE A RECOMMENDATION OF SUPPORT AND 


TO TRANSPARENTLY COST THIS SUPPORT. THE COST 
FIGURES CONTAINED IN THE SUPPORT PLAN ARE THE 
INDIVIDUAL BUDGET.  


 


THE SUGGESTED SUPPORT PLAN SHOULD TAKE THE AGREED 
GLOBAL AND SUB-OUTCOMES FROM THE OUTCOMES 



http://www.coventry.gov.uk/ccm/navigation/social-care-and-health/social-services/individual-budgets-pilot/ib-guidance-for-social-care-staff-/

http://www.coventry.gov.uk/ccm/navigation/social-care-and-health/social-services/individual-budgets-pilot/ib-guidance-for-social-care-staff-/

http://www.coventry.gov.uk/ccm/navigation/social-care-and-health/social-services/individual-budgets-pilot/ib-guidance-for-social-care-staff-/
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FOCUSED ASSESSMENT, AND TRANSLATE THESE INTO A 
LEVEL OF SUPPORT. IN OTHER WORDS, IT WILL DESCRIBE 
AGAINST EACH OUTCOME THE LEVEL OF SUPPORT THE 


SERVICE USER WILL NEED TO SUPPORT  THE ACHIEVEMENT OF 
THEIR AGREED OUTCOMES. ONCE THE IB ELECTRONIC SOCIAL CARE 
RECORD IS READY, THE GLOBAL AND SUB-OUTCOMES WILL 
AUTOMATICALLY APPEAR IN THE SUPPORT PLAN. 


 


The Suggested Support Plan should present a costed package of support 
which you feel will support the meeting of the agreed outcomes. The costing 
is used to give a clear value to the Individual Budget. 


Once the Individual Budget is awarded, the Service User should have  ‘choice 
and control’ over how the budget is spent, and should be free to spend the 
money in other ways that also support the meeting of the agreed outcomes. 
Hence the title ‘Suggested Support Plan’. This level of flexibility will also need 
a shift in culture from providers if it is to become a reality. 


This 'choice and control' over how their support is managed should be a 
reality for all service users, however they chose to be supported to manage 
their care, and not just those who have opted for Direct Payments.  


Whether such changes do support the meeting of agreed outcomes should be 
considered at review. 


The support plan should record the following; 


 against each sub-outcome; 


o Who will support the meeting of each outcome; this may be the service 
user, a carer or family member, or statutory or other agency 


o The level of support to meet each outcome, this will often be in units 
such as hours or days 


o The cost of that support, where that support is to be funded via the 
Individual Budget.  This should be costed using the schedule of costs.  


 You should distinguish between one off costs (e.g. equipment) or recurring 
costs.  


 Where support is also likely to be forth coming via a coordinated 
assessment, the Support Plan may need to be issued in draft, then 
finalised when the result of the coordinated assessments are known.  


o The draft should reflect that a referral has been made to another 
agency and show which outcome that referral is intended to 
support. 


o The final support plan should show the contribution to the Individual 
Budget of the other agency 


o The final support plan should also show where there are restrictions 
on how any money awarded by another agency is spent 


 Total figures for both ‘one off’ and recurring costs must be completed on 
the last page as this figure is the cash value of the Individual Budget. 



http://www.coventry.gov.uk/ccm/navigation/social-care-and-health/social-services/individual-budgets-pilot/ib-guidance-for-social-care-staff-/
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 Where possible, the unit costs of in house services should be included, so 
their value can be added to the total budget 


 You must also record on the front page how someone is to be supported 
to manage their support. 


Outcomes Focussed Reviews 


As stated previously, the Outcomes Assessment Framework is embedded 
within the NHS and Community Care Act and FACS guidance. Reviews 
should be scheduled using the same guidance and principles as previously. 


It will still be a function of an Outcomes Focused Review to reconfirm 
continued eligibility for a service. The focus of the review should however 
shift. The review should examine whether the support purchased by the 
service user has supported the meeting of the agreed outcomes as recorded 
in the assessment. 


Where this is not the case you will have to consider whether the support is still 
eligible. 


As before, you may need to adjust or change the support needed to meet the 
outcome. Changes should be recorded on a new support plan 


Where a service user has changed the way support is delivered to meet their 
outcomes, the new arrangements should be recorded on a new support plan. 


It may be necessary to complete a new assessment if there have been 
significant changes in outcomes. 


 


Options of support for managing support  


We intend to offer the following options to service users for how they are 
supported to manage their support; 


 Direct Payments; support will be offered via Penderels under the 


current contract. Service users choosing this option will need to be 
relatively independent, needing only occasional support, such as with 
recruitment of a PA or payroll. 


 Third Party Direct Payment; as above, but the Direct Payment 


would be managed on behalf of the service user, for example by a carer or 
family member. It is expected that the service user is able to take all their 
own decisions about how their support is delivered, but needs the support 
of the third party to implement their decisions 


 Independent Living Trust Direct Payment; This is a type of direct 


payment for people who have difficulty making some decisions, but are 
able to express or show preferences about how their support is delivered. 
The trustees role is to put these preferences in to practice by managing 
the support on behalf of the service user. Trustees are likely to be family 
members. 


 Independent Sector Care Brokerage Service; This contract is 


under development with Penderels building on the current Direct 



http://www.coventry.gov.uk/ccm/navigation/social-care-and-health/social-services/individual-budgets-pilot/ib-guidance-for-social-care-staff-/
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Payments Managed Accounts Model. In effect Penderels would provide a 
day to day Care Management service to the service user. This model will 
still need to ensure that it offers choice and control to service users. 


For more information on the above 4 options go to the Council Intranet site 


 Independent Sector Care Navigation Service; under 


development but not yet available 


 Care Management by Community Services; within the pilot you 


as practitioners need to work to develop a new model of care management 
which supports service users to be able to exercise Choice and Control. 
Reporting back to the DoH on these models and how they differ from 
traditional Care Management will be a key part of the project. It is therefore 
important that you are able to reflect on changes to your practice and what 
implications these changes may have for future Social Care policy and 
legislation. 


 


Evaluation 


For most other Pilot Sites, IBSEN are using a Randomised Control Trial 
methodology to evaluate the impact of the Pilot in which 50% of eligible 
people get an Individual Budget, 50% don't and their experiences are 
compared. IBSEN have agreed with us that because we are working with 
people ‘in transition’, it would not be ethical for this methodology to be used in 
Coventry, so the experiences of people who go through the pilot will be 
compared to people in similar circumstance in the last year. 


In order to complete the evaluation, IBSEN need us to gather some baseline 
data on service users. This will be gathered during or very soon after 
assessment. More information will be required once the support plan has 
been agreed.  


Coventry is also planning to complete it’s own evaluation of the project, 
attempting to gather the experiences of users, carers and professionals as 
they happen. We are therefore asking people to record their experiences as 
they happen, using either a diary, Dictaphone diary, video diary, blog etc. 
Materials such as diaries, Dictaphones  and web cams will be provided. 


Service Users  and or carers will need to give their consent to both Coventry 
and IBSEN for their information to be used in this way. 


For more details of the Evaluation Procedure  see appendix A 


Later in the Pilot, IBSEN are likely to request further data on service users to 
help them draw conclusions about the impact of the Pilot in Coventry. We will 
let you know when we know more. 


IBSEN are also working directly with service users to try and understand how 
Individual Budgets have impacted on service users, and will be using a variety 
of methods to gather that data, including interviews, questionnaires, focus 
groups etc. 


They will also be working with staff within Community Services and the 
voluntary sector to evaluate the impact of Individual Budgets on staff in a 



http://insite.coventry.gov.uk/ccm/navigation/directorates/community-services/older-people-s-services/direct-payments-strategy/

http://www.chssc.salford.ac.uk/healthSci/resmeth2000/resmeth/randomis.htm
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variety of settings. Again they will use a variety of methods to gather data 
including interviews, questionnaires, focus groups etc.   


 


 


Commissioning activity to support Individual 
Budgets 


Promoting Independence work with private sector providers 


As mentioned above, if we are to deliver choice and control to service users 
and carers, we will need to deliver significant cultural change in Coventry’s 
provider market.  At present most providers deliver to the Care Plan, and in 
effect the Care Plan forms part of the department’s contract with the provider. 


This arrangement however does not deliver ‘choice and control’ to service 
users, since changes to care delivery have to be negotiated with the Care 
Manager.  


Service providers will have to be supported to allow service users and carers 
to exercise choice and control over how and when their care is delivered.  


It is also important that, where possible, providers move to delivering support 
services as opposed to care services. This distinction between care and 
support is central to Coventry’s Promoting Independence agenda, working to 
ensure disabled people are able to become active citizens, playing positive 
roles in society. 


Through the training being delivered to private sector carer workers by the 
NVQ Centre, work has already started to deliver this cultural change, and the 
NVQ 2 Course now contains compulsory modules on Promoting 
Independence, Sensory Impairment Awareness etc. 


Independent Sector Brokerage 


Independent Sector Brokerage will be developed from the existing Managed 
Account service, currently delivered by Penderels. Brokerage is in effect a day 
to day ‘care management’ service, delivered through the independent sector.  


The Brokerage service will be appropriate for people who want to decide how 
to design their support package independently, or accept the package 
suggested in the support plan, but will need help to arrange and organise the 
support package. 


Community Services Social Workers will still be responsible for assessments, 
the initial support plan and reviews, but day to day issues of how support is 
delivered and managed will be the responsibility of the service user with the 
support of the Broker.  


It is envisaged that within this model, there would be no contact between 
Community Services and the service user, except to complete reviews or in 
the case of an emergency where ‘duty of care’ issues come into play. For 
example, the Broker would be expected to support the service user and carer 
to resolve issues when a carer doesn’t turn up, rather than involving the duty 
Social Worker. 
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Contracts Officers are currently finalising this model, and in particular are 
ensuring that the contract delivers clearly defined support tasks to the service 
user via the Brokerage Service. 


Independent Sector Care Navigation;  


Care Navigation is planned to deliver support for people who want to redesign 
the suggested support package and explore different ways to ensure their 
agreed outcomes are met.  


This service has been designed using the principles of person centred 
planning delivered along side support to develop self advocacy skills. It is 
intended that the service model is complementary to the Outcomes 
Assessment Framework. 


In this model the responsibility for managing the day to day management of 
the support package could be delivered in a variety of ways to suit the 
individual such as  


 By the service user via a Direct Payment 


 By the service user with support from the Brokerage Service 


 By a Social Work Team via Care Management and Dom Care 
Brokerage  


Care Navigation is intended to deliver a service that supports a service user to 
examine options for how support is delivered, and to make realistic choices 
within the resource envelope available to purchase support. For example a 
care navigator could support a service user to re-model an existing support 
plan, offering new options for how services could support the meeting of 
agreed outcomes, within the existing resource envelope.  


As with Brokerage, Contracts Officers are currently finalising this model, and 
in particular are ensuring that the contract delivers clearly defined support 
tasks to the service user via the Care Navigator. 
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Appendix A; Guide to the Individual Budgets 
Evaluation process for Social Workers 


Stage 1; Consent to participate 
 


1. Visit to begin the Outcomes Assessment 
 
2. Ask user and / or carer if they would like to take part in the external IBSEN 
evaluation process 
 
3. Ask IB user and / or carer if they would like to take part in the internal evaluation 
process 
 
o If yes to 3, ask which of the following methods they would like to use. They can 
choose more than one and, if they wish, both user and carer can each record their 
own perspective 


a. Written diary (A5 notebook supplied) 
b. Camera (disposable camera supplied) 
c. Dictaphone (digital, PC downloadable Dictaphone suplied) 
d. Webcam diary (Webcam supplied, must use own computer) 
e. BLOG (must use own computer) 
f. Other method to suit individual 


 
o Discuss how they will return evaluation records to Barbara. Social Workers must 
not be involved in returning these to Barbara to avoid risk of bias. 
 
      Contact Barbara Ashby with details. They will later be issued with a briefcase 
type bag containing their choices and any instructions 
 
4. Fill in consent forms for both internal and external evaluation, get user/carer to 
sign forms 
 
5. All hard copies of forms to be returned to 
 
Barbara Ashby  
(IB Project Administrator)  
Room SS48 
 Civic Centre 1 
 
6. Copies of forms to be kept on file 
  
  


Stage 2; Gathering the Evaluation Data 
 


1. Fill out IBSEN Database forms in paper form 
 



mailto:individualbudgetspilot@coventry.gov.uk

http://insite.coventry.gov.uk/ccm/content/community-services/individual-budgets/individual-budgets-guidance-for-social-care-staff.en

http://insite.coventry.gov.uk/ccm/content/community-services/individual-budgets/individual-budgets-guidance-for-social-care-staff.en
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2. Return paper forms to Barbara Ashby as above who will enter data onto the 
system 


 


Appendix B;  


Schedule of Costs 


 


 


Appendix C  


Outcomes Focused Resource Allocation System 
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Appendix D; Protocol for applying for Supporting 
People funding within an Individual Budget 


Principles 


A. THIS DOCUMENT IS BASED ON THE PRINCIPLE THAT ACCESS TO 
HOUSING RELATED SUPPORT VIA SUPPORTING PEOPLE (SP) FUNDING 
SHOULD BE EQUITABLE.  BEING IN RECEIPT OF AN INDIVIDUAL 
BUDGET (IB) SHOULD NOT LEAD TO AN INCREASE IN THE LEVEL OF 
SUPPORT AN INDIVIDUAL CAN RECEIVE VIA SUPPORTING PEOPLE 
FUNDING.  


B. A KEY PRINCIPLE  OF SUPPORTING PEOPLE IS THAT, IN MOST 
CIRCUMSTANCES, SUPPORT IS PROVIDED IN ORDER TO  EQUIP AN 
INDIVIDUAL TO DEVELOP THE SKILLS TO ACHIEVE INDEPENDENT 
LIVING, WITH HOUSING RELATED SUPPORT NEEDS DIMINISHING OVER 
TIME AS INCREASED INDEPENDENCE IS ACHIEVED.  


C. UNDER CURRENT CONTRACT ARRANGEMENTS ALL NON-IB SP MONEY 
IS PAID DIRECT TO THE HOUSING PROVIDER OF AN 
ACCOMMODATION BASED SCHEME. PEOPLE WHO CHOSE TO MOVE 
TO OR REMAIN IN ACCOMMODATION BASED SUPPORTING PEOPLE 
SCHEMES WILL NOT BE ABLE TO ACCESS SUPPORTING PEOPLE 
FUNDING VIA THEIR INDIVIDUAL BUDGET.  


Supporting People Funding for Individual Budgets Pilot Project  


SP HAVE NOW AGREED TO RELEASE OF £359,786 TO SUPPORT THE 
INDIVIDUAL BUDGETS PROJECT BASED ON THE ASSUMPTIONS DETAILED IN 
FIG 1. THESE ASSUMPTIONS WERE BASED ON AVERAGE SUPPORT COSTS 
AND LEVELS ACROSS EACH SERVICE USER GROUP.  CLEARLY SOME PEOPLE 
WILL HAVE NEEDS ABOVE THIS, BUT EQUALLY SOME WILL HAVE NEEDS 
BELOW THIS AND INDEED NO SUPPORT NEEDS AT ALL.  


 


THE SP TEAM HAVE NOW AGREED TO DELEGATE THIS AMOUNT TO THE IB 
PROJECT.  


Applying for and releasing SP funding within an Individual Budget 


Client group


No. of 


people HRST level Hrs support per wk.


Weekly Cost At 


£15 ph


Annual cost to  SP 


Budget


Learning Disabilities 40 l 3.00 £1,800


20 m 7.00 £2,100


Mental Health 10 m 5.00 £750


Physical disabilities 30 m 5.00 £2,250


Total Hours / wk 460.00


£6,900 £359,786


Fig 1; Assumptions to calculate SP funding for the IB project
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A) THE DELEGATED IB SUPPORTING PEOPLE BUDGET WILL BE MANAGED 
BY THE IB PROJECT LEAD, ANDREW REECE.  


B) BEFORE APPLYING FOR SP FUNDING VIA AN IB, THE ASSESSOR MUST 
OBTAIN CONFIRMATION FROM THE SP TEAM (MO QUINN OR HELEN 
FOUNTAIN)) THAT THE PERSON IS NOT CURRENTLY SUPPORTED VIA 
ANY OTHER SP PROJECT.  


C) THE SP TEAM WILL PROVIDE THIS CONFIRMATION WITHIN THREE 
WORKING DAYS OF RECEIVING THIS REQUEST  


D) APPLICATIONS FOR SP FUNDING FOR IB HOLDERS SHOULD BE MADE TO 
ANDREW (PREFERABLY ELECTRONICALLY) VIA THE COMMUNITY 
SERVICE'S SERVICE AUTHORISATION FORM (SAF). YOU SHOULD ATTACH 
SUFFICIENT EVIDENCE TO YOUR APPLICATION TO JUSTIFY YOUR 
REQUEST AND SATISFY FUTURE AUDIT REQUIREMENTS. THIS IS BEST 
PRESENTED IN THE FORM OF THE SUPPORTING PEOPLE TASK ANALYSIS. 
CONFIRMATION THAT NO OTHER SP FUNDING IS IN PLACE AS PER 
PARA. 11.3 B ABOVE MUST ALSO BE ATTACHED  


E) APPLICATIONS SHOULD STATE WHETHER YOU ARE APPLYING FOR THE 
HIGH (10 HOURS PW) MEDIUM (7 HOURS PW) OR LOW (3 HOURS PW) 
LEVEL OF HOUSING RELATED SUPPORT. SEE PARA 11.4 BELOW.  


F) THE SAF SIGNED BY ANDREW WILL ENABLE YOU TO RELEASE SP FUNDS 
TO THE IB HOLDER IN THE FORM AGREED IN THEIR SUPPORT PLAN (IE 
AS A DIRECT PAYMENT OR VIA PURCHASED SERVICES ETC).  


G) YOUR COMMUNITY CARE FINANCE OFFICER SHOULD THEN ARRANGE 
TO RECHARGE THE AGREED AMOUNT TO SUPPORTING PEOPLE.  


Calculating Individual Budget awards from Supporting People; a new model 


THE ORIGINAL ASSUMPTIONS CONTAINED IN FIG 1 ABOVE WERE BASED 
ON AVERAGE LEVELS OF  SUPPORT PROVIDED THROUGH SP FLOATING 
SUPPORT SCHEMES. IN DISCUSSIONS WITH THE SP TEAM WE HAVE 
DECIDED TO RETURN TO THIS MODEL, SO ANY SP AWARD WILL BE BASED 
ON THE SUPPORT A PERSON WOULD TYPICALLY RECEIVE VIA A FLOATING 
SUPPORT SCHEME.  


TO ALLOW FOR THE AVERAGING EFFECT DESCRIBED ABOVE WE ACCEPT 
THAT A SMALL NUMBER OF PEOPLE WILL HAVE VERY HIGH SP TASK LEVELS 
AND A LARGER NUMBER WILL NOT BE ELIGIBLE FOR ANY SP SUPPORT. A 
SUGGESTED BREAKDOWN IS ATTACHED IN FIG 2. CLEARLY ANY VARIATION 
IN AWARDS AGAINST THIS WILL IMPACT ON FUTURE AWARDS THAT CAN 
BE FUNDED FROM THIS BUDGET AND IT WILL BE THE BUDGET HOLDERS 
RESPONSIBILITY TO MONITOR AND CONTROL THIS.  


IT IS ENVISAGED THAT, GIVEN THE PRINCIPLE ARTICULATED IN PARA 11.1 
B, PEOPLE WHO QUALIFY FOR HIGH LEVEL FUNDING WILL ONLY RECEIVE 
THIS LEVEL OF FUNDING FOR A TIME LIMITED PERIOD. SUCH AN EXAMPLE 
MAY BE A YOUNG PERSON LEAVING THEIR PARENTAL HOME SETTING UP 
IN THEIR OWN PROPERTY FOR THE FIRST TIME. THEY WILL NEED INTENSE 



mailto:helen.fountain@coventry.gov.uk;%20mo.quinn@coventry.gov.uk?subject=Individual%20Budgets%20SP%20check

mailto:helen.fountain@coventry.gov.uk;%20mo.quinn@coventry.gov.uk?subject=Individual%20Budgets%20SP%20check

mailto:helen.fountain@coventry.gov.uk;%20mo.quinn@coventry.gov.uk?subject=Individual%20Budgets%20SP%20check
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INITIAL SUPPORT, BUT CAN BE REASONABLY  EXPECTED TO DEVELOP 
INDEPENDENT LIVING SKILLS AS THEY SETTLE IN, SO LEADING TO A 
REDUCED NEED FOR SUPPORT IN THE LONG TERM. 


 


 


 


 


 


 


HRST level


Hrs support 


per wk. Weekly Award No People Total Hours


High 10 150 10 100


Medium 7 105 30 210


Low 3 45 45 135


No SP 0 0 15


Total Hours 445
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Support Planning Guidelines 


 


A guide to your Individual Budget 


Support Plan 
 


                                                                    
 


This guide will tell you about 


 Individual Budgets 


 Support Guidelines 


 Who to contact for more information 


 


 


 


             April 2008 
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Section 1 


Dictionary 
 


Agent - Someone who does something official or legal 


for you. 


Eligible - you can get help with your care and support. 


Whether you are eligible depends on your needs and the 


money you already have. 


Care Manager - This is usually your social worker 


Individual budgets - A new way of working with you to 


give you more choice and control over how money is used 


for your Social Care and support. 


Individual budget allocation - The weekly cost of the 


care and support you need 


Pilot - Trying something for a time to test how good it 


is. 


