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About the consultation

Changes are proposed to the way that provision of social care services is measured locally.  Currently, the Care Quality Commission measures local authority progress against targets and publishes a national report ‘The State of Social Care’.  It requires a great deal of administration by the local authority to collect data to measure progress against targets.

This consultation sets out proposals to introduce a new social care outcomes framework. The framework aims to shift emphasis away from top-down measures decided by central government and focus on locally determined priorities and outcome measures. Local authorities will be accountable to their local residents and the wider community.  They will publish quality accounts describing their performance against the outcome measures set.  

The role of the Care Quality Commission will change so that their inspections of services are based on risk rather than routine inspections of good providers.  CQC will only inspect local authorities where there is a cause for concern.

The consultation document sets out the domains that will be used to show performance, as well as the proposed measures.  It seeks views on the suitability of the individual indicators as well as the overall approach to regulation and performance monitoring.



Key points and recommendations

Introduction

In England just over a million people use social care services[footnoteRef:1], either provided through a local authority or bought using personal income, savings or assets.  Care and support enables people to retain their independence, maintain social contact, stay in their own homes and remain in control of their lives.  It supports people’s dignity and human rights and can reduce burdens on hospitals and other health services by preventing the need for admission or demand for appointments.  It is anticipated that demand for care and support will increase as the number of older people rises.[footnoteRef:2] [1:  The state of social care 2006-07, Commission for Social Care Inspection (CSCI), 2008.]  [2:  Securing good care for older people, Kings Fund, 2005.] 


Choosing the right care services can be difficult.  Often people are forced to find care in an emergency or at short notice.  Shopping around and comparing local services takes time and it can be difficult to know what information to trust.  Trustworthy, clear and accessible information helps make decisions about care less stressful and can give someone confidence that the service they have chosen will meet their requirements.

Age UK therefore welcomes a new approach to provision of information available locally provided that it is clear, easy to access and make comparison of services more easy.  We also welcome a more proportionate approach to inspection of services although we raise detailed concerns in the body of our response.

We also welcome the approach to monitoring performance against outcome measures.  This is a positive change and will, we hope, lead to more useful information about the impact of services, as well as their cost-effectiveness.  However, it will still be important to ensure some of the measures are straightforward input or process measures. These provide valuable information about the reach of services provided by a local authority, and whether they are meeting the needs of the older population.

It will be important to ensure that the three outcomes frameworks in social care, the NHS and public health, match up and support work towards consistent goals.  We also believe that the possibility of introducing shared outcomes goals should not be ruled out as the frameworks progress. 

The draft social care framework relies heavily on the ‘sector’ at a local level having a unified and coherent voice to challenge poor quality service provision.  Across the country small local voluntary organisations are struggling to maintain effective services – Age UKs tell us they are facing funding cuts and are considering shutting services or cutting back on their levels of provision.  The role of the sector envisaged in this consultation requires a great deal of time and resource which may not be as available as predicted, however willing they are to engage locally.  In order to ensure the sector is able to fulfil this role it needs to be resourced and fully supported by local authorities.

The link between the Quality Standards and the outcome measures is not clear and the interaction between these two methods of presenting information needs more explanation.

The proposals in the consultation document should mean that performance monitoring will be better able to keep pace with changes in commissioning at local level as a result of the greater use of personal budgets and direct payments.  Although there has been a market in social care since the early 1990s it does not always work satisfactorily.  Service users are faced with little choice, expensive services and concerns over whether they offer good value for money.  There is no clear connection between price and quality and there may be barriers to prevent users, who are often frail and ill, from exercising their buying power.  It is essential that this framework does not simply rely on the power of the individual consumer to drive up quality.  There are few measures in this document which could have a forceful effect on quality standards.  However, it is not clear whether the publication of information demonstrating poor performance alone will be strong enough to push local authorities to make changes in their commissioning.

As the use of the outcome indicators is designed to improve quality and standards of care, there is a need to identify what improvements are expected of providers and councils themselves, and over what time period.  Currently, as identified in the Impact Assessment which accompanied the consultation, performance is patchy across Local Authorities, and some have prioritised particular areas of work, eg, Individual Budgets.  There is a risk that an outcomes framework, with the repeated promise that Local Authorities will be able to set their own priorities, will simply highlight the difference between areas  but will not really establish whether these differences are acceptable or not.