Resource allocation system - Clear and fair rules for 


how much money everyone gets. The resource allocation 


system makes sure the council has enough money for 


everyone who needs support. 
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Support Broker - Specialist worker whose job it is to: - 


 give you support and advice  


 help you complete your support plan  


 help you think about different ways to meet your 


needs  


 help you find the services and support you need  


 Help you to work out the cost of support. 


Support plan - The law says we must have a written 


agreement that confirms how you will get the support 


you need. 


Support Planning - Thinking about all the things you 


need support with, how you want support and who you 


want to support you. 


Essential Needs – The support you need to ensure that 


you have a good quality of life. 


Essential Outcomes – What needs to happen to keep you 


safe and well? 


We - Leicester City Council or someone working for 


Leicester City Council. 


Us - Leicester City Council or someone working for 


Leicester City Council. 


You - Anyone accessing social services support. 
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Section 2 


What is an Individual Budget? 


Leicester City Council is taking part in the Government's 


national Individual Budget pilot. We are trying out this 


new way of working. 


Individual budgets should make assessment easier so 


you spend less time giving us information. 


Individual budgets should give you more choice and 


control over how money is used for your Social Care and 


support. 


Individual budgets should make it easier for you to 


change the care or support you get. You can also keep 


your care and support the same if you want. 


Individual budgets should make it clear how much money 


is available to spend on the care and support you get. 


Individual budgets should bring together money 


available from different places such as 


 Council-provided social care  


 Independent Living Fund  


 Supporting People  


 Disabled Facilities Grant  


 Integrated Community Equipment Services  


 Access To Work 
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You can decide whether you want to try an individual 


budget or not. You can discuss this with your care 


manager or social worker. 


We will want to know if individual budgets are helping 


you or not, so someone may contact you to find out what 


you think. 


After March 2008, individual budgets may be used for 


more people. If we stop using individual budgets, 


Leicester City Council will work with you to try to keep 


your support the way you have planned. 
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You have 4 weeks to make a Support Plan 


with help from a Support Broker, your 


family or friends. You must plan support for 


all your essential needs. If you need more 


time then your Care Manager can arrange 


this with you. 


Your Care Manager must agree with your 


plan before you can use your Individual 


Budget Allocation. Your Care Manager must 


check all your essential needs will be 


supported and then discuss your plan with 


their supervisor. 
 


How will Individual Budgets work? 


You contact your local Social Work Office.      


Your care manager will ask you questions 


about what you need support with, your 


income and savings. The assessment will tell 


us your essential needs and whether you are   


eligible for social care support. 
 


 


If you are eligible, your Care Manager will   


use a 'resources allocation system' to work 


out your 'Individual Budget allocation'. This 


is the cost of the care and support you 


need. Your Care Manager will tell you how 


much money is from the council and whether 


you will need to pay anything.                                             
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To make your plan happen, you can: 


- Arrange your own support 


- Get help from a Support Broker 


- Ask the Care Manager to arrange your 


  support 


Leicester City Council has said that your 


Care Manager must check, at least once a 


year, that your support plan is working well 


for you. If you have just started to receive 


support from Leicester City Council, your 


care manager should check your plan with 


you more often. 
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What can I spend my Individual Budget 


Allocation on? 


Some of the ways you can spend your Individual Budget 


Allocation are: 


 Employing support workers or personal assistants.  


 Employing family members who do not live with you. 


There must be a special reason why you need them 


to provide your care or support for Leicester City  


Council to agree to you employing them as personal 


assistants. At the moment a senior officer at 


Leicester City Council makes this decision, not your 


Care manager.  


 Buying services from an agency or organisation. 


 Paying expenses for unpaid helpers. 


 Buying equipment which will help reduce your longer 


term support needs. 


 Paying holiday or other expenses for someone 


supporting you to give your carer a break. 


The things you cannot spend your money on are: - 


 Things that do not improve your life.  


 Employing immediate family members living in the 


same house. Immediate family members are your 


parent, parent-in-law, aunt, uncle, grandparent, son, 


daughter, son-in-law, daughter-in-law, stepson, or 
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daughter, brother, sister or partner of any of these 


people.  


 Support agencies that are not registered as a 


domiciliary care agency with the Commission for 


Social Care Inspection if you need personal care. 


The Commission for Social Care Inspection can give 


you a list of registered agencies. Their address is in 


section 3.  


 Health needs.  


 Employing someone who could place you at risk of 


harm. For example, because of their past criminal 


behaviour.  


 Illegal activities. 


If in doubt contact your Care Manager or Support 


Broker. 


 


 


 


 


 


 


 


 


 


 


 







11 


How do I pay for support using my 


Individual budget? 


You can use one or more of the following ways to pay for 


your care and support. For example we could arrange 


some service for you and the rest you could arrange 


yourself through Direct Payments. 


a) Direct Payments 


Money can be paid directly to you or to someone on your 


behalf. Direct Payments are normally paid every 4 weeks 


in advance. 


The Care Manager can give you more information about 


Direct Payments. There is a support service at a local 


voluntary organisation called 'mosaic: shaping disability 


services'. In exceptional cases they can also manage the 


funding on your behalf. 


b) Payment to a Service Provider 


Leicester City Council can pay your Individual Budget to 


an organisation who will provide your care and support. 


The provider must show you and Leicester City Council 


how your money is used. 


c) Local Authority holds the funding 


If Leicester City Council provide or arrange services for 


you they can hold the money on your behalf. 
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What happens if I want to spend a bit 


more or a bit less? 


If you use Direct Payments or Payment to a Service 


Provider, you can hold 4 weeks of your Individual Budget 


Allocation. You can use this if you have extra needs or 


your needs change. 


If you need to hold more money, then give clear reasons 


to your Care Manager. 


If you think that you are spending more than your 


individual budget allocation you must get advice and 


support from someone. You could ask one of the 


following people: 


 Someone you trust.  


 Someone who helped with your Support Plan.  


 Someone from Leicester City Council. 


You must tell your Care Manager if you continue to 


spend more than your individual budget allocation. 


Leicester City Council may not pay money directly to you 


if you continue to spend more than you individual budget 


allocation. They may pay directly to the service 


provider. 
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Will my Individual Budget affect my tax or 


benefits? 


Your Individual Budget allocation is to pay for 


assistance and support to meet your needs. It is not 


money for you so it will not need to be declared for tax 


or benefit purposes as income. 


However please note the Council is required to work out 


if you should make a contribution towards some of the 


assistance you need (e.g. help with personal care and 


domestic support). Therefore the Council may ask you 


information on your personal income and saving in order 


to work out whether you should make a weekly 


contribution. This is called fairer charging. Your Care 


Manager will be able to give you more information on 


this area.  
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Section 3 


Why do I need to do a support plan? 


Planning is thinking about your life to decide what you 


want to change and what you want to stay the same. 


Planning helps you find out what you need to do and what 


support you need to have the life you want. 


Planning is a way of making sure the people who support 


you know what you want, so they can do a good job.  


You must plan the right support for you before you can 


use your Individual Budget allocation. 


Leicester City Council needs to be sure that the money 


for your support is spent in a responsible way. You must 


discuss your Support Plan with your care manager. 
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Who can help me with my support plan? 


 You might want to make your support plan on your own. 


If you want help, think about talking to people you trust 


or whose job it is to help. 


 Family and friends  


 Your Care Manager  


 A Support Broker  


 Organisations and the people who support you 


Your Care Manager will make sure you have enough 


support to do your Support Plan. 


If you are unable to do the plan yourself then you can 


choose an 'Agent' to do it for you. Your Care Manager 


must check the person is suitable to do your plan. There 


is a separate guide to using Agents. 
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What do I put in my support plan? 


Make your plan in the way you feel most comfortable. 


You might want to use pictures, drawing, writing, or 


typing. 


You can use your Person Centred Plan if you have one. 


Person Centred Plans have been used as a way of 


supporting people with Learning disabilities to express 


what they want and need. 


The assessment with your Care Manager will show 


'essential outcomes' - the things you need support with. 


Your care manager will tell you the essential outcomes 


you must think about. Your support Plan must say what 


support you will get for each essential outcome. 


For example: Essential outcome: I need to eat at 


certain times of the day because of my diabetes. 


Support Plan: Someone telephones my mobile to check I 


have remembered. 


You can include things in your plan that don't cost money 


and other things you are planning to pay for yourself. 


You must say what will happen if your circumstances 


change. You may need to be able to change some of your 


care and support without checking it with your Care 


Manager. 
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For example: I get a bad chest infection in January or 


February every year. It means I need more help around 


home, so I plan for extra support at some point in the 


winter. 


There are 7 things that must be in your support plan 


1. Who you are  


2. What your plans are for the future  


3. What Support you will need to do what you want  


4. How you will stay healthy and safe  


5. How you will stay in control of your own life  


6. How your support will be managed  


7. What your support will cost 


The Law says we must have a written agreement about 


your support services. You or your Agent, your Care 


Manager and their Supervisor must sign your Support 


Plan at the bottom. 


Your support plan may be shared with other 


organisations/ individuals that are supporting you, such 


as Mosaic, Mencap, Supported living providers, Care 


agencies, and your P.A. 


This is to help provide the services that you need.  


If you want more information about this then you can 


speak to your Care Manager or Support Broker. 
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What if I need to change my Support Plan? 


You can change your plan without checking it with your 


Care Manager if: 


 it is a small change – For example: Swapping the 


times of my support 


 it doesn't put you at increase risk of harm  


 it can be afforded from your Individual Budget 


allocation 


You will need to check changes with your Care Manager 


if: 


 you want to change a lot of your support or who 


supports you  


 it might be more risky for you  


 you can't afford it from your individual budget 


allocation 


Leicester City Council has said that your Care Manager 


must check, at least once a year, that your support plan 


is working well for you. If you have just started to 


receive support from the Council, your care manager 


should check your plan with you more often. 


If you think your needs have increased then you need to 


ask the Care Manager to reassess your needs. If they 


agree your Individual Budget funding may be increased. 


It is also important to also let them know if your needs 
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go down so that they can reduce your Individual Budget 


allocation and allocate it to someone with more needs. 


Section 4 


What if I am unhappy with my individual 


budget or support? 


If you are unhappy with your individual budget allocation 


or your support plan you need to 


 Discuss it directly with those people who provide 


your services  


 Contact your Care Manager or Support Broker  


 Ask an independent advocate. 


Your Care Manager should have given you a copy of the 


Leicester City Councils Complaints Procedure. They will 


also let you know how to contact an independent 


advocate. 
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Who to contact for more information? 


 


If you want more information about this guide or help 


with doing your Support Plan then please contact these 


people 


Support Broker working for Leicester City Council: 


Individual Budgets Project Team 


Planning & Service Development Section 


Adult Housing Department 


1st floor, Mansion House 


41 Guildhall Lane 


Leicester 


LE1 5FR 


Tel. (0116) 2254753 


Fax :(0116) 2254754 


Support Broker based at Mencap (Voluntary 


organisation) 


3rd Floor 


Kimberley House 


Vaughan Way, 


Leicester 


Tel. (0116) 2422742 


Fax. (0116) 2620484 


Or look on the Leicester Disability Information 


Network website which has information on Individual 
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Budgets and on local and national services 


www.ldicn.org.uk 


Care Manager Contacts 


If you need to contact your Care Manager then their 


address and telephone number is in your assessment. If 


you are unsure who they are or have mislaid their 


number then please contact: 


Adult Housing Department 


1 Grey Friars, 


Leicester LE1 5PH 


Tel. (0116) 2531191 


Minicom (0116) 2518040 


OTHER ORGANISATIONS THAT COULD HELP 


Mosaic: shaping Disability Services 


2 Richard III Road, 


Leicester LE3 5QT 


Tel: (0116) 2515565 


Fax: (0116) 2519969 


Minicom: (0116) 251009 


Website: www.mosaic1898.co.uk  


Commission for Social Care Inspection 


Unit 3A 


The Pavillions, Grove Park 


Leicester LE9 5SX 


Tel. (0116) 2815900 


Fax: (0116) 2815910 



http://www.ldicn.org.uk/
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Section 5 


Individual Budgets Support Plan (Blank) 


 
 


Your name:       


 
 
 
Your Address:       


 
 
 
 
Date of Birth:       


 
 
Essential Contact Details: 
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1.  ABOUT YOU  
 


Your plan should include some information about yourself. 
 
You could say something about: 
 


- How you like people to communicate with you 
 


- Who are important to you such as your family and friends? 
 


- Your hobbies and things that you like or dislike. 
 


- How you see yourself in relation to your age, gender, ethnicity, 
disability, sexual orientation, culture, traditions, and religion. 


 


- Any experiences or life events you think are important. 


 
Please write your ideas below: 
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  2.  WHAT DO YOU WANT TO CHANGE?  
 
Your plan should say what you might want to change and what you 
want your aims are for the future 
 


  Think about your life at the moment: 
 


- What is going well? 
 


- What isn’t going well? 
 


Think about you aims for now and in the future. You might want to:  
 


- Change where you live? 
 


- Change what you do during the day? 
 


- Try activities like shopping, cooking, cleaning and gardening? 
 


- Try paid or voluntary work? 
 


- To go on holiday? 


 
Please write your ideas below: 
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3.  WHAT ASSISTANCE DO YOU NEED?    
 
 Your plan should say what assistance you need to achieve your aims 
 
   3. 1  What support do you need at home?    


 


- Do you need any support with bathing, getting dressed or 


personnel care? 
 


- Do you need support to get in and out of bed? 
 


- Do you need help to take medication or someone to collect your 
prescription? 


 
- Do you need support to go shopping or to clean your house? 
 
- Do you need support with money and bills? 


 
Please write your ideas below: 
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   3. 2 What support do you need in the community?    


 
 


- Do you need support to access leisure activities, like swimming, 
football, or going to the theatre or cinema? 


 


- Would you need support if you went to college or learning 
environments? 


 
- Maybe you would like support to meet new people or join new 


groups 
 
- Maybe you would like to go to work and would need some 


support to do this 


 
Please write your ideas below: 


      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







27 


 
 
 


   


 3. 3  Think about who you want to support you :  
  


- Family and Friends 
 


- Social Services 
 


- An agency that provides support to you already 
 


- Employ a Personal Assistant or an Agency through Direct 
Payments 


 


- Or maybe you would like different people to support you with 
different things 


 
Please write your ideas below: 
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Pease complete the table below as to when you would like to receive 
support 
 


 Morning Lunchtime Afternoon Evening Overnight 


Monday 
 
 


                              


Tuesday 
 
 


                              


Wednesday 
 
 


                              


Thursday 
 
 


                              


Friday  
 
 


                              


Saturday  
 
 


                              


Sunday 
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4. HOW WILL YOU KEEP SAFE AND WELL? 
 
Your plan should include information about how you will keep safe and 
well. Think about what will reduce the risks : 
 


- Are there people that you do not feel safe around? 
 


- Are you at risk of falls or accidents? 
 


- Making physical changes to your home to make it safer 
 


- Are you safe in your home when you are bathing, cooking etc? 
 


- Getting equipment such as an alarm, or chain 
 


- Getting training for the people who support you? 
 


- Could you contact someone in an emergency? Who you would 
like to be contacted? 


 
Please write your ideas below: 
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5. HOW WILL DECISIONS BE MADE?   


 


Your plan should say how you will be involved in making decisions 
about your life, and what support, if any, you need. 
 
You may want support from family, friends, cares, support workers, or 
advocates to help you make decisions. 


 
You may have no difficulty in making decisions, you should just state 
this on the plan. 


 
Please write your ideas below: 


      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







31 


 
 6.  HOW WILL YOU MANAGE YOUR SUPPORT? 
 
Your plan needs to say who is going to manage your support and 
assistance. You need to ask yourself: 
 


- Do I want to manage my own support? If so, our funding can be 
given to you as a Direct Payment. You will then have to organise 
and pay the people who are supporting you.  You can get help 
with this from the Direct Payment Support Service.  They can help 


you find and appoint personal assistants.  
 


- Do I want somebody to do it on my behalf? You can ask the 
Council to organise your support for you. However, they can only 
organise support from their own staff or from certain organisations 
they have a contracts with.  


 


- Do you want an agency that supports you already to hold the 
funding for you? If so the Council can make this arrangement if it 
has a contact with them already 


 
Please write your ideas below: 
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7. WHAT WILL YOUR SUPPORT COST? 
 
Your plan must set out what the support will cost on a week to week 
basis.  
 


The amount in your Budget may just be the amount that the Council 
has agreed to pay. However, there may be other funds you can use like 
the Independent Living Fund. Some of these organisations may have 
particular rules about what you can and can’t spend your money on. 


You need to make sure you know what these rules are. 
 


You may also need to contribute some of your own personal money to 
your Budget. This is because the Council is required to work out if you 
should make a contribution towards some of the assistance you need.   


 
Please write your ideas below: 
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Complete the chart below to show what your individual budget will be spent 
on. 
 
Weekly money in and out 
 


Money in   


Individual budget  
       
       
       
       
       


Total money in  


Money out  
       
       
       
       
       
       
       
       
       
       
       


Total money out  


Balance  
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Individual Budgets Support Plan (Easy Read) 


(This is a Care Plan for Fair Access to Care purposes) 
 


Your name:       


 
 
 
Your Address:       


 
 
 
 
Date of Birth:       


 
 
Essential Contact Details: 
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1. ABOUT YOU 
 


         
 


     You could say something about: 
 
 


      
 
 


  
 
  


   


   
   
 


 
 
 
 
 
 
 
 


Your plan should include some information 
about yourself. 
 


How you like people to communicate with you 


Who are important to you such as your family 
and friends. 


Your hobbies and things that you like or 
dislike 


How you see yourself in relation to your age, 
gender, ethnicity, disability, sexual orientation, 
culture, traditions and religion 


Any experiences or life events you think are 
important 
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Use this space to write or draw your thoughts 
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What isn’t going well? 


 
 
2.1  WHAT DO YOU WANT TO CHANGE? 


 


 
 
 


Think about your life at the moment: 
 


 
 
 
 
 
 
 


  
 


    
 
 


 
 
 


  


  
  


Your plan should say what you might want to 
change and what your aims are for the future  


What is going well? 


Change where you live? 


What you do at home and during the day. 
Try activities like shopping, cooking, 
cleaning and gardening. 
 


Think about you aims for now and in the future. You 
might want to: 
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Use this space to write or draw your thoughts 
 


Try paid or voluntary work 
 


To go on holiday 
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3.  WHAT ASSISTANCE DO YOU NEED? 
 


 
 
 


  
  
 
 


 


3.1 Think about what you need support at home: 
 


   
 


             
 
 


 


 
 
 


 


 
 
 


 


   


              
            


 


 
 


 
 
 


Your plan should say what assistance you 
need to achieve your aims. 
 


 


Do you need any support with bathing, getting 
dressed or personnel care? 


Do you need support to get in and out of bed? 


Do you need help to take medication or 
someone to collect your prescription 


Do you need support to go shopping or to 
clean your house? 


Do you need support with money and bills? 
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Use this space to write or draw your thoughts 
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3.2 Think about what support you need in the community: 
 
 


 
 


 
 
 


 
 
 
 


 


 
 
 


  
 
 


   
  
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 


Do you need support to access leisure 
activities, like swimming, football, or going to 
the cinema? 


Would you need support if you went to 
college? 


Maybe you would like support to meet new 
people or join new groups 


Maybe you would like to go to work and 
would need some support to do this 
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Use this space to write or draw your thoughts 
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3.3 Think about who you want to support you? 
 
 
 


 
 
 
 


 


 
 


 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 


 


 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 


Family and Friends 


Social Services 


Employ a personal Assistant through direct 
payments 


Or maybe you would like different people to 
support you with different things 


An Agency that provides support to you 
already 
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Use this space to write or draw your thoughts 
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Now complete the chart below to show what activities you will be 
doing and who will be supporting you  
 
 


 Morning Lunchtime Afternoon Evening Overnight 


Monday 
 
 


                              


Tuesday 


 
 


                              


Wednesday 
 
 


                              


Thursday 
 
 


                              


Friday  
 
 


                              


Saturday  
 
 


                              


Sunday 
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4.  HOW WILL YOU KEEP SAFE AND WELL? 
 
 


   
   
 


4.1 Think about what will reduce risks: 
 
 


 
 


   
   
 


  
 
 


  


         
 


 


   
 
 
 
 
 


 
 


Your plan should include information about 
how you will keep safe and well. 
 


Are there people that you do not feel safe 
around? 


Are you at risk of falls or accidents? 


Are you safe in your home when you are 
bathing, cooking etc? 


Making physical changes to your home to 
make it safer 
 


Getting equipment such as an alarm, or chain 
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Could you contact someone in an emergency? 
and who you would like to be contacted? 


Use this space to write or draw your thoughts 


Get training for you or the people supporting 
you 
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5. HOW WILL DECISIONS BE MADE?   
 
 


 
 
 


Think about who can make decisions about your life: 
 
 


 
 
 
 


  
 
 
 


 
 


 


You may want support from family, friends, cares, support workers, 
or advocates to help you make decisions. 
 
You may have no difficulty in making decisions, you should just 
state this on the plan. 
 
 
 
 


Your plan should say how you will be involved 
in making decisions about your life, and what 
support, if any, you need. 
 


I can make all the decisions about my life 


I need some help to make decisions about 
my life 


I need someone else to make decisions 
about my life 
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Use this space to write or draw your thoughts 
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6.  HOW WILL YOU MANAGE YOUR SUPPORT? 
 


   
 
 


Once it is clear what you want to do then you need to decide how 
your support is going to be managed.  You need to ask yourself: 
 
 


 


  
 


 
 


 
 
 
 


 


    
  
 


 


  
 
 


 


 
 
 


Your plan needs to say who is going to 
manage your support and assistance.  
 


Do I want to manage my own support? 
 


If you want to manage your support yourself, 
your Individual Budget funding can be given 
to you as a Direct Payment. You will then 
have to organise and pay the people who 
are supporting you.   
 
You can get help with this from the Direct 
Payment Support Service.  They can help 
you find and appoint personal assistants. 
They will also explain the things you need to 
know about being an employer. 


Do I want somebody to do it on my behalf? 


You can ask Social Services to organise your 
support for you. However, Social Services can 
only organise support from their own staff or 
from certain organisations they have a contract 
with. The choice of organisations you can use 
is therefore more limited. Social Services 
cannot employ individuals on your behalf. 
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Use this space to write or draw your thoughts 


 


 







52 


7.  WHAT WILL YOUR SUPPORT COST? 
 
 
 


   


              
 
 
 


 
 


 


 
  


  


          
 
 
 
 


 
 
 
 


 
 
 


        


  
 
 


 
 


Your plan must set out what your assistance 
will cost on a week to week basis. The plan 
will not be agreed if it does not say how much 
your assistance will cost or if it costs more 
than the amount agreed. 


You need to say how much money you will 
get in your Individual Budget and how much 
money you will spend on your support. 
 


The amount in your Budget may just be the 
amount that Social Services have agreed to 
pay. But, there may be other funds you can 
use like the Independent Living Fund. 
 
 


Some of these organisations may have 
particular rules about what you can and can’t 
spend your money on. You need to make 
sure you know what these rules are. 
 
 


You may also need to contribute some of your own 
personal money to your Budget. This is because the 
Council is required to work out if you should make a 
contribution towards some of the assistance you 
need.   
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Complete the chart below to show what your individual budget will 
be spent on. 
 
 
 
Weekly money in and out 
 


Money in   


Individual budget  
       
       
       


Total money in  


Money out  
       
       
       
       
       
       
       
       
       
       
       


Total money out  


Balance  
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DECLARATION 


 


I agree that I have received a copy of "Your Record and You" 


which describes how my information may be used by Leicester 


City Council.  


I also agree that the information from this Support Plan may 


be shared with the National Evaluation Team to see if 


Individual Budgets provides better results for individuals and 


provides better benefits to the public than the current 


methods of providing services. 


 


Support plan completed by: 


 


Name:……………………………………. 


Address:…………………………………. 


……………………………………………. 


……………………………………………. 


 


Role:…………………………………….. 


Signature:……………………………….. 


 


Sign or mark of service user:……………………….. 


Date:……………………….. 


Signed by Care Manager:…………………………………. 


Date: ………………………. 


 


Signed by Supervisor:…………………………………. 


Date: ………………………. 
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FOR COUNCIL USE ONLY: 
 


Date Support Plan agreed by all parties  


Date Support put into place  


 
Reviews of Support Plan 
 


Date of Review  


Reason for 
Review 


 
 


Sign or mark of 
service user 


 Date  


Signed by Review 
Officer 


 Date  


Signed by 
Supervisor 


 Date  


 
 


Date of Review  


Reason for 
Review 


 
 


Sign or mark of 
service user 


 Date  


Signed by Review 
Officer 


 Date  


Signed by 
Supervisor 


 Date  


 


 


 


 


 


 


 


 


 


 


 







56 


Acknowledgements 


 


Leicester Symbols Project 


 


Change Picture Bank 


 


Somerset Total Communication 


 


Partnership Board Word Bank 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







57 


 
 






_1294045242.pdf


 
 
Protocol  
Between Norfolk Supporting People and The Individual Budget Pilot 
 
This Protocol will be between Norfolk Supporting People and the Norfolk 
Individual Budget Pilot Project.  
 
The Aim 


 
The aim of this protocol is to ensure clarity as to how housing related support 
will be assessed and funded through Supporting People and ensure clarity of 
responsibilities and roles 
 
Background 


 
The Individual Budget Pilot (IBP) will evaluate a new way of enabling people 
to have the support they need to live independently.  Norfolk is piloting 
Individual Budgets (IB) for people with mental health issues.    
 
Individuals participating in the pilot will know how much money they have 
allocated to spend on their support and can chose how their Individual Budget 
should be spent on their social care and housing related support needs. 
 
The Process 
 


 IB will have the responsibility to: 


 identify service users for the IB pilot who have indicated by ticking the 
relevant section of the IB Questionnaire that they have housing support 
needs 


 inform service users that they cannot receive SP funding if they are in 
an SP funded accommodation based service or about to move into 
such a service 







 find out if any service users are about to move into an SP funded 
accommodation service or about to receive SP funded floating support 
and inform SP 


 inform those service users who are receiving or about to receive 
floating support that they cannot be double funded by SP.  These 
service users may either use their IB funding to continue funding their 
current floating support provider or chose their own provider funding 
this themselves through IB, and make IB aware of their decision 


 pass a list of service users with current addresses to SP         
highlighting any information regarding current or future SP funding   
issues as above and the SP part of the resource allocation for each 
individual 
 


 SP will have the responsibility to: 


 identify from the people on the list put forward by IB those people in 
accommodation based services and inform IB 


 inform floating support providers of any service users who may not be 
continuing using them as their floating support provider 


 make arrangements to transfer the appropriate funding to IB 
 


 Service users will carry out a self assessment of their support needs as 
will the Care Co-ordinator for the initial 6 months 


 


 Arising from this assessment an individual will be allocated a sum of 
money to purchase support for 12 months 


 


 The individual will write a support plan with assistance if required 
 


 This plan is agreed by the Care Co-ordinator if: 
 


It shows how the outcomes described will be achieved and 
The cost is within the individual budget 


 


 SP transfers the appropriate funding 
 


 The support is set up 
 


 The plan is reviewed after a year to evaluate how the individual budget 
has been used to achieve the outcomes 


 
How the Process will be Managed 
 


 Housing related support needs arising from the assessment and support 
plan will be funded by SP as follows: 


 


 SP will make £25,000 available to fund individual budgets for the first 
year of the pilot scheme (2006/07) 


 


 SP will pay up to £18 per unit hour for housing related support 







 


 SP will pay according to the assessed level of housing related support 
which will be identified through the assessment process 


 


 SP would expect that housing related support needs assessed would 
reduce during support provision therefore the allocation will be based 
on reducing costs over the year 


 


 SP expect that the housing related support needs (HRS) would be 
short term and generally fall within 1-3 hours of support a week for 
each service user unless high needs are identified 


 


 SP expect that most housing related support needs could be met by: 
 


Low to Medium HRS 
3 hours of HRS for 4 weeks followed by  
2 hours for 10 weeks followed by 
1 hour for 38 weeks 
Totalling:  70 hours 
The resource allocation for this would total £1260 pa 
 
Higher HRS Needs 


 3 hours of HRS for 8 weeks followed by 
 2 hours for 10 weeks followed by 
 1 hour for 34 weeks 
 Totalling: 78 hours 
 The resource allocation for this would total £1404 
 


 SP would fund through internal transfer on an annual basis in advance 
 


 IB Project Finance Officer would provide a cost centre code to enable 
SP to journal the funding 


 


 Service users will be allocated a further analysis code for monitoring 
purposes 


 


 Care Co-ordinators and advocates will receive training in what constitutes 
housing related support 
 


 Supporting People will provide information on resources if required by 
service users 


 
Contingency Fund 
 
SP and NASSD will make available £500 each to form a contingency fund in 
the event that service users have needs due to unpredicted circumstances 
that impact on their social care or housing related support needs 
 







 
 
Review and Monitoring 
 


 Outcomes achieved will be monitored and evaluated through mechanisms 
developed during the pilot and in line with guidance from the Department 
for Communities and Local Government (DCLG)  


 


 IB will report back to the Norfolk SP Commissioning Body twice a year to 
update them on the progress of the IB Pilot and how SP funding is being 
spent 


 
 
 
 
This Protocol will be reviewed in June 2007 or before if appropriate. 
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INTRODUCTION 
 
The community occupational therapy service continues to offer direct payments to all 
service users who are eligible, aiming to promote a personalised approach to the delivery 
of adult social care. The provision of direct payments offers service users more choice 
and greater control over their life. 
 
The community occupational therapy service conducted an evaluation of all service 
users who had received a direct payment for equipment and /or adaptations within the 
last two years (from February 2006). 
 
The following provides an overview of the outcome of that evaluation. The impact of 
direct payments for adaptations is presented further with examples of case studies. 
 


APPROACH 
 
The service chose to use a short questionnaire for service users to complete, face to 
face interviews and/or telephone surveys followed.  At the time of the evaluation 72 
service users were identified as having received a direct payment. Of the 72 service 
users identified, 60 (83%) were suitable to include in the evaluation. Of the 17% service 
users not included, 10% were now deceased, 3% had returned their direct payment, 
having chosen not to continue due to moving property and 4% of user's names were 
duplicated in the data. 
 
In 2006/07,18 service users accepted direct payments for the provision of equipment. In 
2007/08, 16 service users accepted direct payments for equipment and 38 service users 
accepted direct payments for major adaptations. 
 
 
 
 
 
 
 


DIRECT PAYMENT PROVISION 
FOR EQUIPMENT AND MAJOR 
ADAPTATIONS 
 
MARCH 2008. 
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EVALUATION RESULTS 
 
Question 1.  Overall, how satisfied were you with the provision of a direct payment? 
 


  


49


42


3


3


3


0 10 20 30 40 50


1


2


3
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5


                                           
 
 1. Extremely 


satisfied 
2. Very satisfied 3. Quite satisfied 4. Extremely 


dissatisfied 
5. Neither satisfied 
nor dissatisfied 


% of service users 49 42 3 3 3 


 
Question 2. During your assessment did you feel you were given the opportunity to 


express what was personally important to you to meet your needs? 
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4
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 1. Yes I was given the 


opportunity 


2. Felt I was not being listened 


to 


3. No I was not given the 


opportunity 


% of service users 100 0 0 
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Question 3.  Did you feel that the OT / OTA treated you with dignity and respect? 
 


               


94


6


0 20 40 60 80 100


1
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 1 Very happy 2 Fairly happy  


% of service users  94 6 


 
 
Question 4.  Did you feel that the OT / OTA explained the possible options in order to 


meet your own particular circumstances / needs? 
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 1. Very happy 2. Fairly happy  3. Fairly unhappy 


% of service users 87 10 3 
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Question 5.  Do you feel that you had the opportunity to plan with the OT /OTA how 


best to achieve your personal outcomes within the resources available? 


                


91
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 1. Yes 2. Not given the opportunity 3. Not answered 


% of service users 91 6 3 


 
Question 6.  Did the option of the direct payment give you a sense of greater 


control and choice in order for you to achieve the outcome you 
desired? 
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% of service users 91 6 3 
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Question 7.  Did the length of time waiting for your direct payment cause you any 
problems? 
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 1. No 2. Yes, minor problems 3. Yes, lengthy process 4.Serious problems 


(money did not cover 
costs) 


% of service users 84 10 3 3 


 
Question 8.  How has the direct payment affected the quality of your life? 
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 1. Much better 2. Little better 3. No change 4. Not answered 


% of service users 71 16 10 3 
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Question 9. We would like to know what areas of your life have been helped by the 
provision of a direct payment. 
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 1. PADL* 2. Getting around 


the home 
3. Preparing 
meals /drinks 


4. Communication 5. More control 
over daily life 


6. Not answered 


% of service 
users 


53 23 6 6 6 6 


*PADL – personal activities of daily living 


 


Question 10. Has the direct payment changed the amount of help that you need from 
others? 
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 1. Stayed the same 2. Less help from others 3. I need more help 4. Not answered 


% of service users 61 23 6 10 


 
 
 
 
 
 
 
 







 7 


 
SURVEY GROUP 
 


GENDER 
 
Female 68% 


Male 29% 


Not known 3% 


 
 
AGE 
 
Not 
answered 


19% 


85 > 16% 


75-84 30% 


65-74 10% 


55-64 6% 


45-54 10% 


35-44 6% 


25-34 3% 


 
ETHNICITY 
 
White 79% 


Asian 6% 


Irish 3% 


Black 3% 


Not 
answered 


9% 


 
 


DIRECT PAYMENTS FOR MAJOR ADAPTATIONS 
 
The department has been offering direct payments for major adaptations over the past 
year. Initially these direct payments were limited to basic adaptation schemes, mainly 
removal of bath and provision of level access shower facilities. By focusing direct 
payments on this type of scheme initially, the service was able to identify 3 types of 
standard schemes which would meet the majority of service users presenting needs.  
 
The following case studies provide an insight into how these payments have made a 
difference to the service user. 
 
CASE STUDY 1 
 


Mrs G 
 
Mrs G moved into a property next door to her granddaughter. The family purchased the 
property for Mrs G in order that the granddaughter could assist in her care.  They had a 
stair lift installed, privately funded by SAFFA, however due to the stair case being too 
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narrow Mrs G could not fit on the lift. The family and Mrs G were highly stressed and had 
removed the newel posts and stair rails, but this had not resolved the problem.   
 
Assessment identified that not only was the narrowness of the stairs an issue, Mrs G was 
at risk of having her feet trapped on the lift as she could not use the foot plate due to 
limited range of movement in knees. A period of rehab was completed and although 
range of movement increased this was not sufficient for safe use of stair lift.  As an 
alternative a through floor lift was discussed, the family were horrified at the thought. Mrs 
G was stressed and upset at the suggestion of a through floor lift. 
 
Assessment had also identified that Mrs G also met guidelines for removal of bath and 
provision of a level access shower. 
 
A direct payment was discussed with the family and they choose to take this route, the 
family knew of a builder who was happy to draw up plans, apply for planning and start 
the work immediately. The direct payment was processed within 4 weeks of the family 
accepting a payment.   
 
As work on a new build ground floor shower room started Mrs G needed to be admitted 
to hospital, the building work has now been completed prior to her discharge. 
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The builder chosen by the family was able to complete the works within the amount of 
direct payment made to Mrs G (£13,000). The average cost via a DFG for these works 
has averaged £17,000.   
 
Therapy Outcome Measure – Results  Mrs G in hospital at present therefore only up to 
intermediate score completed  
Code on Impairment Activity Social 


Participation 
Well-Being 
SU     Carer 


Date Rated 


Start Score 
 


2 2.5 4 2.5 2.5  


Intermediate Score 
if applicable  
 


2.5 2.5 4 4 4  


Final Score 
 


      


* Difference 
between Score 


      


 
* % of Change 


      


 


At this point in time the therapy outcome measure indicates an increase in well being for 
both service user and carer. Following a period of further rehab it is anticipated that the 
measure will show an increase in activity once Mrs G has returned home. 
 
 
Direct payments for DFG - Feedback from service user/informal carers 
 
Question 


1. The direct payment money, which you have used to provide new build level 
access shower, is a new way of working. What is your view of this service? 
 
Granddaughter reported: Really good service Grandma is over the moon 
Daughter reporting: Excellent result really happy with outcome, the builder has 
done a really good job and done things just as we wanted them, for example, the 
spot lights and the coloured grab rails. He even completed unexpected job of the 
plumbing pipe from the kitchen within the amount of money we had been given.    


     
Question       


2. Do you feel being able to use the money in the way that you did was better than 
what would have been provided by the department? For you this would have been 
a through floor lift and removal of bath and replacement with a level access 
shower 
Son reporting: Mum would never have been happy with the lift 
Daughter reporting: it would have finished her off because she would not have like 
it 
Granddaughter: Grandma is really happy with the new shower/toilet room 
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 Question 
3. (a) or (b) 


(a)  In what way do you feel it was better? 
(b)  Why do you feel it was not a better service 


 
          Granddaughter: we feel it was better, because we got the opportunity to                   


choose what suits us and it is something Grandma really wanted 
 
Question 


4. Was there any delay in you receiving the money for the direct payment?  
 


 Daughter: No delay, the money was in place within the four weeks, we contacted the 
builder straight away   


 
Question 


5. Was there anything that delayed the process of you having the adaptation 
completed? 


     
The builder applied for planning, we could not have quite what we wanted, however 
the planning officer gave us advice on what we could achieve and we went ahead 
with that. Following this he completed the work within 3 weeks. He has been great in 
organising ever thing 


 
Question 


6. Was there anything about the process that you would have wanted more support 
in?  


      Granddaughter: no, but we knew of a builder and this really helped    
      
 
CASE STUDY 2 
 
Mrs B 


Mrs B is a 92-year-old lady who lives alone in a house owned by her son.  She lives next 


door to her daughter and son-in-law who provide assistance with cooking, shopping, 


cleaning etc.  Her daughter and granddaughter also assist her to use a Bath master so 


that she can maintain her personal hygiene, this was becoming increasing difficult. 


Mrs B was referred to the Occupational Therapy service by her daughter.  When Mrs B 


was assessed, it was identified that she was at risk using the stairs.  Mrs B has 


Alzheimer's disease, faecal incontinence and arthritis. Her daughter was highly stressed 


as a result of the risk to her mothers safety when using the stairs. There was an outside 


toilet, but it was down, then up a step, and Mrs B had fallen on these steps in the past. 
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Mrs B family had a solution to this situation.  They wanted to internalise the outdoor toilet 


and install a shower.  They then planned to put a door on the stairs, which would be 


locked, thereby making sure Mrs B did not use the stairs when confused. 


When assessed by the Occupational Therapy department, it was agreed that this 


proposal would meet Mrs B's needs and reduce the stress on the carers.  Mrs B would 


be able to access the toilet safely and independently, but would still need assistance to 


shower.  The use of the shower rather than of the Bath master would be safer and easier 


for Mrs B's daughter.  It was agreed that a Shower flush system (shower over the toilet) 


would meet Mrs B's presenting needs. 


Mrs B's family were eager to commence the work, particularly as Mrs B's grandson is a 


builder.  A direct payment was discussed and it was agreed this would be the most 


suitable option in this case as: 


 Mrs B's family wanted to do the work themselves to minimise the distress caused 


to Mrs B by having strangers in the house 


 The family could afford to pay for the work immediately, so the direct payment 


would effectively be a reimbursement 


 The grandson was willing to start the work immediately 


 Because Mrs B's family were completing the work, it was more cost-effective to 


the City Council as only the cost of materials was paid for (in line with DFG 


guidelines) 


 The amount of direct payment totalled £2,000, provided through private sector 


housing this work would be in the region of £3,000-£4,000 


A disadvantage to using this system was that initially, because the payment was for 


materials only, it took a couple of days to estimate a reasonable costing, but that was 


sorted out with valuable assistance from the Private Sector Housing department. 


To date, the work is not yet complete, however the suggestions made by the 


Occupational Therapist and the Home Improvement Officer (from Private Sector 


Housing) were well-received by the family. 
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Therapy Outcome Measure (TOM) – results: 


Code on Impairment Activity Social 
Participation 


Well-Being 
S/U     Carer 


Start Score 
 


2.5 2 2.5 3.5 4 


Intermediate Score 
if applicable  
 


     


Final Score 
 


2.5 3.5 2.5 4 4.5 


* Difference 
between Score 0 1.5 0 0.5 0.5 


 
* % of Change 0 75 0 14 12.5 


 


In conclusion, as demonstrated by the TOM above, the provision of a Direct Payment 


has had significant benefit to Mrs B and her family.  It is likely that provision of a DFG 


would also have been beneficial, but due to the urgency of the situation and the 


administrative delays inherent in the DFG process, it is possible that Mrs B would have 


been at risk for a longer period of time.  When the work is completed, she will be safer at 


home, reducing the fears of the family members. 


 


Direct payments for DFG - Feedback from service user/informal carers 
 


 


Question 
1. The direct payment money that you have used to provide internalisation of an 


outdoor toilet and conversion to a Showerflush kit is a new way of working. What 
is your view of this service? 


 
Works well-particularly if the direct payment is used as a reimbursement 


 
Question 


2. Do you feel being able to use the monies in the way that you did was better than 
what would have been provided? For you this would have been internalisation of 
an outdoor toilet and conversion to a Showerflush kit. 


 
It is better because we had more choice, like the tiles and towel warmer.  "There's 
different bits and bobs that we've done better." 
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Question 
3. (a) or (b) 


a.  In what way do you feel it was better? 
b.  Why do you feel it was not a better service 


 
Please see above comments 


 
Question 


4. Was there any delay in you receiving the money for the direct payment?  
 


This is not applicable as the payment has not yet been processed; the family 
chose to pay for the work immediately and wait to be reimbursed via the direct 
payment. 
 


Question 
5. Was there anything that delayed the process of you having the adaptation 


completed? 
 


No.  It's been "absolutely fabulous." 
 


Question 
6. Was there anything about the process that you would have wanted more support 


in?  
 


No.  The Council has "been fabulous.  We are exceptionally pleased. We know it's 
not easy for you. We couldn’t've got a better service.  Nothing I can say that's 
been wrong with your service." 


 
7. Any other comments? 


 
Very pleased with the speed of the service. 


 
 
CASE STUDY 3 
 


Mrs P 
Referred to service and assessed as not being able to meet personal hygiene needs. 
Mrs P assessed as being at critical risk of skin integrity break down. Husband was 
assisting wife and was assessed as being at substantial risk due to type of manual 
handling assistance provided and associated stress of being informal carer. Mrs P 
reporting that she put upon her husband too much and was very upset she could no 
longer assist herself. 
 
Assessment identified that removal of bath and provision of a level access shower would 
provide Mrs P with a means of meeting her hygiene needs independently.  
 
Mrs P reported that although this would meet her needs, they were both unhappy about 
the fact that the bath would be removed as Mr P liked to soak in the bath and this helped 
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reduced his stress. This low level need would not be taken into account under FACS 
guidance.  
 
A direct payment for the cost of proposed removal of the bath was discussed. Both Mrs 
and Mr P were delighted at the proposal and made the decision to go ahead with a direct 
payment to use the money to provide a level access shower room on the ground floor 
using existing space.  
 