Build the evidence base

1. How should Quality Standards in social care balance guidance on service practice, cost-effectiveness, what matters to people and outcome expectations?

Standards are mainly of use as part of a wider quality framework.  Standards for ‘inputs’ such as activities and procedures enable commissioners and potential users to judge whether a service is likely to be successful.  Reliance on monitoring outcomes or on the market will only highlight problems when a service starts to perform poorly.  Quality assurance mechanisms also provide user feedback and are particularly important where the market is unlikely to provide feedback.  This is the case with the social care market where users are often reluctant to complain and often unable to show their displeasure by exiting from the service.  Standards are important in this respect in showing users what they should be entitled to.

The consultation draws a distinction between essential standards which are part of the regulatory framework and quality standards which will not be mandatory and will be based on local discretion.  We agree with this distinction, but minimum standards for a regulated service ought to provide service users with an assurance that the service will not fall below a certain level.  However, since the introduction of national minimum standards for social care the standards have failed to play this role with compliance often being at an unacceptably low level. 

Quality standards are also important, but in order to facilitate and encourage user voice service users must have an expectation that they will be complied with.  Standards which are simply aspirational would not serve this purpose. 

There is a link between the two types of standards.  The regulator partly bases its evaluation of provider compliance with essential standards on the provider’s statement of service and service user brochure.  We recommend that quality standards which the service has said that it meets or has been commissioned to meet should be referred to in these documents and should form part of CQC’s evaluation.  This approach would support the wider aims of the consultation of promoting transparency and providing a regulatory framework that would give considerable flexibility in the nature of the service provided. 

There is a tension between standardised outcomes and personalisation, which assumes outcomes should be self defined by individual service users.  One way to resolve this is to focus on standards for the way in which services plan care to meet individual needs.  All services should base care on an individual assessment of service users’ needs and aspirations, which should result in a care plan which should be individually reviewed.  Under the current system of regulation standards relating to care planning have achieved some of the lowest rates of compliance, so we recommend that it should be a priority for the regulator to ensure improvements in care planning and review.

The key will be to have a wide enough range of standards to cover all aspects of areas of care so that there is a good overall picture.  It means then emphasis can be put on different areas without compromising or leaving one aspect with less weight than others.

It should also be remembered that the domains of care are compatible with each other and that if systems and processes are aligned, then service practice should match the objectives individuals have for their care.  We would like to see an approach taken which does not assume that these indicators are at odds with one another.

We are aware that services for older people are under-funded and under-prioritised within the system, so we would seek to ensure that the framework balances the overall needs of the wider population and the needs of more vulnerable groups.

2. How can we categorise Quality Standards in adult social care, and what should be the topics for the first Quality Standards?

It may be useful to refer to the 2005 green paper Our Health, Our Care, Our Say which identified the following domains:
1. Improved health and emotional wellbeing
2. Improved quality of life
3. Making a positive contribution
4. Exercise of choice and control
5. Freedom from discrimination and harassment
6. Economic wellbeing
7. Personal dignity and respect.

We would expect that ‘freedom from discrimination and harassment’ would be a core essential standard.  Promotion of ‘economic wellbeing’ would require a joined up approach across a number of agencies rather than specifically being one limited to social care.

The important consideration in these indicators is that they cover all aspects of someone’s wellbeing, not just those directly related to a social care service or provision of support.  In particular, we would like to see standards which reflect someone’s ability to be in control of their services and to be able to participate in society.  Social care is often about supporting someone to reach these goals through increasing their confidence and helping to reduce their dependence.

3. How can Quality Standards be developed to support service users as commissioners, and local people in their role to hold councils to account?
It is essential that service users are involved from the outset in the development of the Quality Standards.  They should be specifically consulted using a variety of engagement techniques which ensure wide participation around the country.  The measure of quality defined by service users should also be taken into account.  Currently, decisions are often made in a hurry or at times of emergency when it can be difficult to make good care choices.

There are, however, some limitations to what the quality standards can achieve. For instance, information about a particularly good care worker they could employ with a Direct Payment, what alternative services not branded as a ‘care service’ are available that could be bought, etc.