Mrs P reported that they had other alterations to complete on the ground floor and they 
would include this within that work. Building specs for level access shower given to Mrs 
and Mr P with a list of builders who have completed DFG for department given. 
 
Occupational Therapist visited service user once the work was completed, the work was 
completed to the required standard. Mrs P reported she was now independent in bathing 
and that her husband no longer needed to assist her.  Both reporting great satisfaction 
with service.  
 
Therapy Outcome Measure - Results  
 


Code on Impairment Activity Social 
Participation 


Well-Being 
SU     Carer 


Date Rated 


Start Score 
 


 3 2.5 3 2 3  


Intermediate 
Score if applicable  
 


      


Final Score 
 


3 4 4 4 4  


* Difference 
between Score 


 1.5 1 2 1  


 
* % of Change 


 60% 33% 100% 33%  


 
 


By being given the choice the service user did decide that they wished to make a 
different type of provision. This not only met the service users need, but according to the 
therapy outcome measure and feedback from Mr P it also improved the wellbeing of the 
carer.    
 
Direct payments for DFG's – Feedback from Mr and Mrs P 
 
Question 


1. The direct payment money that you have used to provide internalisation of an 
outdoor toilet and conversion to an internal level access shower room on the 
ground floor, is a new way of working. What is your view of this service? 
 
Mrs P: Really pleased it meant that we could do what we wanted and we could 
include it with the other alterations that we were having so that it all fitted together 
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Mr P: My wife is depressed about her condition and it helped that she could have 
what she liked 
 
Mrs P: The shower room is great and the tiles which I chose are really lovely   


 
2. Do you feel being able to use the money in the way that you did was better than 


what would have been provided? For you this would have been removal of the 
bath and replacement with a level access shower 


 
Mrs P: definitely being able to use the money even through we needed to add 
some to it meant we were able to keep the bath for my husband 


 
  


3. (a) or (b) 
a.  In what way do you feel it was better? 
b.  Why do you feel it was not a better service 


 
Mr P: it was better because we have been able to choose what we wanted to do 


 
 


4. Was there any delay in you receiving the money for the direct payment?  
 
        No, money was available as promised  
 


5. Was there anything that delayed the process of you having the adaptation 
completed? 


 
Only due the fact we needed other works completed as well 


 
 


6. Was there anything about the process that you would have wanted more support 
in?  


 
No, all was explained very clearly we are very happy with it all 
 


7. Any other comments? 
 


Mrs P: I no longer need any assistance from my husband to shower which is the 
main thing, but it was great to have what we wanted  


 
 


COMMENTS FROM OTHER SERVICE USERS RECEIVING A DIRECT 
PAYMENT 
 
'Direct payment helped me to control my needs as I see them, and not be pushed into 
something I do not want, it also helps me to get greater value for the payment. Thank 
you for your help' 
 
'I am pleased with the adaptation, it has made moving around in my home a lot easier' 
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'My husband and I wish to thank all concerned with our care and well being, God bless 
each and every one, thanks seems a small word to say how much it means to know that 
help is appreciated' 
 
'The visits I had from the OT were always very helpful he considered my needs, was 
always listening and gave good, sound advice. I was extremely happy with the service 
that has been provided' 
 
'I have found Coventry social services to be very helpful and get things done quickly' 
 
'My husband has benefited so much by the shower room because since myself, his wife, 
suffering breast cancer, I was only able to bath him once a week. Now with the hoist in 
bedroom straight onto the commode I am able to shower him every other day without 
hurting my frozen shoulder due to the breast cancer, so my husband and myself were 
very pleased with the quality of service from the OT department thank you so much' 
 
'I am more than happy with our wet room it has taken so much work from our l ives when 
taking a shower in the morning thank you' 
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INDIVIDUAL BUDGETS REVIEW FORM 
  


SWIFT No:       Date of Review:       


Name:        


Date of Birth :       


  


Date Support Plan Signed Off:        


Service Start Date:        
 
Is The Service User Content With The Service: 


      
 


Does The Service User Feel That The Changes She/He Wanted To Make Have Been 
Achieved: 


      
 


Is There Anything That Still Needs To Be Done: 


      
 


Does The Service User Feel That Changes Need To Be Made To Their Support Plan: 


      
 


 
 
Payment Mechanism:   DIRECT PAYMENT      ISF   
 
Who Is Controlling the IB Funds:  ILA  HMA  SERVICE USER  OTHER  
 
If Other Please State Who:        
 
 
Would You Like To Change The Way Your Funds Are Currently Controlled:  


      
 


Do You Require Any Further Advice on Payroll Issues, Employing PA’s Etc: 


      
 


Reviewer’s Comments on Situation: 


      
 


Will Indicative Allocation Stay The Same: 


      
 
 


Reviewer’s Name       


Service User’s 
Signature 


      


Date of Next Review       
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                                                           Coventry 
                                                               Teaching Primary Care Trust 


                                                                Learning Disability Services 


 
Definitely SP: through a regular 


programme of activities, enabling 


and motivating the service user to 


undertake tasks for themselves 


 


Arguably SP: Through one off or 


regular activities, assessing the needs 


of service users, supporting and 


undertaking tasks for service users 
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Not SP: Undertaking activities 


that the service user can not do 


themselves 
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Developing domestic skills            


Enabling and motivating the service 


user  to clean home appropriately 


     Cleaning on behalf of service 


user 


     


Proving basic advice to help 


motivate the service user to prepare 


and cook meals safely 


     Preparing, and serving food to a 


service user 


     


      Supervising a service user 


during the preparation and 


consumption of food 


     


Help with shopping, errand running            


Enabling the service user to plan and 


do their shopping 


     Shopping on behalf of the 


service user 


     


Regularly accompanying the service 


user when shopping 


           


Supervision and monitoring of health 


and well-being including supervision 


of medication 


           


Encouraging the service user to 


manage how and when they take 


medication 


     Administering medication      


Supervising the service user while 


they take medication 


           


Personal Care            


Providing advice about Personal 


Care routines. 


     Dressing, bathing or feeding the 


service user 


     


Prompting and enabling service user 


to attend to their personal care needs. 


     Managing a service user’s 


continence. 


     


Domiciliary and home care 


behaviour management 


           


Supervising a service user with 


behavioural problems in their own 


home 


     Accompanying a service user to 


all external appointments due to 


behavioural problems and risk of 


harm to the user 


     


Emotional Support, counselling and 


advice 


           


Talking to and advising the service 


user about difficulties with their 


housing situation 


     Counselling provided by a 


certified counsellor or therapist 


     


Providing emotional support that is 


not part of a structured plan 


           


Help in managing finances and 


benefit claims 


           


Enabling the user to understand the 


importance of paying bills  


     Paying bills on behalf of service 


user 


     


Ensuring the user pay their bills      Being an appointed person for 


service user/ claiming benefits 


for service user 


     


            


 


NHS 







 
Definitely SP: through a regular 


programme of activities, enabling 


and motivating the service user to 


undertake tasks for themselves 


 


Arguably SP: Through one off or 


regular activities, assessing the needs 


of service users, supporting and 


undertaking tasks for service users 
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Not SP: Undertaking activities 


that the service user can not do 


themselves 
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Advice, advocacy and liaison            


Enabling the service user to access 


advice and advocacy services 


 


 


    Acting as a profession witness      


Liaising with other key service 


agencies 


Housing associations< utilities etc 


           


Help in gaining access to other 


services 


           


Providing advice to individual 


service users about assessment of 


need, accommodation offers, 


changes in support levels, and move 


on accommodation 


     Arranging appointments for, 


referring to, and otherwise 


acting on behalf of the service 


user when accessing other 


services 


     


      Regularly accompanying service 


users to appointments with other 


agencies  


     


Help in establishing social contacts 


and activities 


           


Encouraging the service user to 


develop social skills via specific 


programmes or by encouraging them 


to participate in the community 


     Providing social activities 


including activities at a day 


centre 


     


            


Peer support and befriending            


Enabling the service user to access 


and optimise available peer support 


           


Peer support and befriending            


Access to local community 


organisations 


           


Setting up, organising or attending 


tenant and resident association 


meetings 


           


Cultural-specific counselling and 


emotional support 


           


Cultural-specific counselling and 


emotional support 


           


Liaison and advocacy support from 


the same ethnic group 


           


Help in setting up a home or tenancy            


Enabling the user to understand the 


terms of their tenancy 


     Signing a new tenancy 


agreement or issuing keys 


     


Ensuring the user keeps to the 


tenancy agreement 


     Arranging the delivery of 


furniture (other than to a new 


home as part of an organised 


resettlement) 


     


Enabling a service user to purchase 


new equipment and furniture. 


           


 


 


 


 


 


 







 
Definitely SP: through a regular 


programme of activities, enabling 


and motivating the service user to 


undertake tasks for themselves 


 


Arguably SP: Through one off or 


regular activities, assessing the needs 


of service users, supporting and 


undertaking tasks for service users 
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Not SP: Undertaking activities 


that the service user can not do 


themselves 
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Help finding other accommodation            


Providing advice to individual 


service users about accessing move 


on accommodation or 


accommodation offers 


 


 


    Allocating vacant properties to 


individuals on a housing waiting 


list 


     


Identifying potential new 


accommodation 


           


Accompanying service users to view 


move-on or other permanent 


accommodation when not part of a 


resettlement plan 


           


Help maintaining safety and security 


of the dwelling 


           


Helping the user maintain security of 


their home through advice and 


support on locking doors 


     Installing new locks or security 


devices 


     


Securing accommodation by locking 


doors 


     Ensuring building is secure 


through provision of 24 hr 


security 


     


            


Advice and support on repair work / 


home improvement 


           


Motivating and enabling the service 


user to ensure accommodation is 


kept in good repair 


     Carrying out or paying others to 


carry out repairs to users home 


     


Enabling the service user to deal with 


minor repairs 


     Arranging appointments with 


repairs agencies, attending on 


site during repair work 


     


Enabling the service user to contact 


and gain access to relevant services 


to carry out repairs e. g. plumber 


           


            


Management of handyperson 


services 


           


Enabling the service user to contact 


and gain access to handyperson 


services 


     Carrying out the duties of a 


handyperson 


     


 


 


Please note that this is not an exhaustive list and can be added to where and when 


necessary. 
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  1 Practical aspects of daily living 


 This part is about managing your day to day life, things like: Shopping, cleaning, cooking, doing the laundry, managing your 
money, paying the bills, arranging general home maintenance.  


           


 A    I can manage all of these things on my own; or I have found ways of managing [e.g. internet shopping, 
buying ready cooked meals] 


    
           


 B    I can manage regular weekly household tasks on my own; but I need occasional support with some 
things [e.g. dealing with general home maintenance] 


    
           


 C    I can manage most of these things on my own, but I need regular weekly support with one or two tasks 
[e.g. cleaning or shopping] 


    
           


 D    I can manage one or two of these things on my own; but I need regular weekly support with all the other 
tasks around the home 


    
           


 E    I am not able to manage around the home; I need someone to support with all of these things 


    
           


 F    I need two people to help me do this. 


    


 G What unpaid support is offered by families, partners 
neighbours or friends?  


 All Most Some None 


           


           


  2 Meeting personal needs 


 This part is about looking after myself - things like washing, dressing and personal support needs 


 


           


 A    I can manage all of these things on my own 







    
           


 B    I need a lot of support with all my personal care tasks every day (e.g. I take a long time managing each 
task and need someone to stay with me; or I need two people to assist with some tasks) 


    
           


 C    I need support with personal care tasks several times each day [e.g. using the toilet] and would not 
manage them otherwise. 


    
           


 D    I need support with some personal care tasks at least once a day [e.g. washing, getting dressed] and 
would not manage them otherwise. 


    
           


 E    I have difficulty with some personal care tasks each day [e.g. washing, getting dressed]; although I 
manage them, it takes me a long time, or leaves me feeling tired.     


           


 F    I sometimes need a little support with personal care [e.g. doing up some types of fastening, or brushing 
my hair]; but can manage most tasks on my own.     


           


 G    I need two people to help me do this. 


    


 H What unpaid support is offered by families, partners 
neighbours or friends?  


 All Most Some None 


           


           


  3 Developing and Maintaining Positive Relationships 


 This part is about friendships and people I know, not just about my family. 


 


           


 A    I have very few relationships maybe only one or two - but not enough for me. I need support to make 
relationships - and keep them.     


           


 B    I‟ve got a lot of relationships - the right number for me. I need a bit of support to keep them. 







    
           


 C    I am happy with the number of relationships that I have got. I don‟t need help to keep them. 


    
           


 D    I have some difficulty getting on with people and would like some advice as to what I should do about 
this.     


           


 E    Sometime I can have behaviours that other people have difficulty with. I need some help to ensure that I 
do not upset or annoy the people I live with or those in the neighbourhood.     


           


 F    I need two people to help me do this. 


    


 G What unpaid support is offered by families, partners 
neighbours or friends?  


 All Most Some None 


           


     


  4 Being part of the local community 


 This part is about doing things in my community - like using local shops, the library, going to the cinema, clubs, community 
centre, church or other place of worship. It‟s also about helping neighbours, or being involved in local organisations.  


           


 A Yes  I don't do anything in my community. 


    
           


 B    Sometimes - not often - I do things in my community. I need support to do more. 


    
           
           


 C    I am happy with what I do in my community. I don‟t need any help to do these. 


    
           


 D    I need two people to help me do this. 







    


 E What unpaid support is offered by families, partners 
neighbours or friends?  


 All Most Some None 


           


     


  5 Work, learning, and keeping busy 


 This part is about having a job, learning new things or keeping busy and enjoying life (including vocational activities). 


 


           


 A    I am happy with the things I do during the day and I don‟t need any help to keep busy. 


    
           


 B    I do not wish to work or take part in learning opportunities. 


    
           


 C    I have a few chances to work, learn new things, or keep busy and enjoy life. I need support to do these 
more.     


           


 D    I need some advice and information so I am able to take advantage of the opportunities that exist in the 
community.     


           


 E    I don‟t have many chances to work, or learn new things, or to keep busy and enjoy life. I need support to 
identify how I might use my time and need support and encouragement to enable me to become involved 
in my community. 


    


    
           


 F    I have lost or not had the opportunity to go to college or get a job. I want to do these things, but I need 
regular support with this.     


           


 G    I would like to go to work or college but am not able to without having a lot of support. 


    
           


 H    I need two people to help me do this. 







    


 I What unpaid support is offered by families, partners 
neighbours or friends?  


 All Most Some None 


           


           


  6 Staying safe from harm 


 This part is about being able to keep safe both in the home and when you are going out in town. This could be your safety 
doing things like using a cooker, going down stairs or going on a bus. If you have difficulties doing some things safely, this 
could be due to physical difficulties, or memory problems, or difficulty learning some tasks. Some situations where there are 
quite high risks can be managed by using pieces of equipment, or assistive technology – “telecare”. If you require support to 
manage risks you can discuss with your care manager what telecare or other assistance is available.  
 
Staying safe could also be about having ways to protect yourself from abuse or exploitation by other people – like being able 
to say „no‟ to things you don‟t want, or being able to phone  and report concerns. Staying safe is about different things for 
different people.  


 


 


 


 


 


 


 


 


 


           


 A    I don‟t need any assistance to stay safe; I manage this on my own. I can manage to stay safe. 


    
           


 B    There are one or two things I have to take care when doing, but I have found ways to manage them 
safely.     


           


 C    I need help to manage some regular activities safely; I am quite safe at other times. 


    
           


 D    I need help quite often to stay safe; I am at risk of having accidents doing some daily activities, or I am 
vulnerable to other people harming me and need people to check I am ok.     


           


 E    I need support to stay safe most of the time. I am very vulnerable and could have accidents and injuries; 
or I am very vulnerable to other people harming me, when I am on my own.     


           







 F    I need two people to help me do this. 


    


 G What unpaid support is offered by families, partners 
neighbours or friends?  


 All Most Some None 


           


     


  7 Complex needs and risks 


 This part is about your behaviour – the things you do. Can your behaviour be unsafe for others, or put you at risk of harm 
due to the way that you behave with other people? That might be because you get angry with other people, for example.   


 


           


 A    I don‟t behave in any ways that put myself or other people at risk; or if I take any risks myself, I have 
thought about them and can take full responsibility for them.     


           


 B    Some things I do could create problems or embarrassment for me or other people; but there‟s no real 
danger to me or anyone else. I sometimes need support to help me with this.     


           


 C    Some things I do could create a risk for my safety or the safety of other people. I sometimes need support 
to help me with this.     


           


 D    I often do things that could hurt me or other people. I need support most days to help me with this. 


    
           


 E    I often do things that could hurt me or other people. I need a lot of support several times every day to help 
me with this.     


           


 F    I need two people to help me do this. 


    


 G What unpaid support is offered by families, partners 
neighbours or friends?  


 All Most Some None 


           


     







  8 Meals and Nutrition 


 This part is about the help I may need to help me to eat well. 


 


           


 A    I need support from someone else to help me to both prepare my meals and to help me to eat and drink. 


    
           


 B    I need all of my meals provided for me or prepared for me by someone else but I don‟t need help to eat or 
to drink.     


           


 C    I need help with preparing snack meals (e.g. heating microwave meals) for myself but I don‟t need help to 
eat or to drink.     


           


 D    I do not need any help with preparing meals or help to eat or drink. 


    


 E What unpaid support is offered by families, partners 
neighbours or friends?  


 All Most Some None 


           


           


  9 Home Environment 


 This part is about getting around and in and out of the home 


 


           


 A    I am limited to the number of rooms I can get to in the home. 


    
           


 B    I can use most of the rooms in my home and some of the outside of my home. 


    
           


 C    I do not have any problems using all of my home, both inside and out. 


    
           







 D    I cannot get in and out of my home independently. 


    
           


 E    I need two people to help me do this. 


    


 F What unpaid support is offered by families, partners 
neighbours or friends?  


 All Most Some None 


           


     


  10 Making important decisions about life 


 This part is about who decides important things in my life - things like where I live and who supports me 


 


           


 A    I make all my own decisions and I fully understand the cons. 


    
           


 B    I make all the decisions. I just need a bit of advice or support to make them. 


    
           


 C    I have fluctuating capacity to make decisions and my ability to make decisions will depend on this. 


    
           


 D    I decide most day-to-day things. But I need support with important decisions about my life. 


    
           


 E    Other people make most decisions about my life. I need support to make more decisions. 


    


 F What unpaid support is offered by families, partners 
neighbours or friends?  


 All Most Some None 


           


     


  11 Time spent with support 


 This section is about the support that I need from someone else. This may be a paid member of staff or a friend or relative. 







 This could be to help me with tasks, to keep me safe or because the things that I do may put others or me at risk. 


           


 A    I need someone with me all the time, day and night. 


    
           


 B    I need someone with me all day but not at night. 


    
           


 C    I need intensive support during the day but I can stay on my own for periods of time in a familiar 
environment.     


           


 D    I need occasional support during the day or specific support for specific reasons and stay on my own for 
periods of time.     


           


 E    I can go out and about without support to familiar places. 


    
           


 F    I let people know when I need help and can go out and about without support. 


    
           


 G    I need two people to help me do this. 


    


 H What unpaid support is offered by families, partners 
neighbours or friends?  


 All Most Some None 


           


           


 







Quality of Life Questions  
 


Please circle the appropriate answer 


 


1. In the last year would you say your health has been  


 


Very good   Fairly good   Not good    Poor 


 


 


2. Thinking of your whole life would you say that you are: 


 


 


Very happy   Fairly happy  Fairly unhappy  Unhappy 


 


 


3. Do you feel that you are treated the same as other people in your community? 


 


 


Always    Usually  Sometimes   Never 


 


 


4. Do you feel safe when you are at home and when you are out? 


Very safe    Fairly safe  Fairly unsafe   Very unsafe 


 


 


5. Do you have enough money to lead the life you want? 


 


 


Definitely enough   Just enough  Not enough   Definitely not enough 







 


 


6. Do you have the right amount of control over your life? 


Definitely enough   Just enough  Not enough   Definitely not enough 


 


 


7. Do you have enough chances to be with people you like being with? 


Definitely enough   Just enough  Not enough   Definitely not enough 


 


 


8. Are you treated with dignity and respect by those around you? 


Always    Usually  Sometimes   Never 


 


 


How did you answer the questions in this section?  Please put a tick in the box 


 


I answered the questions myself    


Someone helped me answer the questions    


Someone answered them on my behalf    
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This is a self /supported assessment questionnaire for people, who 


under Fair Access to Care Services (FACS) are considered eligible for 


social care support, to complete with their families and carers.  If you 


are worried or would like help, please ask your    Adult Social Care 


worker or Care Coordinator to help you completing this questionnaire. 


 


Currently Lincolnshire County Council and Lincolnshire Partnership 


Trust have set the threshold for eligibility for services at Moderate or 


above.  If you wish to know more about FACS please ask your Adult 


Social Care worker or Care Coordinator to explain this. 


 


 







 


Introduction 


This questionnaire is produced by Lincolnshire County Council and Lincolnshire 


Partnership NHS Trust to allow people who need social care support to know 


quickly and simply whether they can expect to get any money for this support, 


and if so, how much.   


 


This should help Lincolnshire County Council and Lincolnshire Partnership NHS 


Trust to make fair and open decisions about who gets what money to meet their 


particular support needs. 


 


This form is designed to assess how having support needs affects your day-to-


day life.  You can complete this yourself or with help from people you trust – your 


family, friends, carer, Adult Social Care worker, Care Coordinator or people who 


know you well. 


 


When completed the Council / Trust will let you know whether you are eligible for 


support and if so, how much funding will be available.  When you know how 


much funding you will be receiving, you can use this information to develop a 


support plan (with assistance from other people if you wish), this will then need to 


be signed off (authorised) by your Adult Social Care worker or Care Coordinator. 