Quality Standards will only be able to give information about services which already exist, that are labelled as ‘care services’ and that are formally registered with CQC.  Service users need clarity about what Quality Standards cover and which therefore are subject to monitoring and review and which are not and how these link to the availability of services.  Quality Standards will also only be able to give information about a service once it is up and running and has users and outcomes to measure.  Attracting customers to new services could therefore be difficult.

It is not clear from the consultation document whether the consultative body will be a short-term appointment to develop the standards or whether there will be an ongoing role for the group.  Whichever it is, the group will need to represent a range of service users.  In addition, in order to be fully inclusive and to support localism there should be wide opportunities for people to comment.

Demonstrate progress
4. Do you agree with proposals for a single data set for adult social care, supported by a single collection and publication portal?
Age UK agrees that a single data set for adult social care will be useful.  Currently, analysis of data requires a great deal of time because the sources of information are diverse and some measures are more similar than others.  It would enable us to lobby with more accuracy if reliable and clear data is available.  Data should be gathered and reported by age, using five-year bands, (eg, 65-69, 70-74).

Publication in one place will also be very useful.  Information published needs to include the raw data as well as the analysis of the Health and Social Care Information Centre.  This will enable representative groups such as Age UK to conduct our own analysis.  Information should be presented in plain language summaries, giving local and national comparisons and available free of charge.

5. Do you support the case for a set of consistent outcome-focused measures, which combine the best available data on social care outcomes?
Age UK supports the publication of outcome measures for social care.  It will help enable service users and communities to hold providers and commissioners to account for their performance.  Publication of data will also be useful to show whether expectations, as defined by individual outcomes, are equal across user groups.  We know that some older people may have lower expectations of their care outcomes than younger adults.

Data will also support voluntary organisations and community groups to fulfil the role the Government expects as part of the localism agenda.  Scrutiny of public bodies will only be possible if accurate, timely and easily accessible data about services is available.

The data must make it possible to compare progress on performance across Local Authorities.  Data available currently gives a good indication of the level and reach of services in a local area, for example, the number of households supported and by which means.  It will remain essential to have access to both process and input focussed data to use alongside outcomes focused data.

In terms of quality of care, we use existing data to support policy calls, or argue for changes in policy where service users report that their experience of care was poor.  We use user-report measures of satisfaction.  We are pleased to see their continued inclusion in the data sets.

In terms of the accessibility of the data, we would like to see it listed in the same place on one website, as well as published in hard copy, and in a common format.  We would also like to see an official standard for presentation of statistics, like a KiteMark.  The Health and Social Care Information Centre is currently used as this type of portal, but information is not presented in a standard format and can be confusing.  There should also be efforts made to make the data available in an additional printed format, as our statistics show that only 60% of people over 65 have used the internet.  Limiting the availability of data only to the internet would therefore exclude access to it for a large proportion of people.

Stakeholder organisations like charities or voluntary groups will take a role in interpretation of the data available and presenting to their own client groups.  Therefore they need easy, signposted, full access to the raw data along with a contact person or telephone number for more information or enquiries.

6. Do the four domains and outcome statements proposed adequately capture the breadth of outcomes which are relevant at the highest level to adult social care?
The third domain should be broadened to include safeguarding as well as safety.  The description of the domain refers to avoiding ‘avoidable harm’.  With some client groups it would be obvious that this objective goes beyond physical safety.  For example, for younger adults with learning disabilities it would encompass restrictions to personal development.  This is equally true of older people so the domain should refer to safeguarding rather than just safety.

7. Do you have any further views on how adult social care should align with other sectors to support integrated working?  How might this be put into practice?
In the first instance it will be important to ensure that the three outcomes frameworks in social care, the NHS and public health, match up and support work towards consistent goals.  We also believe that the possibility of introducing shared outcomes goals should not be ruled out as the frameworks progress.

In our response to the NHS Outcomes Framework we raised a concern that engagement between various agencies could be tokenistic unless supported by clear guidance and incentives.  Regardless of how well shared goals and consistent aims are reflected within the individual service outcomes frameworks, without practical cooperation at every level the vision will not be translated into practical action.

Practical collaboration at national level should be reflected across the services in guidance, NICE standards and the commissioning framework.  Specifically, in order to encourage and support seamless, integrated care for service users, Age UK believes that the NHS Commissioning framework, guidance and NICE quality standards should adopt a fully integrated care pathway approach which recognises the contribution of social care and public health measures.

There are some elements within the standards which are only partially affected by social care services (such as the percentage of adult social care users who feel safe and secure) so other services locally, like the Police and housing services, will need to be integrated into the planning and delivery of these outcomes.  We have suggested where this could happen in more detail in Q19.

Support transparency
8. Do you support the proposal to replace annual assessments of councils conducted by the regulator with public-facing local accounts on quality and outcomes in adult social care?
Age UK has reservations about the plans for local accounts.
· There is a power in an independent assessment of a council performance which will not be available when councils are self-assessing.  It will be easy to critique a local account for giving a biased picture of services, or place emphasis on the positive aspects of services whilst ignoring the areas which need improvement.
· Related to the point above, will be whether local residents and service users trust the account given by the Local Authority of their performance
· These accounts will only be useful to those people with the time and awareness to read such a document.  Those people searching for services need to have enough information in the document in order to make an informed decision about what they might choose.
· There is no account taken of action available when services disappoint or are poorly performing.  Services which cause concern will be referred to CQC but where performance is mediocre and not necessarily dangerous, there is nothing within these accounts which would force a Local Authority to change their actions in order to improve performance.
· The consultation document acknowledges the burdens on councils currently to respond to data returns and undertake target setting.  Production of these accounts may be just as time and resource consuming.

10. What is your view on the balance between requiring standard elements in reports, and allowing freedom to fit to local circumstances?
It is essential that there are common elements to all quality accounts published locally.  This is so that prospective service users are able to compare and contrast local performance.  It also means that other organisations like CQC and charities such as Age UK are able to benchmark levels of performance across the country.  Whilst local priorities and individual services may differ from council to council, the overall measures and domains being reported on will be fairly consistent – so the benefits of a flexible approach to reporting may not be necessary.

Consistency in reporting may also assist local authorities themselves in their service delivery, as it will be easier for them to consider alternative approaches identified in other authorities’ accounts.

Age UK understands that where large amounts of information are required for a report it could become burdensome to the Local Authority.  However, a short template or list of information to be reported will only create minimal work.  It is necessary to specify, for example, that equalities data and performance is clearly outlined in the report in order for comparisons to be made between Local Authorities.  On the whole this will still be less burdensome than the previous performance monitoring regime.

We have noted below that in adopting a risk based and proportionate approach to regulation CQC will need to consider risks, not just to safety but to essential aspects of quality of life and dignity.  To enable CQC to do this data collected by local authorities needs to support this approach. 

11. The proposed accounts would only apply to council commissioners.  What further actions, if any, might be considered to promote transparency amongst service providers?
The existing registration and monitoring requirements that providers organise for CQC registration give sufficient information.  The Local Authority could signpost clearly this available information.

12. Would you support an assurance role for the local HealthWatch in the production of accounts?
Yes, but there is a need for assurance about the powers and constitution of HealthWatch, in particular concerning their powers to require changes be made to the local account.  If this is a tokenistic sign-off of an unsatisfactory report we would not be supportive.  Their views should be sought at an early stage prior to drafting.

We would also like there to be a role for the Health and Wellbeing Boards to submit comments on the accounts.  These Boards will be well placed, having an overview of the sector and priorities in provision locally.

We are pleased to see plans for peer review built into the assurance system.  However, we are not clear what role or authority a reviewer would have over the local account and how they could ensure that changes would be made.  It is also unclear how a review would impact on an Authority performing poorly in some of service areas and whether it would have enough influence to require that changes were made.

13. We would also be keen to receive views on whether user and carer-led assessments could support transparency and empower local people?
Publication of carer and user-led assessments should be encouraged.  The individuals themselves should be support adequately to commit the time to researching the reports, through the provision of respite care, etc if this is needed.  Support should also be available to write up and publish the report.  All efforts to recruit a range of service users to the role should be made.  They should be selected through invitation and advertisement via services.

As with all personal reports of a service there is likely to be a wide range of views which may not show trends or overall performance. The effect of this can be countered by having a number of similar short reports written so there is a critical mass for comparison.