There is an expectation that all relevant methods of funding are maximised for 


example Independent Living Fund, Disabled Facilities Grant etc.  If you are 


eligible for assistance from other funding sources information about these will be 


provided following completion of this form. 


 


Please tick the statement that best fits your situation.  You will notice that a 


column has been included for your worker to record their views on your needs.  If 


you feel there is a difference in opinion, please discuss this further to come to an 


agreement on the statement which best describes your situation.  At the end of 


each section there is a space for any comments/further information you may wish 







 


to make to support your selection, also please include brief statement as to how 


final agreement was reached (if applicable). At the end of the questionnaire there 


is a further sheet for supporting information if required. 


 


All Councils are inspected by CSCI (Commission for Social Care Inspection) – the Performance Framework used 


and the correlation between them and this questionnaire can be seen in the table below: 


Performance Framework Outcomes LCC Questionnaire 


Improved Health Q5a and 5b – Physical, Mental Health and Well Being 


Q7 – Communication  


Q10 – Reaction to Self and Others 


Improved Quality of Life Q1 – Meeting Personal Care Needs 


Q2 – Support Needed During the Night 


Q3 – Eating and Drinking (nutritional needs) 


Q4 – Practical Aspects of Daily Living 


Q6 – Relationships, Social Inclusion and Leisure 


Q7 – Communication  


Q9 – Risk  


Q10 – Reaction To Self and Others 


Q11 – Work and Learning 


Q11b – trigger question to Access to Work 


Q12 – Travelling  


Q13 – Caring 


Making a Positive Contribution Q6 – Relationships and Social Inclusion 


Q7 – Communication  


Q10 – Complex Needs and Risks  


Exercise of Choice and Control Q7 – Communication  


Q8 – Choice and Control 


Freedom from Discrimination and Harassment  Q1 – Q14  


Economic Well being Current Benefit section & trigger questions 


Q4 – Practical Aspects of Daily Living 


Personal Dignity and Respect Q1 – Meeting Personal Care Needs 


Q2 – Support Needed During the Night 


Q3 – Eating and Drinking (nutritional needs) 


Q4 – Practical Aspects of Daily Living 


Q6 – Relationships and Social inclusion 


Q7 – Communication  


.................................................................................................................................................................................... 


For office user only 


F.A.C.S. BANDING 


LOW  MODERATE  SUBSTANTIAL  CRITICAL  


 







 


Contact Information 


Name  


Address  


  


  


  


Postcode  


Telephone Number  


Mobile Number  


Email Address  


Date of Birth  


Ethnicity  


Religion  


 


SWIFT NUMBER NHS NUMBER 


  


 


I currently receive support from (please specify)…………………………….............…………...... 


……………………………………………………………………………………………….............….…..... 


............................................................................................................................. ............................... 


............................................................................................................................................................  


............................................................................................................................. ............................... 


............................................................................................................................. ............................... 


............................................................................................................................................................ 


............................................................................................................................. ............................... 


 
 
 
I consent to this information being shared with other departments  
 
Signature....................................................................................................................................... 


 


 







 


NOTES ON COMPLETING THE QUESTIONNAIRE 


 
Your Adult Social Care Worker or Care Coordinator will explain how you should 
complete this questionnaire.   


 
Please tell your Adult Social Care Worker or Care Coordinator if there is anything 
about this questionnaire, or completing it, that you do not understand 


 
When completing the questionnaire you need to take into account the amount of 
unpaid and/or informal support you currently receive. 


 
For each question please complete only the column heading "My View"  
 


For each question choose the row which best describes you, over the past twelve 
months to date;  only one of either (a), (b), (c) (d), or (e) etc.   


 
Do not worry if not all of the statements in the box apply to you; you will have the 
opportunity to provide more detail when you write your support plan. 


 
 
 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


1. MEETING PERSONAL CARE NEEDS DURING THE DAY 







 


 


This part is about looking after yourself/your personal appearance – things like washing, 
dressing and going to the toilet. 
 


 
 
 


My view Worker’s 
view 


       


Final 
agreement 


 
 
a) I manage all my personal care on my own 


A)  


 


       


    


      


 


 


B)  
C) b) I occasionally (2-3 times a week) need help   


D)     with personal care 


 


  


 


 


 


 


E) c) I often (3-5 times a week) need help with  


F)     personal care.  
 


  


 


 


 


 


d) I need a lot (daily) of support with personal care 


(washing/dressing/going to the toilet.  I can manage 
these tasks with the assistance of one person 


 


 


  


 


 


 


 


 


G) e) I need a lot (daily) of support with personal   care 
(getting in/out of bed, washing/dressing/ going to the 
toilet).   I sometimes need two people to assist me 
with these tasks 


H)  


  
 


       


 


 


     


 


 


      


f) I need a lot of support with personal care (getting 


in/out of bed, washing/dressing/going to the toilet).   I 
always need two people to assist me with these 


tasks 


 


    


 
Supporting Information: 
 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
 


 


 


 


 


 


2. SUPPORT NEEDED DURING THE NIGHT 


 







 


This part is about support you may need during the night for example, getting in and out of bed 
to use the toilet. 
 


 My view Worker’s 
view 


       


Final 
agreement 


 
a) I do not need any support during the night.  If 


something happened during the night I would know 
who to call to get help. (e.g. my doctor) 


 


  


    


      


 


 


I)  
J) b) I am usually fine during the night.  I may need 


support during the night on a very occasional basis 


– for example if I am ill or in an emergency. 


 


  


 


 


 


 


K) c) I often need support during the night – several 
L)     times a month.  This is because: 


 My behaviour during the night may place myself 
or other people at risk;    or 


 I have a medical condition that means I need 
support during the night on a regular basis;      or 


 I need support with personal care during the 
night. (e.g. going to the toilet) 


 


  


 


 


 


 


d) I regularly need support during the night –  
    several nights a week.  This is because: 


 My behaviour during the night may place myself 
or others people at risk;      or 


 I have a medical condition that means I need 
support during the night on a regular basis;      or 


 I need support with personal care during the 
night. (e.g. going to the toilet) 


 


  


 


 


 


 


 


e) I always need support during the night. 
    This is because: 


 My behaviour during the night may place myself 
or others people at risk;      or 


 I have a medical condition that means I need 
support during the night on a regular basis;      or 


 I need support with personal care during the 
night. (e.g. going to the toilet) 


 


  


 


 


 


 


 


 
Supporting Information: 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 


 


3. EATING AND DRINKING (NUTRITIONAL NEEDS) 


 







 


This part is about looking after yourself staying fit and well nourished – eating and drinking 
properly 
 


 My view  
 


    


Worker’s 
view 


 


Final 
agreement 


 


 


 


a) I do not need any assistance in this area 


 


 


    
         
 


 
 


     


 
 


 
 


  


b) I can manage to prepare snacks and drinks     but 
require assistance with a hot meal each day, e.g. 


Frozen meals 
 


 


   


 


 


 


 


 


c) I need all my meals/drinks to be provided or   


prepared for me 


 


 


  


 


 


 


 


d) I need all my meals/drinks to be provided or 
prepared for me.  I need help, encouragement and 


prompting to eat and drink enough to stay well 
 


 


  


 


 


 


 


e) I need all my meals/drinks to be provided or 


prepared for me.  I need support to eat and support 
to drink 


 


  


 


 


 


 


Supporting information: 


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________ 


 


 


 


 


 


 


 


4. PRACTICAL ASPECTS OF DAILY LIVING 


 
This is about day-to-day life and coping in your home for example;  shopping, cleaning, 
cooking, housework, doing your laundry, managing finances, paying bill, correspondence and 
general home maintenance.  







 


 
 


 
 


 


My view 


 
 
 


Worker’s 
view 


 
 


Final 
agreement 
 
 
 


a) I manage all practical tasks around my home. 


 


 
 


  


 


 


 


 
 


 


b) I occasionally (when I am unwell) need help with 
some of the things around my home.  


 


 
 
 


  


 


 
 


 


 


 
 


 
c) I need help about half the time (when I am unwell) 


with some things around my home. 
 


   


d) I need regular help with many things around  my 


home. 
 


 
  


 


 


 


 


e) I need regular help with most if not all things 


around my home. 
 


 
  


 


 


 


 


 
Supporting Information: 


___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5a. PHYSICAL, MENTAL HEALTH AND WELL BEING 
 
This part refers to specialist support you may need to manage a long term physical, or mental 
health condition (e.g. Practice Nurse, Community Psychiatric Nurse, Macmillan Nurse, Speech 
and Language Therapist, Occupational Therapist) 
 







 


 
My view Worker’s 


view  
Final 
agreement 


a) I am generally well and have no concerns 
 


 


  


 
 


 


 


 
 


b) I occasionally feel unwell, about two or three times a 
week, and I need some help, my condition is 
considered to be mild 


 
  


 
 


 
 


c) I feel unwell about half the time and need support to 
manage, my condition is considered to be moderate 


 
  


 
 


 
 


d) I need a lot (daily) of support  I have complex health 
needs, my condition is considered to be severe 


 
  


 


 
 


 
 


 
5b). PHYSICAL, MENTAL HEALTH AND WELL BEING - Stability 
 


 
My view 
 


Worker’s 
view 


Final 
agreement 


a) I have no problems with maintaining the stability of 


my condition 


 


 


 


  


 
 


 


 


 
 


b) I need a little help from others to make sure I remain 
stable (for example to check medication) 


               


 
  


 
 


 
 


c) I need some help from others to make sure I remain 
stable.  I need this help two to three times a week.  


 
  


 


 


 


 


d) I need regular intervention from others to ensure I 
remain stable, I have complex health needs.  I need 
this help daily.  


 


 
  


 


 
 


 
 


 
Supporting information: 


___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
___________________________________________________________________________ 
 
 
 
 
6. RELATIONSHIPS, SOCIAL INCLUSION and LEISURE 
 
This part is about doing things in your community - using local shops, the library, going to a 
luncheon club, community centre, place of worship, visiting neighbours, being involved in local 
organisations/activities, or having people visit you in your home .  
 







 


 My view 


 
Worker’s 
view 


Final 
agreement 


a) I have no involvement in my community and am 
happy with this. 


 


 
 


  


 
 


 


 
 


 


b) I do lots of things in my community. I don’t really 
need support – just now and then. I’ve got a lot of 
relationships. I don’t need support to keep them. 


 


 


  


 


 


 


 


 


c) I do lots of things in my community and need 
support to do these.  There is a danger that without 
support I will lose important relationships 


 


 


  


 


 


 


 


d) Sometimes (but not often) I do things in my 
community. I need support to do more. I need some 
support to make relationships – and keep them. 


 


 


  


 


 


 


 


e) I don’t / am unable to do much in my community. I 


would benefit from having more social contacts and 
need a high level of support to make relationships – 


and keep them 
 


 


  


 


 


 


 


Supporting information: 


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________ 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


7.  COMMUNICATION 
 


This part is about how easy you find it to communicate with other people. You may have 
difficulty with this because your speech is hard to understand, because you find it hard to hear, 
or because you use different communication such as sign language. You may find it hard to 







 


communicate in some situations, such as where poor light makes it hard to lip read, or where 
people are not willing to take time to work out the best way to communicate.  
 
Communication means understanding other people and other people being able to understand 
you. You will find it difficult to communicate if you find it hard to understand other people or if 
other people find it hard to understand you. 
 


 My view 


 
Worker’s 
view 


Final 
agreement 


a) I can communicate with people without any need for 
assistance.  I can understand what people are saying 
and they can understand me. 


 
 


  


 
 


 


 
 


 


b) I find it difficult to communicate with people in some 
situations (e.g. noisy environments, poor light).  This 
causes me difficulty when precise communication is 
important such as doctors' appointments. 


 


  


 


 


 


 


 


c) I find it difficult to communicate with people in some 
situations (e.g. noisy environments, poor light).  This 
causes me difficulty with every day activities such as 
shopping. 


 


  


 


 


 


 


d) I cannot communicate with others without support 
from a person who knows my communication needs. 


 


  


 


 


 


 


 
 
Supporting information: 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 


 


 


 


 


 


 


 


 


 


8. CHOICE AND CONTROL 


 


This part is about who decides important things in your life – things like where you live, who 
supports you, who decides how your money is spent.  
 







 


 
 
 


My view Worker’s 
view 


Final 
agreement 


 
a) I do not need help to make choices or decisions, I 


make all the decisions.  I sometimes just need a bit of 
advice.  
 


 
 


  


 
 


 


 
 


 
 


 
b) With some support and advice I am able to make 
all the decisions related to my life.  I would benefit 


from support to help build my confidence and self-
esteem   
 


 


  


 


 


 


 


 
c) I am able to make most day-to-day decisions, but 
need more support to make important decisions 
about my life  


 


 


  


 


 


 


 


 
d) Other people make most of the decisions about 
my life.  I need support to make more decisions, and 
take more control  
 


 


  


 


 


 


 


e) Other people make all the decisions in my life. I 
need a lot of support to make decisions, and take 
more control  
 


 


  


 


 


 


 


 
Supporting information: 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 


 


 


 


 


 


 


 


9. RISK 


This part is about keeping safe, for example when going out on a bus, using a gas cooker, 
moving from one room to another, or going downstairs - but staying safe is about different 
things for different people.   
 







 


Some situations where there is quite high risk can be managed by using technology.  If you 
require support to manage risks you should, find out about what is available e.g. community 
alarm, equipment, assistive technology  
 


 My view 
 
 


Worker’s 
view 


Final 
agreement 


 
a) I don’t need any support to stay safe. I’m happy and 


no-one says they are worried. 
 


 


 


 


 


 


 


 
b) I can keep myself safe at home but I would need 


someone to check on me occasionally and would 
need support quickly if something went wrong.  


 


 


 


 


 


 


 


 
c) I sometimes need help to stay safe (to check on me 


a few times a week).  People worry a bit about my 
safety. 


 


 


   


 


 


 


 


 
d) I need help most of the time to stay safe. There have 


been some instances where my safety has been at 
risk in the home or when I go out and people have 
been worried about me  


 


 


  


 


 


 


 


e) I always need someone with me to make sure I keep 


safe.  There have been a lot of instances where my 
safety has been at risk in the home or when I go out, 
and people have been very worried about me. 


 


 


  


 


 


 


 


 


 
Supporting information: 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
 
 
 
 


10. REACTIONS TO SELF AND OTHERS (if applicable) 


This section is about how situations might affect you in the community and at home 


 


 My view 
  
  


Worker’s 
view 


Final 
agreement  
 







 


a) I have never done things that could hurt me or 
others.  There are no concerns about my behaviour 
being a risk to the physical safety of myself or other 
people 


 


 


 


  


 


       


 


 


 


b) Some things I do are a problem for other people, but 
there is no physical risk to either myself or others 


 


 


         


 


 


 


 


c) I occasionally (once or twice a month) do things 
that people find difficult, and there is some risk of 
physical harm to either myself of other people  


 


 


  


 


 


 


 


d) I regularly (once or twice a week) do things which 
may cause harm to either myself or other people.  
There is some risk of physical harm to myself or 
others  


 


 


  


 


 


 


 


e) I often (daily) do things that are dangerous and could 


cause serious harm to either myself or other people.  
There is a very real risk of serious physical harm to 
myself or others – I need somebody with me at all 
times 


 


 


  


 


  


 


  


f) I often (daily) do things that are dangerous and could 


cause serious harm to either myself or other people.  
There is a very real risk of serious physical harm to 
myself or others – I need two people with me at all 
times 


 


 


  


 


 


 


 


 
Supporting information: 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 


 


 


 


 


 


 


 


11. WORK AND LEARNING (if applicable) 


 


This part is about having a job, learning new things and enjoying life 
 


 
 


My view 
 


Worker’s 
view      


Final 
agreement  







 


a) I am busy and enjoy my time. I do not need any 


support. 
 


 


  


 


 


 


 


b) I am busy with a job or learning new things and enjoy 
my time. I need support to keep these going 


 


 


  


 


 


 


 


c) I have a few chances to work, learn new things, and 
enjoy life. I need support to do these more 


 


 


  


 


  


 


  


d) I do not have many chances to work, learn new 
things, or enjoy life. I need support to do these more 


 


 


  


 


 


 


 


 
Supporting information: 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
 
11b. Work    This could prompt a referral for advice and assistance about employment 


 


a) I am in employment and my needs at work and getting to work are met 
 


 


b) I am in employment and I need help at work and/or to get to work 
 


 


c) I am not in employment, I would like help in deciding the right job for me, 
preparing for and getting a job 


 


 


d) I am not in employment and I am not sure if work is for me 
 


 


 
Supporting information: 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
 
 
12. TRAVELLING (going for a walk, using public transport or being taken out) 


 
 


 
 


My view 
 
 


Worker’s 
view 
 


Final 
agreement 
 


    







 


a) I am able to travel outdoors independently without 
any assistance from another person 


 


    


 
b) I need support to be able to travel outdoors 


 


 


  


 


 


 


 


 
c) I need some support every day to be able to travel 


outdoors 
 


 


  


 


  


 


  


d) I need a very high level of support every day to be 
able to travel outdoors 


 


 


  


 


 


 


 


 
Supporting information: 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
 
Housing Related Support   
(Please tick all boxes that apply to your situation) 


a) I am receiving /eligible to receive housing benefit  


b) I hold a tenancy on my home  


c) I receive support to help maintain my tenancy  


Would you like to receive some information about:  


a) Community alarms systems and related services.  


b) Advice on cooking and other similar life skills.   


c) Help to deal with problems between neighbours.   


d) Help for people leaving an institution.   


e) Help homeless people set up home.   


f) Support to help you: get the benefits you’re entitled to. 
                                     Deal with minor repairs and keep your home in 
                                     good  repair 


 


 
 
If you have ticked yes or eligible for housing benefit, and receive help to maintain your tenancy 
you may be eligible for housing related support. 
 
 
 
 
 
13. CARING (if applicable) 
 
Caring could be for a child or dependent this is someone you help to care for on a regular 
basis. 
 


 My view 
 


Worker’s 
view 


Final 
agreement 







 


 


 
a) I do not need assistance in caring for my 


children/dependents.  
 


 


   


 


 


 


 


 
b) I need occasional (once or twice a day) practical 


assistance with caring for my children/dependents 
 


 


  


 


 


 


 


 
c) I need some (at least 3 times a day) practical 


assistance with caring for my children/dependents 
 


 


  


 


 


 


 


 
d) I need considerable assistance (at least 5 times a 


day) with practical tasks of caring for my 
children/dependents – including their personal care, 
preparing meals and ensuring their safety 


 


 


  


 


  


 


  


e) I need assistance all the time with practical tasks of 
caring for my children/dependents – including their 
personal care, preparing meals and ensuring their 
safety 


 


 


  


 


 


 


 


 


Supporting information: 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
14. UNPAID CARER (if applicable) 


 
To be completed by your main unpaid carer to show how their caring role affects them on a 


day-to-day basis – (unpaid includes people who may receive carers allowance) 
 


 My view Worker’s 
view 


Final 
agreement 







 


 


 
a) I am able and willing to continue in my current caring 


role. My caring responsibilities have no negative 


impact on my daily life 
 


 


   


 


 


 


 


 
b) I have some difficulty and stress in carrying out my 


day-to-day caring tasks.  This has some impact on 
my lifestyle and leads to minor stress  


 


 


  


 


 


 


 


 
c) I provide a substantial amount of personal 


care/support each week.  Although this has a big 
impact on how I organise my life, I am willing to 
continue in this role.  I need regular breaks 


throughout the year to enable me to continue caring at 
the present level 


 


 


  


 


 


 


 


  
d) My caring role has a substantial impact on my 


lifestyle. Playing this role has led to high levels of 
stress and some health problems.  I need regular 
breaks throughout the year to enable me to continue 


caring at the present level 
 


 


  


 


  


 


  


 
Ensure a Carers Assessment is offered if any of the above is ticked 
 


Supporting information: 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
 


 


 


 


 


 


 


 


 


Equipment     This section is about equipment  
 


 
 
 


YES NO 


A. Do you think simple equipment would help you improve your 
independence e.g. bath seat, walking stick, raised toilet seat etc 


  







 


B. Do you think electrical/electronic equipment would improve your 
independence e.g. bath lift, hoist, sensors such as flood, door, heat 
extremes, bogus caller buttons 


     (if you tick yes to this question we can arrange for you to have a more 
specialist assessment ) 


  


C. Do you need specialist equipment to enable you to be able to   
communicate with others 


  


If you ticked YES to questions B above would you like a specialist 
assessment arranging 
 


  


 
Home Environment - This will prompt a referral to an Occupational Therapist which 


could lead to an application for a Disabled Facilities Grant (DFG) 
 
This section is about getting around and about in your home. 
 
a) I can get into all of the rooms in my house, and can get outside.  


b) I can not access some rooms due to the door width, thresholds etc  
c) I can get into the rooms downstairs but am unable to get upstairs  


d) I would benefit from a specially adapted kitchen and/or bathroom  
e) I can get into all of the rooms in my house but can not get outside  


 
 
Accommodation/Housing Needs 
 


This section tells us about where you live and whether in your opinion your home is suitable 
and safe for your needs. This could prompt a referral to housing. 
 


a) I have no support needs in relation to my current accommodation  


b) Where I live does not meet my needs and I am at risk of losing my   
     independence 


 


c) I have lost or am about to lose my home and this puts me at risk 
 


 


 
Supporting information: 
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________ 
 
 
 
Name (print)...................................................... Signature......................................................... 
 