Reward and incentivise

14. What role is there for ‘payment by results’ or other financial incentives on providers or commissioners at a national level to support the focus on quality and outcomes?
Financial incentives could be counter-productive where they take the form of withholding funding as a result of poor performance.  Many providers are currently experiencing severe difficulties in keeping their businesses profitable, and ensuring that they survive the transition to personalised services and more users of Direct Payments.  Penalising what are often small companies with additional financial requirements may mean that more providers are unable to weather the storm.

Whilst payment by results may work as a concept in health care services or welfare to work programmes, it will be more difficult to imagine its success in social care settings.  To begin with, defining the ‘result’ to be achieved will be difficult in many cases, and for some people making progress towards this ‘result’ is as important as reaching it.  If providers are not paid because their client has not reached their result despite making progress, it will be detrimental both to the care market and to service users themselves.

We also have concerns that because some service users may be perceived to be more ‘difficult’ and less easy to set back on a reablement path they will not be as attractive to serve.  We must not develop a system where service users with more stable or straightforward needs are provided for at the expense of the people who need more intensive and sensitive social care services, where it might take longer to achieve the outcome.

Payment by results may also have a serious impact on the cash flow of smaller providers who rely on a consistent income.

Overall, whilst we can see there is an attraction in considering payment by results, we are concerned that the negative aspects outweigh the benefits, particularly to service users.

Secure the foundations

15. How should the Care Quality Commission ensure that future service inspections are risk-based and proportionate?
The starting point for this would be a clear understanding of the risks that regulations seek to minimise and what the benchmark for ‘proportionate regulation’ is and where this would sit for each of the essential standards.  The framework does refer to the importance of safeguarding, dignity and quality, but the summary of the proposals at the start of the chapter suggests a far more limited approach based on a ‘proportionate relationship’ between the regulatory burden and the ‘risks to safety’.  This ignores the importance of risk to dignity and basic human rights.

The development of Fair Access to Care Services[footnoteRef:3] guidance is instructive in this respect.  The guidance referred to a number of domains of independence, and, as a result of strong representations from disabled people’s groups, it was made clear that these domains were of equal importance – so domains such as social engagement were not to be treated as less important than physical safety.  Age UK has supported this approach, which the Department of Health has subsequently re-enforced in the ‘Prioritising Need in the Context of Putting People First’ guidance which re-iterates that the domains of independence are all of equal importance.  This approach should be retained in the development of proposals for risk based regulation.  The frequency and intrusiveness of inspection should be proportionate to the need to reduce the risks to wellbeing, dignity and independence as well as to physical safety. [3:  Fair Access to Care Services, Department of Health, 2003.] 


16. Does the regulatory model of registration, compliance and inspection provide sufficient safeguards for ensuring minimum quality standards across adult social care?
This model is very different from the one that currently operates.  At present there are a small number of regulations that both health and social care providers must comply with, and compliance criteria are used to evaluate whether they are doing so.  Under the previous system there were national minimum standards, but they were in reality aspirational and many providers did not comply with them.  For example, the Commission for Social Care Inspection annual reports regularly showed poor rates of compliance with standards for managing medication.  Assessment of compliance is now primarily based on self evaluation by providers and inspection may be infrequent.

There is currently considerable duplication between the contract monitoring role of local authorities and inspection and regulation.  In our view this is an inevitable consequence of the excessively ‘light touch’ inspection regime that currently prevails.  This is because councils cannot rely on regulatory reports as a guarantee of quality, since inspection is often infrequent and not sufficiently rigorous.  Yet at the same time many care home residents are not financed by local authorities so an effective regulatory system is the only safeguard that they have, and as such, is essential.

Councils also have duties to ensure that care is meeting the needs of individuals so should carry out regular individual reviews – though frequently they do not.  It is arguable that if councils undertook these reviews, and the regulatory system was effective so that councils could rely on it there would be little need for any other form of local authority contract monitoring.

However whilst all three systems continue to be underfunded ineffective duplication is bound to continue.  We do not therefore support reduction in the scope and effectiveness of regulatory action. We do not believe that this is in the interests of service users, and we do not believe that reduced regulation will reduce burdens on providers as it will simply result in increased contract monitoring activity by local authorities. This has the potential to be more burdensome, particularly for larger providers that operate across several local authorities so have to respond to differing monitoring regimes.

17. How best might independent monitoring of local council arrangements for managing services be secured?
As argued above, it is important that councils carry out effective reviews of individual clients.  Feedback from reviews or evidence that reviews were not being carried out could be indicators of whether councils were effectively managing risks to individuals.