 


SUPPORTING INFORMATION (continued)) 


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________







 


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________ 


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________ 


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________ 


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________ 


__________________________________________________________________________________________


__________________________________________________________________________________________ 
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Individual Budgets Questionnaire 
 
 
 
 


Older People 
 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


This is a self assessment for people who under FACS are 


considered eligible for support to complete with their families 


and the help of a care manager if required 


 







 


 


Introduction 


 


This questionnaire is produced by Lincolnshire County Council to allow 


people who need support to know quickly and simply whether they can 


expect to get any money for support, and if so, how much.  They can 


then produce, with their families and others important to them, a 


support plan with costs that is acceptable to Lincolnshire County 


Council.   


 


 


This should help Lincolnshire County Council to make fair and open 


decisions about who gets what money to meet their particular support 


needs. 


 


 


This is designed to assess how having support needs affects your day-


to-day life.  It is not just about how disabled you are but is about the life 


you lead at present.  Please complete the section on current benefits 


and then tick the statement that best fits your situation. 


 


 


 


 


 


 


 


 


 







 


Contact Information 


Name  


Address  


  


  


  


Telephone Number  


Date of Birth  


 


 YES NO 


I currently receive a service from social services    


I do not receive any service    


 


..................................................................................................................................................... 


For office use only  


Date  


RAS points  


Indicative Allocation Amount  


Community Care Budget (LCC)  


Supporting People  


DFG  


ICES  


ILF  


Access to Work  


Financial Contribution  


Total amount for support needs  


 


Details passed to Supporting People           YES NO DATE 


                                       


 


F.A.C.S. BANDINGS 


LOW  MODERATE  SUBSTANTIAL  CRITICAL  


 


Support plan signed off by: Allocated worker/Care Coordinator  


Name(print)......................................................  Signature.................................................... 







 


Current Benefits 


I currently receive the following benefits: 


Benefit Amount 


Attendance Allowance                                High Rate 


                                                                    Low Rate 


 


 


Disability Living Allowance                High Rate Care 


                                                            Mid Rate Care    


                                                           Low Rate Care 


 


 


 


Mobility Allowance                                      High Rate 


                                                                    Low Rate 


 


 


Income Support  


Severe Disablement Premium  


Carers Allowance  


ILF 


Number of hours (ILF) 


 


 


Housing Benefit                                                   YES 


                                                                        NO 


                                         ELIGIBLE 


 


 


 


I hold a tenancy for my home                              YES 


                                                                              NO 


 


 


I receive support to help maintain my tenancy    YES 


                                                                              NO 


 


 


Council Tax Benefit                                             YES 


                                                                              NO                  


 


 


I currently have savings over                        £21,000                                            


 
 
If you have ticked yes or eligible for housing benefit, and receive help to maintain 
your tenancy your details will be passed to Supporting People. 







 


Please tick the box that most meets your situation, do not worry if not all of 
the statements in the box apply to you, you will have the opportunity to 
provide more detail when you write your support plan. 
 
 
1 Meeting personal care needs 


This part is about looking after yourself – things like washing, dressing and going to 
the toilet 
 


A) I need a lot of support with personal care (washing, going to the toilet). I 
need help during the day and night. I need someone around me day and 
night to keep me or other people safe.   I get higher rate attendance 
allowance. 
 


 


    


B) I often need help with personal care during the day. I need someone 
around most of the time to make sure I’m safe. 


 


     


C) I need support now and then with personal care. I’m OK for short periods 


on my own in places I know – I need some one around some of the time. 
 


 


    


D) I occasionally need help with personal care. I can stay on my own for 
quite long periods in familiar places. 


  


 


     


E) I do not need support to look after myself. I’m OK on my own in most 
places – for days at a time. I do not require help to meet my personal care 
needs 
 


 


     


 


I need two people at each visit to assist with my personal care 
 


YES 


NO 


 


2 Eating and Drinking (Nutritional needs) 


This part is about looking after yourself, and staying fit and well nourished – eating 
and drinking properly. 
 


A) I need lots of help to eat and drink, I need to be fed and given drinks.  


 


 


    


B) I need help and encouragement to eat and drink, enough to stay well. 


 


 


     


C) I need all my meals to be provided or prepared for me. 


 


 


    


D) I do not need help in this area.  


     







 


3 Practical aspects of daily living 


This Part is about day to day life; things like, shopping, cleaning, cooking, and doing 
the laundry. (Mobility, sensory think about this in your planning) 
 


A) I need help with most things around the home: I need lots of help 
with my shopping, laundry, housework, managing finances, paying 
bills, and general home maintenance. 


 


  


B) I need help with some things around the home : I need some help 
with  shopping, laundry, housework, managing finances, paying 
bills, and general home maintenance 


 


  


C) I need only occasional help with some things around the home : I 
Occasionally need some help with  shopping, laundry, housework, 
managing finances, paying bills, and general home maintenance 


 


  


    D)       I don’t need help around the home 
 


  


 
4. Physical and Mental Health and Well being  
 


This part refers to support you may need to manage a long term physical condition 
(e.g. diabetes, heart or respiratory failure, stroke, epilepsy etc) or a mental condition 
(e.g. depression, anxiety state, bereavement, dementia etc).  
 


A) I need intervention from others to ensure I stay well and there  is real 
concern about my complex health needs  


 


  


B) I need some help from others to make sure I stay well and           there 
is some concern about my complex health needs  


 


  


C) I need a little help from others to make sure I stay well.   
               


  


E) I am well and no-one has raised concerns about my health or              
welfare.   


 


  


 
 


 
 
 
 
 
 
 
 







 


5 Relationships Social Inclusion 
 


This part is about doing things in your community, like using local shops, the library, 
going to a luncheon club or the community centre, church or other place of worship, 
visiting neighbours, or being involved in local organisations. It also looks at being 
with friends.  
 
Your community might be the people and places that are in your local area or you 
may think of your community as the people and places that are important to you 
because of who your religion or ethnic origin.  
 


A) I don’t do much in my community. I am Very lonely and don’t really have 
any relationships. I would benefit from having more social contacts and I 
need support to make relationships – and keep them. 


 


    


B) Sometimes – not often – I do things in my community. I need support to do 
more. I am quite lonely and have one or two relationships – but not enough 
for me. I need support to make relationships – and keep them. 


 


   


C) I do lots of things in my community. I need support to do them. 
There is a danger that without support I will loose important relationships. 


   


D) I do lots of things in my community. I don’t really need support – just now 
and then. I’ve got a lot of relationships. I don’t need support to keep them. 


 


   


 


6 Choice and Control 


This part is about who decides important things in your life – things like where you 
live, who supports you, who decides how your money is spent. You may have less 
control over your life having become forgetful or confused, or you may be 
depressed. 
 


A) Other people make most decisions about my life. I need support to 
make more decisions, and take more control.  


 


    


B) I decide most day-to-day things. But I don’t have as much say in 
important decisions about my life. I need support. 


   


C) I make all the decisions. I need support and advice to make them. 
          I need support to build my confidence and self-esteem 


   


D) I do not need help to make choices or decisions, I make all the 
decisions.  I just need a bit of advice. I have full capacity and 
understanding 


 


   







 


 


7 Risk 


This part is about keeping safe e.g. when I’m going out on a bus, or using a gas 
cooker, or going down stairs. If these are the things that are important for you. But 
staying safe is about different things for different people.   
 
Some situations where there are quite high risk can be managed by using 
technology, if you require support to manage risks you should, find out about what 
tele-care is available in your area.  
 


A. I need help to stay safe a lot of the time. And I need a lot of support to 
stay safe. There is no tele-care options that would help reduce the 
risks I face. 


 


  


B. I need help much of the time to stay safe.  There is no tele-care 
options that would help reduce the risks I face. 


 


   


C. I need help some of the time to stay safe.  
(There are real risks but these can be managed well with tele-care )     


   


D. Sometimes I need a little help to stay safe. I’m happy and no-one says 
they’re too worried. 


 


   


E. I don’t need help to stay safe. I’m happy and no-one says they’re 
worried. 


   


 
Equipment 
This section is about equipment  
 


 
A. Do you think simple equipment would help you improve your 
independence e.g. bath seat, walking stick, raised toilet seat etc 


YES 


 
NO 
 


B. Do you think electrical/electronic equipment would improve your 
independence e.g. bath lift, hoist, sensors such as flood, door, heat 
extremes, bogus caller buttons 
(if you tick yes to this question we can arrange for you to have a more 
specialist assessment ) 


YES 


 
NO 
 


 
If you ticked YES to questions B above would you like a specialist 
assessment arranging 


YES 


 
NO 
 


 
 
 
 
 
 


 


 


 


 


 


 







 


Home Environment 
 


This section is about getting around and about in your home. 
 
This is purely a trigger for DFG (Disabled facilities grant) 
 


A. I can not access any part of my home except one room. 
 


 


B. I am only able to get into a few rooms in my home. 
 


 


C. I can get into most of the rooms in my home and some of the outside 
of my home. 


 


 


D. I can get into all of the rooms in my house, and can get outside. 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







 


8 (a) Family carer and social support 


My family carer 


 
This part is for your family carer. What does supporting me mean for my family 
carer? What is their life like? 
 
To the family carer: 
 
This part is for you. To answer this question you need to imagine you are caring 
full-time for your family member – even if you’re not; even if your family member 
has support. 
 


A.  My caring role has a critical impact on my lifestyle - including a 
significant impact on my health and well-being. I am unwilling or 
unable to continue in the role as it currently is. 
(Resuming a greater caring role would have this effect) 
 


    


B. My caring role has a substantial impact on my lifestyle. Playing 
this role has led to high levels of stress and some health problems. 
(Resuming a greater caring role would have this effect) 
 


   


C. I have some difficulty and stress in carrying out my day-to-day 
caring tasks.  There is some impact on my lifestyle and playing this 
role leads to minor stress.  
(Resuming a greater caring role would have this effect) 
 


    


D.  I am able and willing to continue in my current caring role.  My 
caring responsibilities have only a small impact on my daily life. 
(I would like to play a greater caring role than I currently do, and 
have some time to provide support) 
 


    


E.   I am able and willing to continue in my current caring role. My 
caring responsibilities have no negative impact on my daily life 
(I would like to play a far greater caring role than I currently do, and 
have  time to provide support) 
 


    


 
 
 
 
 
 
 
 
 
 
 
 







 


8(b) Family carer and social support (this about the assistance/help you can 


get from your family or friends) 


 A                              X B 


1 I am able to get nearly all the help I 


need from my family and friends   


 


I currently  need no paid 


support 


 


2 I am able to get most of the help I 


need from family and friends 


 


I have or need Some 


occasional paid help 


 


3 I am able to get only some of the help 


I need from family and friends 


 


I have or need ongoing 


regular help 


 


4 I  can  get little or no help at all from 


family or friends 


 


I have lots of  paid support 


Full time day care Respite 


I currently have 24 paid 


support                             


 


 B1 B2 B3 B4 


A1     


A2     


A3     


A4     


 


 


Name................................................................             


 


Your signature........................................................ 


 


Date      /    / 
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What is the ‘Individual Budgets’ Pilot?
The Government has asked Coventry to take part in a pilot for trying out
a new ways of arranging the care and support people need to help
them remain independent. This pilot will last for a period of 2 years.


Will it make a difference to Service Users?
An ‘Individual Budget’ should allow a persons support to be organised a
lot more quickly and much better by changing the way we carry out
assessments.


Each person should be told, exactly how much money they have to
spend on their care and support needs. This amount of money is known
as their ‘Individual Budget’.


It should also give each person more choice and control over how they
actually get their care.


What happens if the pilot does not work?
Once we have agreed someone’s care and support package, they will
not lose that support just because the pilot has stopped.


Will the person who needs care and support still need
an assessment?
Yes, but as well as being about care, the assessment should also cover
other things like:


n equipment they may need
n housing support
n adaptations to their home
n support at work
n money for care from the ‘Independent


Living Fund’.







Will it be an assessment of needs?
No. One of the things we will do differently is to use the assessment to
look at what each person wants to do with their lives, or what their
goals are, and what ‘outcomes’ they want to achieve.


What is the difference between needs and ‘outcomes’?
By thinking about needs, people think about the present moment in
time. If the assessment is about ‘outcomes’, it helps the person who
needs care and support, and the other people involved in the
assessment, to think about how that person’s life could be better in the
future. It is then easier for each person and the people supporting them
to work out how they are going to use their care and support to achieve
these goals.


What makes you think this will work?
York University ran a five-year project to test out the idea that
‘outcomes’ assessments are better. People who use care and support
services felt an ‘outcome’ assessment was:


n more relevant to them
n less intrusive
n less stigmatising
n more likely to


make things better







Are ‘outcomes’ just about care?
No. They cover:


n Autonomy and self determination
n Personal cleanliness and comfort
n Economic participation
n Social Participation


Will an ‘Individual Budget’ help people achieve all of
their ‘outcomes’?
No. Most of the outcomes someone wants to achieve will only be viable
with additional support and commitment from:


n The person themself
n Their family, friends and social network
n Other organisations, such as education


However the ‘outcomes’ assessment will help everyone work out who
needs to do what in order to achieve each outcome.


How can I find out more about ‘outcomes’
The person who does the assessment will help explain to you more
about what ‘outcomes’ will mean for you.


Will there still be Eligibility Criteria?
Yes. Exactly the same eligibility criteria will be used as before to assess
what support and care somebody wants and if they are entitled to it.







Will people who need care and support have to have a
Direct Payment?
No. As part of the pilot we have to show that:


We have given people more choice and control about how their care
and support is organised.


That they have more flexibility about how to spend the money that they
have been given (their ‘Individual Budget’) for the care and support they
need.


Each person will still be able to choose to have a Direct Payment, and
they will also have a social worker to support them to plan their care. We
also want to find new ways of supporting people to use their ‘Individual
Budgets’ in the way that suits them best.


How will you know if ‘Individual Budgets’ have worked?
People who have them will be asked if they think it has worked better
for them. Researchers from York University will spend time in Coventry
asking people who have used them what they think. They will want to
know what is better and what is worse, and also if people can think of
ways of making them work better.







How else can people with care and support needs, get
involved in the pilot?
We will be setting up a User Reference Group, which will help us plan
how to make ‘Individual Budgets’ work. You can call 024 7683 4110 or
e-mail individualbudgetspilot@coventry.gov.uk for more details.


Is this just another way of saving money?
No. The Government is not giving us any more money, but by giving
people more care and control over their care and support, they think
they will get better value for money, so the same money will actually go
further.


Can people choose not to have an ‘Individual Budget’?
Coventry has agreed with the Government that we will use the pilot for
anyone who is going through a major life change. This may be because:


n They are 16 or 17 and are having to start to make the choices that
will help move them into adulthood.


n They are living in residential care outside
Coventry and want
to move back into the city.


n They have spent some time in hospital or have
been in a rehabilitation hospital and want to
move back to live independently.


In each case the person has to make some important
decisions and the ‘Individual Budget’ process will
support them to make these.


We did not think we should ask people who do not
have to make such changes to be in the initial pilot.







Is the pilot happening everywhere?
No. The pilot is only happening in Coventry and 12 other areas of the
country. We are very proud that Coventry was chosen by the
Government to take part in the pilot.







If you need this information in another format or
language please contact:
Telephone: 024 7683 4110
e-mail: individualbudgetspilot@coventry.gov.uk


06/04/563
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A model to achieve Personalisation of Norfolk Supporting People 
Services 
 


Purpose 
 
Increasing choices and the personalisation of welfare services are leading policy themes in 
social welfare provision. Norfolk Supporting People (NSP),it's Provider Elected Panel and 
service users are developing a framework and resources to translate these policy themes 
into practice.   
 
Background 
 
Historically the Norfolk SP programme has consistently placed service users at the heart of 
delivery of services. Particular examples have included: 
 


 A rigorous service review programme which emphasised quality, continual improvement 
and the perspectives of service users 


 Strong expectation that people using services would collaborate fully in planning to 
meet their own support needs 


 Eagerness to be at the forefront of government initiatives to increase choice and control 
(piloting the development of housing standards for people with learning difficulties, 
leading on the Individual Budgets pilot, participating in the review of the Quality 
Assessment Framework 


 Working with people who have used services to measure the quality and describe the 
impacts of those services (peer reviewers, DVD produced by service users) 


 Commissioning flexible services which can work effectively across boundaries which still 
tend to be in place by age or disability 


 
In May 2008 NSP’s Commissioning Body agreed a proposal to maximise the personalisation 
of all housing support services leading to increased choice and control for service users. NSP 
are working collaboratively with our Provider Elected Panel (PEP) to take forward a 3 year 
plan to achieve personalisation in service provision.   
 
Objectives 
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 To achieve NSP personalised services that people would want to buy if they have 
their own IB 


 To ensure that all services are fully engaged with and knowledgeable about how to 
support people to access IBs and self directed support 


 To empower service users to increase their individual planning skills and confidence 
leading to better outcomes through housing sustainment and people making 
satisfying wider life choices 


 To create support for providers to offer viable services that best meet the range of 
market demands which will emerge through the widespread personalisation of 
support 


 To create an approach that supports the third sector by providing and increasing a 
diverse range of services 


 
To  use personalisation achievements as  a powerful incentive to service providers to 
improve service quality - service providers who been validated as having successfully 
implemented the Supplementary QAF objectives would be more likely to be successful in 
bidding for new services  
 


 To develop the personalisation of housing support services with the full and active 
involvement of people with personal experience of using services 
 


 To provide the framework for services to train and support service users to hold their 
own budgets for elements of their housing support and to meet other support needs 


 
To achieve this NSP and the PEP personalisation model will have a number of elements: 
 
The personalisation toolkit  
A toolkit for providers with good practice, and model policies and processes to support them 
in achieving personalised services. The toolkit will distinguish between the different models 
used to provide housing support and contain best practice materials to support providers 
working within respective support models. The materials will be collated from those used 
already by providers in Norfolk. The main service models are: 


 Preventative, flexible services such as such as floating support and home improvement. 
Such services can work flexibly across sector boundaries and provide early intervention 
to reduce likelihood of crisis. These services are often the first point of call for people 
not in touch with other support. Skilled casework and support planning will result in 
access to other support and outcomes which may prevent the requirement for more 
substantial and intrusive interventions. 


 Short term crisis services like homelessness hostels and refuges for women experiencing 
domestic abuse. Services should be available at the point of need but flexible in 
identifying and offering choices where these can be offered.  


 Long term supported accommodation which may be low support (sheltered housing) or 
relatively intensive (independent living schemes for people with relatively substantial 
support or supervision needs) 


 
 
Design and carry out a training package for providers to support people who use NSP funded 
services to acquire the skills to achieve greater choice and control of their lives. This will 
involve people who use services in designing and delivering training for manager and 
support staff. 
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Devise a mentoring scheme to ensure that ALL providers are supported to take forward the 
personalisation agenda. 
 
To lay the groundwork for fully implementing individual budgets with a pilot group and use 
the results to find appropriate ways to increase their use with other groups of people.  
 
To develop, promote and sell the approach to individual budgets and personalisation 
effectively to the sector. This will include using a range of accessible information for 
different audiences including service users, managers and  front line support workers 
 
Contents within the toolkit will include: 


 Identified good practice and model policies  likely to increase choice, control and 
personalisation of services 


 The  directory of good practice would include materials on: 


 Support planning (person centered planning; strengths model; holistic 
planning) 


 Risk assessment and positive risk taking 


 Measuring soft outcomes and change over time 


 Personalising services - critical appraisal of blanket policies 


 Advertising and promoting services 


 Involving people using services 


 Best practice in developing and using Individual Budgets 


 Skills for managing individual budgets 


 Model tenure agreements in long term services 
  


 Accessible information resources for all client groups which would include DVD 
material developed and produced by people who have used housing support 
services on enabling choices and personalising services 


 Development and promotion of  use of SU Charters, tailored to different service 
models, establishing what standards people can expect from the services that 
support them 


 Support to NSP funded providers through the mentoring programme, Training 
through e-learning / electronic workbooks as well as face to face opportunities 


 Support to providers through the development of an evidence folder linked to the 
Quality Assessment Framework in which they can collate examples of the way in 
which services increase choice and control for individuals 


 


Outcomes 


  


1. Services offer greater choice and control and are able to provide evidence of this at 
contract review meetings and through the service review process. 
 


2. Individuals using housing support services are supported to hold budgets to meet 
elements of their housing support and other support needs.     
 


3. Individuals using services report positively when asked questions about whether they are 
given choices and have control over the services they are offered.  
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4. The quality of services is further improved as evidenced by more support providers 
assessed at level A against more elements of the Quality Assessment Framework 
 


 


The programme of activity will extend on an ongoing basis over 3 years. 
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Appendix 1 


Personalising SP Services 


 
Norfolk was chosen as part of a pilot by the DOH to implement Individual Budgets (IB).  
Norfolk decided to work with people with mental health problems to introduce more control 
and choice about the service they received.  Norfolk Supporting People (NSP) funding was 
allocated to individuals when a housing need was evidenced.    
 
The Government is continuing its commitment to personalising services, and Self Directed 
Support, as it has come to be known, offers a mechanism for achieving this.   
 
The concept of service users being at the heart of service provision in services that are 
sensitive and flexible to their needs has been promoted through the Supporting People 
Programme since 2003.    
 
NSP has promoted service provision that is underpinned by the principles of service user 
empowerment, and is responsive, sensitive and flexible to service users’ needs and goals.  
Through service reviews we have ensured that SP funded organisations have taken for many 
of them the first steps towards providing services that take account of service users views 
and placing service users at the heart of service provision.   
 
Joint working through the Individual Budgets Pilot has indicated that potentially of the 14 
service users who were allocated SP funding 11 have chosen to spend that funding with the 
mental health service provider who achieved the best service review outcome and already 
works to the above principles. 
 
Although this evidence is limited it does indicate that good quality, responsive and flexible 
service providers who place service users at the centre of service provision will be more 
likely to have service users that wish to continue using their services. 
 
Service users should have support services that work with them and for them and NSP 
believe that the work carried out during the review process and the IB Pilot can be taken 
forward effectively by furthering choice and control for service users. 
 
To do this, NSP would want to keep secure the existing service choice and variety for service 
users who are happy with current services. These current services would continue moving 
towards implementing the personalisation agenda,  creating further choice and creative 
ways of providing service provision.   Consultation with existing providers of services and 
service users would be key to achieving success.  
 
NSP intends that all the services it funds will form part of the personalisation agenda.  
Empowerment of service users should lead to increased assertiveness and confidence and 
therefore increased tenancy sustainment in the long term and better life choices.  Greater 
empowerment of service users should ultimately lead to service users acquiring the skills to 
have their own NSP funded individual budget.  
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How to Achieve Personalisation of NSP Services 


NSP are introducing service review validation visits that more fully explore service users 
views on what works well in services, how services could be improved and how service 
provision could be more focused on promoting empowerment.   
 
NSP are funding a mentoring scheme so that organisations providing services that fully 
involve service users can mentor other providers. 
 
NSP are implementing their Service User Involvement Strategy in line with personalisation 
and have employed a worker to take this forward.   We have also allocated a budget to 
support this piece of work. 
 
 
NSP and the Provider Elected Panel (PEP) are working out a training package Supplementary 
QAF requirements and how to personalise services. NSP will use the knowledge obtained 
from their Involving Service Users Strategy to inform how service users could be involved in 
taking this training forward and how to personalise services. 


Incentives for Providers 


Service providers who have achieved a level B for the QAF Core and Supplementary Service 
Objectives would be more likely to be successful in bidding for new services.  When 
commissioning new services, the service specification will require that providers are able to 
demonstrate their ability and skillls to empower service users and provide services with 
choice and control for service users leading to successful outcomes.  
 
How Self Directed Support and Personalisation within services could be achieved 
 
NSP funds a range of service provision: 
 
1. Long term accommodation based services for older people, people with learning 


difficulties and people with mental health problems 
2. Short term accommodation based services for all client groups which also includes move 


on accommodation 
3. Generic and specialist floating support services  
 
1. Long Term Accommodation Based Services 
New service users should be made aware on application to a service that by choosing this 
service provision they are also choosing this support provider.  Information should be made 
available to applicants about other supported housing options.   
 
Options available to people who currently use the service could be as follows: 


    


OPTION FOR SERVICE USERS 
HOW TO ACHIEVE 


COMMENTS/THINGS TO 
CONSIDER 


Could change provider if 
everyone using the service 
agrees 


Support provided by NSP to 
consider the issues and risks 
involved in finding and 
selecting an accredited NSP 
provider 


Easier to achieve a 
consensus of opinion 
amongst service users in  
small services 
 
Difficulty if support provider 
is also the landlord 
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If provider is not achieving  
achieving personalisation in 
practice NSP will consult the 
people who use the service 
on how the service could 
work better  


NSP would work with service 
users and the provider to 
validate service quality and 
negotiate ways to ensure 
more choice and control for 
users 


Difficulty in negotiating 
changes if problems 
between staff and service 
users are entrenched 


Could be supported to find 
own accommodation and 
purchase own support by 
handling their own individual 
budget in another setting 


Service provider would have 
a role helping achieve 
successful move on from the 
service   
 
 


Not really as realistic a  
choice for older, frail people, 
but funding could be used  
with attendance allowance 
to pay their carer or family 
for support thereby 
facilitating a person to move 
in with/nearer to family with 
NSP or FS provider 
monitoring service provision 


Could have a ‘virtual’ IB  
empowering service users to 
negotiate a more 
personalised service from 
the provider 


Provider would still need to 
meet CLG outcomes.   
Providers would have access 
to a training package on how 
to personalise services 
referred to above.   
Examples of this could be a 
service user wanting a 
different support worker or 
in a sheltered scheme having 
their daily scheme manager 
call at a more convenient 
time 


As indicated above good 
quality, flexible and 
responsive services would be 
achieving some of these 
goals already.  But for 
example in a service where 
lots of service users did not 
want one particular worker, 
the provider could use this 
as evidence of a training 
need or for better quality 
assurance procedures. 


 
2. Short Term Accommodation Based Services 
 


OPTIONS FOR SERVICE USES HOW TO ACHIEVE COMMENTS/THINGS TO 
CONSIDER 


Service users would           
have a greater involvement 
in how the service is 
provided – for example what 
times staff were on duty or 
better ways to ensure house 
rules are adhered  to   
 
Service users would be 
supported to achieve the 
skills which could ultimately 
lead to them having their 
own IB on leaving the service    


Providers would work 
towards putting in place 
services that reflect the 
outcomes of their service 
user consultations and 
service users would be 
supported to achieve their 
expressed goals and 
aspirations 
  
NSP would ensure through 
meetings with service users 
and staff that service 
provision reflected the 
above 
 


Policies and procedures 
would need to provide a 
strong framework to support 
staff to ensure that creative 
ideas are not seen as 
unachievable because of 
health and safety or 
entrenched value bases 
 
This may lead to a demand 
for more costly Housing 
Benefit funded services 
because for example building 
security may not achievable 
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3. Floating Support 
 


 
OPTIONS FOR SERVICE 


USERS 


HOW TO ACHIEVE COMMENT/THINGS TO 
CONSIDER 


Service users moving on 
from NSP accommodation 
based services could have 
the opportunity to chose 
their own support provider 
and negotiate what they 
want to achieve from the 
service 
 


Service users will be 
supported to consider how 
they want their support 
provided on leaving the 
service 
 
Any organisation aspiring to 
provide FS would have to be 
accredited for this purpose 
through NSP and provide 
evidence through their 
policies, procedures and 
practice that they had the 
necessary skills and expertise 
to successfully achieve this. 
To ensure that existing 
services are not destabilised, 
a cap could be put on the 
total amount of funding that 
could be used for this 
additional service provision.  
The CB agreed £25k for the 
IB Pilot     
 
A policy and process would 
need to be put in place to 
establish eligibility for 
anyone wishing to have their 
own individual budget and 
indicate how places would 
be allocated – for example 
perhaps by waiting list with 
priority given to those 
longest on the list 


Service users would have 
been supported to make 
informed decisions through 
their support planning, and 
the option to chose how 
their support is provided 
would be further 
empowering  
 
In the event a service user 
wants to use their funding 
with a provider other than 
their existing NSP accredited 
FS providers, the current 
support provider would need 
to work out an updated 
support plan with the service 
user to carry forward to their 
new provider  
 


Service users moving on 
from NSP funded 
accommodation based 
support could chose to 
employ someone of their 
choice to support them 


This could be piloted with a 
small number of service 
users.  Service users would 
need to have worked with 
their previous support 
provider on deciding how 
they want support delivered 
on leaving the 
accommodation based 
service 
 
NSP would need to devise a 
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process to ensure that FS is 
appropriately provided for a 
service user  
 
The current FS providers 
could be used to monitor the 
service provided during the 
course of the pilot 
 
Service users wishing to 
spend their IB elsewhere 
would need support to 
employ a worker.    To 
achieve this, NSP would 
need to negotiate and fund a 
support package from for 
example Independent Living 
Norfolk 


People who have not been 
part of an NSP supported 
housing pathway should 
have support to consider 
their FS options 


NSP’s existing FS services 
could  provide initial support 
while also working towards 
helping people decide how 
and by whom they would 
like their support provided 


 


 
Options for people in long term services could include: 


 Changing provider if everyone in the service was in accord 


 Working with service users on how services can better effect increased choice and 
control 


 Providers supporting service users to find own accommodation and handling their 
own individual budget in another setting 


 People having a ‘virtual’ individual budget 
 
Options for people in short term services could include: 


 Having a greater involvement in how the service is provided 


 Service users being supported to achieve the skills which could lead to them having 
their own individual budget on leaving the service 


 
Options for people receiving floating support: 


 People moving on from NSP accommodation based services could chose their own 
support provider  


 People moving on from NSP accommodation based services could chose to employ a 
person of their choosing to support them 


 People who have not been part of an NSP supported housing pathway could have 
support to consider their FS options 


 
Details of how the above could be achieved are contained at Appendix 1. 
 


PREFERRED OPTION AND MECHANISM 
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Supported by SP Commissioning Body to take forward these proposals, further consultation 
and action include: 
 


 NSP working with a working group nominated by the PEP to agree the broad 
principals and refine the paper 


 A toolkit and a training package for providers 
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Are you ready for an
individual budget?


www.barking-dagenham.gov.uk


Individual Budgets are designed to help people take
control of their own social care budgets, manage their
support and choose the services that suit them best.







The Government has asked us
(Barking and Dagenham Council) 
to try out a new way of arranging the
care and support people need to 
stay independent. This trial will last 
for two years from March 2006.


Individual budgets are designed to 
help people who are eligible for
services to take control of their own
social-care budgets, manage their
support and choose the services that
suit them best.


It puts you at the centre of the 
planning process, and recognises 
that you are the best person to
understand your own needs.


2
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What will they do?


Individual budgets will:


■ give you a clear idea about how much money there 
is for your support;


■ make assessments quicker and easier;


■ bring together different kinds of support or funding
from more than one agency;


■ allow you to use the money in a way that best suits
your own needs and situation; and


■ allow you to develop your own support plan, outlining
what you want, when you want it and how this could
be delivered. This may be done with support from a
‘support broker’, family or friends, or a representative.







What if it does not work?


Once we have agreed your care and support package,
you will not lose that support just because the trial 
has stopped.


Will I still need an assessment?


Yes, but as well as being about care, the assessment
will also cover other things like daily living, wellbeing,
relationships and taking part in society.


Will there still be eligibility
conditions?


Yes, we will use the same eligibility conditions as 
before to assess what support and care you want 
and if you are entitled to it.


Can I choose not to have an
individual budget?


Yes, we plan to offer individual budgets to existing
service users at their annual review. In each case,
you can decide whether you want to receive this
service.
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Are individual budgets the same 
as direct payments?


Like direct payments, individual budgets are about
giving people more choice, flexibility and control.


Individual budgets will bring together a number of
funding streams to give you a more joined-up 
package of support, and will offer greater flexibility 
in how the money for your support is used.


How will you know if it is a
success?


The individual budgets trial is being independently
assessed across England.


The assessment will see whether individual budgets
offer a better way of supporting people than the way
things work at the moment.
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This document is about the Individual Budget. You can ask for a translation by
ticking one of the boxes, filing in your name and address, returning this form to the
address below.


Return to: Individual Budgets Team, Unit 2 (Room 74), St George’s Centre,
St George’s Road, Dagenham, RM9 5AJ Phone number: 020 8227 2411


Ky dokument është për Buxhetet Individuale. Ju mund të kërkoni një
përkthim duke shënuar njërën nga kutitë. Plotësoni emrin dhe adresën
tuaj dhe kthejeni këtë formular në adresën në fund të këtyre perkthimeve.


Albanian 


French 


Lingala


Polish


Your name: ......................................................................................................................


Your address: ................................................................................................................


......................................................................................................................................


✃
✃


Este documento trata de Orçamentos Individuais. Pode pedir uma
tradução ao colocar um sinal em uma das caixas, preencher o seu nome
e morada e devolver esta forma para a morada no fim destas traduções.


Portugese 


Makaratasi haya yanahusu Bajeti Binafsi. Ukitaka maelezo zaidi unaweza
kuomba makaratasi yaliyotafsiriwa ukiweka alama ya pata katika
kisanduku kimojawapo, andika jina lako na anuani yako halafu rejesha
katika anuani iliyoandikwa hapo chini.


Punjabi


Swahili


Turkish


Urdu


Ce document vous informe sur les budgets individuels. Vous pouvez demander
une traduction en cochant la case correspondante, indiquez votre nom et votre
adresse et renvoyez cette fiche à l’adresse indiquée à la fin de ces traductions.


Document oyo ezali po na makambo ya Budjets Indiviuels.Okoki kosenga
ndemboli na yango soki oponi yoko ya ba boites,okomi kmbo na adresse nayo
sima ozongisi formulaire oyo na adresse ekomami na suka ya ndemboli oyo.







Published by the London Borough of Barking and Dagenham September 2006 CCxxxx


Direct
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1 INTRODUCTION 
 


This report provides a broad local analysis of Leicester’s Individual Budgets 
pilot, benchmarked against key expectations and success indicators. Its 
purpose is to: 
 


• identify key learning points to support the future development of self 
directed support at a local level  


 
• provide an information resource to other local authorities at the early 


stages of implementing the Individual Budgets approach  
 
A national Individual Budgets Evaluation report is due to be published in 
summer 2008 and the experience of Leicester Pilot will have contributed 
towards this. 
 
If you require more detailed information if any aspects of the overview please 
contact the Individual Budgets Project Officer (details at end)  


   
 


2 BACKGROUND  
 


 Leicester was one of thirteen local authorities chosen by the Department of 
Health (DOH) to run an Individual Budgets pilot between January 2006 and 
March 2008. Leicester’s pilot focused on people with physical, sensory or 
learning disabilities. 


 
 By the end of March 2008, locally 69 people had been through the Individual 


Budgets process. Of these 40 people have a physical or sensory disability 
and 29 a learning disability. A full demographic breakdown is given in 
Appendix 1  


 
 Pilot sites were supported by the Care Service Improvement Partnership 


(CSIP) and were required to comply with a rigorous independent national 
evaluation by the Individual Budgets Evaluation Network (ISBEN).  
 
At the start of the pilot both DOH & CSIP identified a number of key 
expectations for local developing Individual models:  


• An assessment process which incorporates self assessment and 
which means people have to give out information fewer times  


• Giving eligible individuals a clear idea about how much money there 
is for their support, within a framework to enable strong budgetary 
control  


• Bringing together different kinds of support or funding from more 
than one agency thus providing a more streamlined commissioning 
process  


 3







• Allowing individuals support to plan what they want and to organise 
it with help from a broker or advocate, family or friends, as the 
individual desires  


• Letting people use the funding in a way that best suits their own 
needs and situation  


Further they viewed key success indicators to be: 
 


• A significant extension to the degree of choice and control 
experienced by people using services and supports and associated 
outcome improvements 


 
• Alignment/integration of different resource streams 
 
• Achievement of improvements within the existing  resource 


envelope 
 


 
3 INDIVIDUAL BUDGETS ASSESSMENT PROCESS 
 
Key expectation: 
An assessment process which incorporates self assessment and which 
means people have to give out information fewer times.  
 
 
3.1 What we did in Leicester: 
 
We developed a person centred community care assessment form, which 
included a mediated self assessment questionaire. 
 
We looked at the existing community care assessment form and transferred 
any questions the individual carer could answer into the assessment 
questionnaire.  The questionnaire is based on the four main areas of Fair 
Access to Services (FACS) - managing personal & daily routines, involvement 
in family and wider community, health & safety & freedom to make choices. 
Functional questions were put into tick box framework.  There is a box for the 
individual to complete, one for the workers view and a final agreed box.  We 
were the first pilot site to take this approach and a number of other sites  have 
adopted it since.    
 
3.2 What we need to consider for the future? 
 


a) Having sections for individuals to state what their needs are, worker 
views and final agreement section has worked well. Overall feedback 
from Care Managers indicates it has made the assessment process 
more transparent. We need to maintain this approach in the future.  


 
b) A future version of the assessment form (and related review document) 


need to  incorporate a way of measuring if there has been an 
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improvement in outcomes  for individuals from the support put in place 
through the Individual Budgets process.   


 
c) Further work is required both locally and nationally on how the 


Individual Budgets approach and its emphasis on self assessment fits 
in within Common Assessment Framework and Single Assessment 
Process. Little progress was made in clarifying this during the pilot 
period 


 
 
4 TRANSPARENT RESOURCE ALLOCATION SYSTEM (RAS) 
  
Key expectation:  
Giving eligible individuals a clear idea about how much money there is 
for their support, within a framework to enable strong budgetary control 
 
4.1 What we did in Leicester: 
 
Transparent allocation 
 
All pilot sites were expected to develop a transparent RAS by July 2006. The 
DOH indicated that transparency implied a system for allocating resources 
that incorporates clear and fair processes which link need to levels of 
resource and which are fully accessible to people being assessed for support. 
Further, systems for the allocation of resources should enable strong overall 
budgetary control. The DOH expected that a RAS should at least achieve 
resource neutrality at an individual allocation level. 


 
Developing a RAS proved to be the most difficult part of the pilot. This was 
partly because no standard national toolkit to test was given to pilot sites. The 
most advanced models developed at that point were by ‘incontrol’, an 
organisation that also closely supported the work of the national pilot. At that 
point they were in the early stages of developing the points based allocation 
resource allocation model (RAS4)   
 
After careful consideration, Leicester decided not to adapt the incontol RAS4 
model, given it infancy at the time and lack of testing across all adults and 
older people service areas. We developed a more conservative model based 
on the main area of need that Social care would consider funding support: 
 


• personal care support 
• practical domestic care 
• promoting social inclusion and participation 
• respite support for carers. 


 
A resource allocation matrix was developed for each area using sample 
information on average allocations for existing care packages. The levels of 
funding for an individual required Care Managers interpretation of information 
in the assessment forms supporting guidance. 
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Strong Budgetary control 
 
Throughout the pilot period there was close monitoring of allocations made 
through our RAS model. During the course of the pilot downward adjustments 
were made to the allocations for promoting social inclusion and respite 
support for carer’s domains, to ensure average allocation were at similar 
levels to the average cost of existing packages ( in April and October 2007 ) 
  
In many cases, early allocations for individuals with existing support packages 
were coming out at higher levels. A significant reason for this was because 
many of these individuals were known not to previously fully take-up services 
they were eligible for (in particular day service and respite provision). 
Therefore the actual cost of provision prior to Individual Budgets would have 
reflected this actual ‘lower’ provision only. The Individual Budgets approach, 
in giving a transparent allocation up front and flexibility to decide how support 
is provided, is a process which supports maximising the take-up of support to 
meet eligible needs. 
 
     
4.2 What we need to consider for the future? 


 
a) The local Individual Budgets RAS does provide a framework for 


consistent individual commissioning than traditional care management 
approaches.  Adjustments made to allocation levels during the period 
of the pilot should also support an approach which can achieve cost 
neutrality at an individual level, when compared to traditional care 
management approaches. 


 
b) However the local tool is still a tool that requires a high level of 


professional interpretation and may not be the most effective system to 
allow strong overall budgetary control. When the national pilot 
evaluation report and RAS toolkit are made available in summer 2008, 
we should review how our RAS could be improved taking into account 
learning across all pilot sites. In particular we will need to give 
consideration to whether a RAS process based on a points system 
may be a better for tool for : 


 
• Giving greater objectivity in linking needs/ outcomes to 


allocations levels 
 


• Being able to maintain stronger overall budgetary control over 
funding streams.    
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5 BRINGING TOGETHER DIFFERENT INCOME STREAMS 
 
Key expectation 


Bringing together different kinds of support or funding from more than 
one agency thus providing a more streamlined commissioning process.   


The income streams expected to support pilots were: 


• Council Social care Funding  
• Independent Living Fund 
• Disabled Facilities Grants 
• Integrated Community Equipment Services 
• Access to Work  
• Supporting People. 


 
5.1 What we did in Leicester: 
 
Council Social Care funding 
 
As social care is the main route to an Individual Budget, this was considered 
the baseline and most significant funding steam for the pilot. 
 
Independent Living Fund  
 
The Independent Living Funds (ILF) were set up as a national resource 
dedicated to the financial support of severely disabled people to enable them 
to choose to live in the community rather than in residential care. It has strict 
eligibility criteria.    
 
Whilst the ILF unit supported an aligned and streamlined approach to the 
Individual Budgets pilot, there was limited support for creativity in meeting 
support needs. There remained an expectation that in jointly funded ILF/ LA 
packages could only be spent to defined personal care and domestic task. 
This went against a key objective of the Individual Budget approach to of 
giving individual flexibility on how support needs were met.   
 
Supporting People Funding 
 
Supporting People (SP) is a local partnership which aims to support 
vulnerable people to live independently through the provision of what is called 
housing related support services (e.g. help with managing bills and finances, 
developing independent livings skills etc)  
 
Most pilot sites took the approach of top-slicing a proportion of their SP Grant 
to support Individual Budgets pilot. Specific questions within assessment 
questionnaires triggered individual’s eligibility for SP funding. 
Locally an existing arrangement with our Supporting People Programme 
allowed an integrated approach to funding supported living for individuals with 
a learning disability.   
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The local SP Programme was also potentially able to offer some additional 
temporary funding to support the IB pilot. However after some consideration 
this was not requested, given there did not appear a longer term sustainable 
approach, due to the temporary nature of funding. Once the limited funding 
had been allocated against individual allocations, what would happen for 
futures referrals?  
 
Access to Work (ATW) 
 
ATW is a Government scheme, which helps people in or moving to in paid 
employment overcome obstacles related to their disability.  
 
No progress was made in integrating ATW within Individual Budgets. An 
aligned approach was developed where someone was potentially entitled to 
ATW support. It was difficult to see why ATW was included at as potential 
income stream? This is because the number of people receiving social care 
who are also receiving ATW funding is very small (10% max).  
 
Integrated Community Equipment Services 
 
Integrating community equipment into an IB resource allocation system is 
theoretically easy because funding is already included in baseline social care 
budgets. The main problem, however, is how to decommission existing services 
to free up allocated equipment spend for individuals. 
 
Locally during the pilot we developed a Direct Payments for equipment policy 
and so were able to given individuals a choice of arranging provision themselves 
or it being arranged through existing provider arrangements  
 
Disabled Facilities Grants (DFG) 
 
Again it is questionable why DFG were included as a potential income stream in 
the pilots DFG is a capital ring-fenced grant, and presents a number of 
challenges to the Individual Budget approach.  The processes and rules are 
tightly defined in primary legislation, and a DFG is provided as a one-off grant 
which might not fit with a package consisting of recurrent funding. The fund is an 
entitlement but is also cash limited, meaning that there can often be lack of funds 
in the system.  DFG are also subject to a different financial assessment to social 
care. 
 
Locally we have aligned the Individual Budgets and Disabled Facilities Grant 
approach. We had an existing ‘equivalent cost scheme’ for people wanting to 
arrange their own adaptation. This means once the cost of a major adaptation 
has been confirmed, the individual had the option of arranging this themselves 
through having the equivalent funding to what it would cost the Council.  
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5.2 What we need to consider for the future? 
 


a) The administrative and legal frameworks of the income streams 
covered during the pilot meant that in most cases within the IB pilot 
improved alignment is the best that could be achieved. It is clear that 
fuller exploration is needed to consider which income streams can 
support an Individual Budgets approach primarily supporting Council 
social care funding. For example, to what extent can a Supporting 
People Programme expecting local strategic development of provision, 
fit in with a individual demand led social care approaches?  


 
b) As part of the transformation of community equipment services, which 


aims to promote more choice and control for individuals, the local 
Equipment Management Board that oversees the management of the 
integrated community equipment service for Leicester, Leicestershire 
and Rutland will need to consider the new ways of working proposed 
by the Department of Health for the provision of equipment which are 
in keeping with the Individual Budgets approach. 


 
c) Health funding was not included in the pilots. There is a clear need to 


develop an interface with health funding as part of the Individual 
Budgets approach. This could hinder the development of flexible 
approaches where individual currently receive both social care and 
health support or where they access continuing health care funding 


 
 
6 INDIVIDUAL SUPPORT PLANNING & BROKERAGE 


 
Key expectation 
Allowing individuals support to plan what they want and to organise it 
with help from a broker or advocate, family or friends, as the individual 
desires.  


 
6.1 What we did in Leicester: 


 
Using the Individual Budgets pilot grant we employed 2 Support Brokers roles. 
One was based within the Department and primarily worked with adults the 
physical or sensory disability. The other was based at Mencap and primarily 
worked with adults and carers with a learning disability. During the pilot these 
post played a key role was to help individual develop Support Plans and 
explore different ways of meeting needs.    
 
A local disability information website was used to develop a resource directory 
on Individual budgets and ‘what was out there’ in the community to disabled 
people (see   http://www.ldicn.org.uk/cat.asp?catid=284 ) 
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6.2 What we need to consider for the future 
 


a) The Support Brokers played a critical role in supporting the degree of 
choice and control experienced by people using services.  However, 
within the context of the ‘Putting People First Agenda’ in order to be 
able to mainstream, it is unlikely we will be able to afford setting up 
significant new support broker post. Putting People First states that in 
the future Councils should moves towards ' a common assessment 
process of individual social care needs with a greater emphasis on self 
assessment. Social workers spending less time on assessment and 
more on support, brokerage and advocacy”1. Therefore we will need to 
consider developing support planning capacity within Care 
Management teams, with a small number of post to provide brokerage 
and development role to professional and user/ carers. 


 
 


7 FLEXIBILITY TO USE FUNDING TO MEET INDIVIDUAL NEEDS 
 


Key expectation: 
Letting people use the funding in a way that best suits their own needs 
and situation 
 
 
7.1 What we did in Leicester: 
 
Deployment options 
 
We had a number of funding deployment options available during the course 
of the pilot: 
 


- Direct Payments funding to the individual 
- Direct Payment funding to an agency ( e.g. relative) 
- Direct Payment funding managed by the Direct Payment Support 


Service ( as a last resort) 
- ‘Individual Service Fund’ arrangement with a provider 
- LA in-house provision or commissioning from a provider 
- A combination of the above 


 
Appendix 2 gives a very broad breakdown of funding options taken. 90% of 
individual have taken some form of Direct Payment. A significant proportion 
wanted to use the funding to do alternative community provision rather than 
attend a day service or to make flexible respite options. 
 
Flexibility in using funding 
 
We produced local spend guidance to support workers and individuals in 
being able to think  flexibility about how needs could be me ( see  Appendix 
                                            
1 Para. 3.3 Putting People First ‘Putting People First’ – A Shared Vision & Commitment to  


the Transformation of Adult Social Care, December 2007 
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3).  This built on guidance issued to pilot sites by the DOH.  This guidance 
was important to give confidence to both Departmental staff and individuals 
that it was possible to think differently. We found:  
 


- More employing personal assistants or agencies through Direct 
Payments 


 
- Less take-up of traditional day care & residential respite options. 


  
- Wanting to put aside funding for one-off activities & events  


 
 
7.2 What we need to consider for the future 
 


a) Continual monitoring of the choices individuals are making through 
Individual Budgets will be important. This is because the Council will in 
the future need to play a key role in ‘shaping a market’ that is able to 
support individuals who want to exercise choice through Direct 
Payments as well as those who will need support to arrange services 


 
b) We need to further develop outcome based service provision for 


individual who don’t want the responsibilities of Direct Payments but 
want choice and control on how service are provided ( e.g. Outcome 
based home care & Individual Service Funds )  


 
 
POSITION AGAINST KEY SUCCESS FACTOR 
 
8 A SIGNIFICANT EXTENSION TO THE DEGREE OF CHOICE AND 


CONTROL EXPERIENCED BY PEOPLE USING SERVICES AND 
SUPPORTS AND ASSOCIATED OUTCOME IMPROVEMENTS 


 
The pilot has shown that the Individual Budgets process is a powerful tool in 
promoting choice and control for individuals. We have produced a local DVD 
explaining the Individual Budgets approach and with 5 case examples which 
shows associated outcome improvements. 
 
Also in Appendix 4 are some local and national case studies set against the 
key Commission for Social Care Inspection outcome areas  
 
However it is also clear that many staff remain concerned about risk factors 
associated with personalisation agenda choice and where they stand in 
relation to the Councils duty of care for assessed individuals. 
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8.1 What we will need to do in the future: 
 


a) We need to develop a local Supported decision making policy to 
support staff, built on the DOH ‘Independence, choice and risk: a guide 
to best practice in supported decision making’. For information on this 
go to:   
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/Publicat
ionsPolicyAndGuidance/DH_074773 


 
b) We will need to develop outcomes based workforce training to support 


staff in being able to facilitate flexible options to meet needs. 
 
 
9 ALIGNMENT/ INTEGRATION OF DIFFERENT RESOURCE STREAMS 
 
This is an area of limited success. The administrative and legal frameworks of 
the income streams covered during the pilot meant that in most cases within 
the IB pilot improved alignment is the best that could be achieved. It is clear 
that fuller exploration is needed to consider which income streams can 
support an Individual Budgets approach primarily supporting Council social 
care funding. For example, to what extent can a Supporting People 
Programme expecting local strategic development of provision, fit in with an 
individual demand led social care approaches?  
 
 
10 ACHIEVEMENT OF IMPROVEMENTS WITHIN THE RESOURCE 


ENVELOPE 
 
Questions still remain as to whether the approach can be achieved within 
existing Councils social care budgets. International studies of Individual 
Budget approaches have shown that many were based on an underestimate 
of cost.  The increased costs have arisen due partly to unpredictable demand 
and previously undetected unmet need 2. Early local information indicates 
there is less unmet needs when offering Individual Budgets, particularly in 
relation to meeting community (day) service and respite needs. This is 
because where traditional services are not suitable individuals are taking 
these as direct payments funding to arrange themselves an appropriate 
service. Although increasing people’s satisfaction with services, this may 
place pressure on Departmental budgets in the short to medium term, as 
more eligible needs will be being met and funded.  
 
10.1 What we will need to do in the future: 
 


a) Give serious consideration towards moving towards a point based 
model for reason detailed in section 4.2. 


 


                                            
2 ‘ Choice, control & Individual Budgets :emerging themes’, Social care institute for 
excellence, January 2007 
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b) Continue monitoring of allocations through the existing Individual 
Budgets Resource Allocation System and support options being taken. 
In particular the pilot has indicated that the Individual Budget approach 
is likely to leads to a significant increase Direct Payments take-up. We 
need to recognise and develop futures commissioning strategies that 
allow the ‘freeing up’ money currently tied up in traditional services to 
increase the portability of funding 


 
 
For further information on any aspects of this report please contact: 
 
John Singh 
Individual Budgets Project Officer 
Adults and Housing Department 
Leicester City Council 
Tel 0116 2254756 
Fax. 0116 2254754 
e-mail john.singh@leicester.gov.uk
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Appendix 1  
 
Demographic Information on Individual Budgets Pilot at 31st March 2008 
 
Gender 
 


Gender


Female
51%


Male
49%


Female
Male


 
 


Age 
 


Age Groups


23
.1


9%


17
.3


9%


24
.6


4%


14
.4


9%


17
.3


9%


2.
90


%
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20.00%


25.00%


30.00%


18-24 25-34 35-44 45-54 55-64 65-74


Age Grouping


P
er


ce
nt


ag
e


%


 
Ethnicity 
 
Ethnicity Number % 
Asian or Asian British – Indian 22 31.88%
Asian or Asian British –  other 
Asian origin 1 1.45%
Asian or Asian British – Pakistani 3 4.35%
Black or Black British –  African 2 2.90%
Black or Black British –  Caribbean 2 2.90%
Chinese 1 1.45%
Other dual heritage 1 1.45%
White British 34 49.28%
White – other 3 4.35%
Grand Total 69 100.00%


 
Language spoken 
 
Language Number % 
Cantonese 1 1.45%
English 52 75.36%
Gujarati 7 10.14%
Kutchi 1 1.45%
Other 
language 1 1.45%
Portugese 1 1.45%
Punjabi 2 2.90%
Somali 1 1.45%
Did not state 3 4.35%
Grand Total 69 100.00%
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Appendix 2   
 
Cost Information is based on designated rates given to service provision 
under Individual Budgets, not necessarily the real actual cost. This analysis is 
based on 80% of allocations being made at pre- October 2007 levels.  
 
Overall pilot 
 
Average weekly allocations 
 per week per annum 
Average IB allocation  £264 £13700 
Average funding taken as Direct Payment £191 £9932 


For national comparison purposes an average cost of Individual Budget 
packages in a study of 187 individuals across six authorities was £275 pw 
(£14300 per annum) 3


 
Support options breakdown: 
  Percentage 
All Direct Payments 48% 
Mix of DP/arranged provision 42% 
Arranged provision 10% 


 
Physical and Sensory Disabilities Service area  
 
Average weekly allocations 
 per week per annum 
Average IB allocation  £252 £13104 
Average funding taken as Direct Payment £209 £10868 


 
Support options breakdown: 
 Percentage  
All Direct Payments 62% 
Mix of DP/ arranged provision 35% 
Arranged provision 3% 


 
Learning Disabilities Service area 
 
Average weekly allocations 
 per week per annum 
Average IB allocation  £293 £15236 
Average funding taken as Direct Payment £141 £7332 


 
Service options Breakdown 
 Percentage  
All Direct Payments 33% 
Mix of DP/ arranged provision 50% 
Arranged provision 17% 


                                            
3 Making it Personal, Demos, January 2008 
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Appendix 3 
 WHAT CAN PEOPLE SPEND THEIR INDIVIDUAL 


BUDGETS ON?  
Guidance for Departmental Staff/ Providers / Support 
Brokers 


 


  


  
 


 
1. Introduction 
 
The Individual Budgets approach puts the supported person at the heart of 
the decision-making process. It allows them greater freedom and flexibility to 
decide how the eligible needs under the Fair Access to Care Criteria (FACS) 
are met. In particular a person-centred Individual Budgets Support Plan, 
rather than traditional Care Plan, allows creative thinking on the ways care 
and support could be provided and gives an opportunity to expand the range 
of delivery methods.   
 
Within the above context staffs working on Individual Budgets have indicated 
it would be helpful to have guidance on what is considered as an appropriate 
use of social care funding4


.  
 
This local guidance will be evolutionary and subject to review every 6 months. 
This is because Individual Budgets is a new development and involves 
learning from experience. The guidance will be reviewed in light of questions 
on individual cases, legal advice and the introduction of other relevant 
guidance. 
 
You can also refer to the May 2007 Department of Health guidance 
‘Independence, choice and risk: a guide to best practice in supported decision 
making’. This is available on the Department of Health website. 
 
 
2. Guiding principles 
 
The Department cannot draw up a conclusive list of things that people can 
spend or not spend their Individual Budget on. Everything must be decided on 
a case by case basis based on the following key principles: 
 
The service, activity or item proposed should: 
 


• Be clearly linked back to the agreed Individual Budget Support Plan 
and the positive outcomes identified in this to meet eligible needs. 


 


                                            
4 There may be restrictions on the use of other funding, for instance, the Independent Living Fund and Supporting 
People and account will need to be taken of this.  
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• Be able to show how it will keep the supported individual healthy, safe 
and well.  


 
• Be of a reasonable cost and proportionate within their Individual 


Budgets Resource Allocation. 
 
 
3. What Individual Budgets cannot be spent on: 
 
Working within the above guiding principles the following factors need to be 
taken into consideration in determining what an Individual Budget cannot be 
spent on:   
  


a) Anything which cannot be shown to meet eligible needs 
 


b) Anything that cannot be shown to improve the supported individuals life 
 


c) Anything that exposes the individual to serious risk of financial or 
physical abuse or physical harm 


 
d) The cost of any activity or service which appears excessive or cannot 


be justified in relation to the individuals overall resource allocation. 
 
 
Further there are a number of legal restrictions which are relevant: 
  


a) Direct Payments funding cannot be used to fund support provided by a 
family member living in the same house as the supported individual. 
However, in exceptional circumstances it can be used where family 
members live elsewhere. See local Direct Payments Policy and 
Practice guidance for further details on this area.    


 
b) If help with personal care is provided by an Agency, then legally it must 


be registered as a domiciliary care agency with the Commission for 
Social Care Inspection.   


 
c) Currently NHS health funding is not included within the Individual 


Budgets pilot unless the care or support is arranged by the local 
Council under jointly funded arrangements (e.g. through a Section 31 
partnership arrangements which gives NHS bodies and local 
authorities the flexibility to be able to respond effectively to improve 
services, either by joining up existing services, or developing new, co-
ordinated services) 


 
d) Money cannot be spent on any type of illegal activity. 
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4.  Some examples of how funding can be spent 
 
The following are some local and national examples, which demonstrate how 
some people have used their Individual Budgets allocation.    
 
On-going support to help individuals stay independent in the home: 
 


 Employment of personal assistant/s and materials to facilitate that 
employment (e.g. provision of a fax machine, stationary) 


 Paying expenses for unpaid helpers 
 Assisitive technology equipment to promote independent living or 


reduces risk e.g. talking microwaves, communications aids, falls 
sensors, accessible computer equipment to facilitate online shopping 


 
On-going support as an alternative to day care provision 
  


 Support doing further education like a computer or typing course 
 Help with accessing swimming, gyms, libraries  
 Support to access religious places 
 Supporting participation in voluntary work in the community 
 Purchasing a season ticket for a PA or friend to support  the person to 


games 
 
One off activities that help people to achieve their goal of being socially 
included or provides respite for carers: 
 


 Help with going on holiday with friends and family rather than Care 
Home respite care 


 Attending one off sporting events, concerts 
 Pay for support go on day trips out of Leicester such as trips on the 


train to Nottingham or other cities 
 Driving lessons to increase chances of obtaining work 
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Appendix 4  
 
EXAMPLES FOR SELF DIRECTED SUPPORT BASED ON CSCI 
OUTCOME AREAS  
 
1. Improved Health and Emotional Wellbeing 


We will enable and support individuals, groups and communities to 
have more control and influence over their health and wellbeing. 
 


 
Ian is blind and struggles to 
cook using a hob and oven. 
Normally he would have been 
offered meals on wheels. He 
wanted to have more 
independence in the kitchen 
so a talking microwave was 
purchased for him, which 
gives voice prompts and 
verbal  timing 
instructions.  
 
 
 


  
The son of an 83 year old woman with 
Dementia has been able to arrange a more 
flexible service by employing personal 
assistants through Direct Payments.  He says 
“Mum now has help with ironing and other 
tasks, where before the agency staff 
commissioned by Social Services were only 
allowed to undertake personal care, which put 
extra pressure on my father. Her Personal 
Assistants work flexibly and provide support 
when one of them is unwell.  
 
Mum has had no falls during the night since 
equipment was installed six months ago. That 
means less trips to A&E. Previously she fell 
regularly”. 
 


 
2. Improved Quality of Life 


We will enable more people to participate in their communities, work 
and leisure to give people the opportunity to feel good. 


 
 
Mark has a physical disability 
and had previously been 
offered the opportunity to 
attend at a traditional day 
centre up to 3 days week, in 
order to help reduce social 
isolation. However the activities 
taking place at the day centre 
did not appeal to him. He used 
his Individual Budgets resource 
allocation to employ a personal 
assistant who supports him to 
attend a gym, go swimming, 
visit the cinema and do 
gardening at times that are  
suitable for him. This has 
achieved better outcomes.   


  
George has struggled with mental health 
difficulties since he was sixteen. Last year, 
his marriage broke up, and he ended up as 
an inpatient in a psychiatric hospital. His 
doctor thought that what George needed 
most was a break, so George used some of 
his Individual Budget for this. The break was 
cheaper than going into a residential home. 
It lifted George’s spirits and helped him to 
think about what he wanted in his life, and in 
his support plan. His Individual Budget has 
helped him to start rebuilding his life: he’s 
been able to purchase art materials, to get 
support with meeting new people, and he's 
planning to start driving lessons soon.' 
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3. Positive Contribution 
We will enable people, including our most vulnerable adults, to 
contribute to their community, family and friendships. 


 
 
Matthew is an older person with a 
learning disability. He lives in a 
Council flat. He likes to go bowling, 
Snooker and visit his friends at an 
evening support group in the city 
centre. Through Individual Budgets 
he has a detailed support plan 
showing what is important to him and 
how he wants to be supported to 
remain independent. A supported 
living provider contracted by the 
Council is providing the support he 
wants and he is happy with this.    


  
Lucy is a young mother with 3 
teenage children. Her husband is her 
full time informal carer as well as in 
full time work. Caring for Lucy had put 
strains on the rest of the family. 
Individual Budgets has helped them 
by allowing Lucy employ Personal 
Assistants to carry out some of the 
personal and domestic support tasks, 
which now means  they all have more 
time to enjoy quality time together as 
a family. Lucy also feels that she can 
contribute more towards the 
children’s upbringing and other 
parental responsibilities. 
 


 
4. Increased Choice and Control 


We will ensure accessible information that enables people to make 
informed decisions about how their care can best be delivered. 


 
 
Mohammed is a young man with a 
learning disability from the Somalia 
Community. He wanted to have his 
support provided by someone in his 
community. With the help of a local 
Direct Payments Support Service, 
who helped manage the funding for 
him, this was made possible through 
the Individual Budget process 


  
An older woman suffers from Arthritis 
and Asthma. She used some of her 
Individual Budget Resource allocation 
to have air conditioning fitted into 
their house. This cost £1000. 
However, longer term there will be a 
saving as this is it means they are 
less likely from asthmatic episodes 
and so will be need less on-going 
weekly support with personal and 
domestic care needs 
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5. Freedom from Discrimination and Harassment 
We will enable equality through promoting respect for all, provide 
services that are personalised and promote the equalities agenda for 
all. 


 
 
Zina is an Asian female with physical 
disabilities who lives with her 
husband but often spends most of 
the day alone. Through Individual 
budgets she is now attending a day 
service that is culturally appropriate 
twice a week and employs a 
Personal Assistant to support her to 
go to the temple to pray and do other 
activities one day week. She now 
feels much less isolated during the 
day 


  
Simon is a young man from the 
African- Caribbean community with 
significant learning disabilities who 
used to live a residential care home.  
With the help of his family, he has 
bought a house through a shared 
ownership scheme.  This has 
enabled him to live close to his work, 
family and friends and be part of his 
local community. His support is a 
provided by a number of personal 
assistants through Direct Payments 
which is managed by his family.  


 
 
6. Maintaining Personal Dignity and Respect 


We will enable support that allows individuals, their families and 
communities in making choices and taking decisions that are right for 
them. 


 
 
Prakesh is a young man with a 
physical disability. He has had 
accessible computer equipment and 
internet connection installed using 
part of their Individual Budget 
allocation so he could do on-line 
shopping instead of having a support 
worker to assist with getting 
shopping. 
 


  
Through Individual Budgets a number 
of people with learning disabilities are 
choosing to arrange respite care for 
carers in a different way to traditional 
residential care respite. This include 
going to assisted holiday venues, 
having holiday breaks with paid 
carers or flexibly having greater 
respite support over a number of 
weeks. 
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7. Economic Wellbeing 
We will enable people to improve their income. 
 


 
A young man with a physical 
disability expressed interest in 
gaining some employment. The 
knowledge of the Individual Budgets 
Support Broker on supported 
employment opportunities helped 
them obtain 20 hours per week 
employment at a local call centre. 
They were advised on ‘Access to 
Work’ a Government scheme, which 
helps people in or moving to in paid 
employment overcome obstacles 
related to their disability and this give 
him  confidence to obtain 
employment. 


  
Individual Budgets Support Brokers 
have helped individuals with 
disabilities apply for various 
discounts or free pass that are often 
over looked. This includes discounted 
cinema tickets, rail passes, Local 
authority bus passes and leisure 
cards. This has improved  their 
economic ability and desire to access 
social and leisure activities  
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