Available outcome measures in 2011-12
18. Are these the most appropriate criteria for assessing measures?  Should other areas be considered?
Yes, Age UK agrees broadly with the suggested criteria for inclusion of measures.

In particular we are keen that the consistency of measures remains a priority.

We also think that it is essential that measures can be broken down by the various equality strands.  Older people have historically received different standards of treatment than younger people and it is vital that we can ensure progress to standardise is continued and can be proven.  We recommend that the category of criteria should be changed from desirable to essential.

19. Please refer to separate table at Annex A for responses to question 19.
General comments about the measures
We have only commented on the indicators which were felt to be problematic.

In previous work on local area indicators, one of our greatest concerns was connected to the methodology used to gather data and statistics.  In particular, we would like to see a significant proportion of social care users surveyed through whichever survey is relevant to them (more than the 1,000 per local authority previously surveyed for the Place Survey).  We also would like to see all results available broken down in age bands of five years, including for those over 65.  This will allow more detailed analysis to be undertaken.

The Adult Social Care Survey is in general a good survey.  However, Age UK feels that more of the questions in the survey could be used as measures for some of the chosen indicators.  Examples of this are given for Questions 8 and 9 of the survey below.

However, there are some gaps in the survey, particularly around whether people are happy with the support in place and feel that it is meeting their needs, and whether their support could be improved.  There are some problems with some of the phrasing in the survey: care is not portrayed as a partnership between the service user and whoever supports them, but is very much described as something which they ‘receive’ and which makes them feel a particular way.  There are also gaps in information around how much influence someone has over their care – not just that they receive Direct Payments, but that if they receive care commissioned on their behalf by the local authority that they have the ability to alter how, when and what support they receive.  The questions also need to be more developed to consider the outcome of the care provided and phrased so that respondents are able to express whether or not they have influence over their care.

Promoting personalisation and enhancing quality of life for people with care and support needs
Age UK is pleased with the outcome statements proposed for this quality indicator.  We have been involved in the development of the ASCOT toolkit and are feel that this is a good model to use.

There is a need to develop a measurement for the fourth outcome ‘people engage socially as much as they wish, to avoid loneliness or isolation’.  For example, Question 8 in the Adult Social Care Survey:
‘Thinking about how much contact you’ve had with people you like, which of the following best describes your social situation?
	I have as much social contact as I want with people I like
	I have adequate social contact with people
	I have some social contact with people, but not enough
	I have little social contact with people and feel socially isolated’

We also suggest that Question 9 could be used:
	‘Which of the following statements best describes how you spend your time…’

Using the responses from this question would provide a reasonable indication of whether support received was helping someone to avoid loneliness and isolation.

Measure: People with long term conditions supported to be independent and in control of their condition
Comment: Age UK questions the use of the chosen indicator to measure the domain attached to it, which is ‘People have control and manage their own support so that they can design what, how and when support is delivered to match their needs’.  There are aspects of this domain which are not covered in the proposed measures.  For example, there are no references to the ‘what, how and when’ of support.  Age UK is not aware of any indicators which are already available to measure this level of detail, but recommend it is included within the Adult Social Care Survey.

This domain should not be measured using the NHS GP Patient Survey.  We have concerns about this survey and the questions asked which we feel do not sufficiently relate to the outcome being measured.  The GP Patient Survey asks many questions about staff attitude, efficiency of booking systems and cleanliness of NHS premises and we are not clear which question within the survey would be used to measure this indicator.

We would like to see a social care focused measure developed to test whether someone has the assistance they need to manage their own support.  This is different from being supported to manage a long term condition which is measured by the indicator above.  We suggest that a new question should be developed for the Adult Social Care Survey.

Measure: Proportion of people using social care who receive self-directed support.
Comment: Age UK remains very committed to the principles behind self-directed support and believes that all service users should be assisted to take control of their care.  However, the measure proposed for this indicator (promoting personalisation and enhancing quality of life) does not necessarily fit well.  What will be measured in the Referrals, Assessments and Packages of care data is the ‘number of clients receiving self directed support and/or Direct Payments...’.  It is possible for a service user to experience highly personalised care without receiving a Direct Payment or personal budget.  Age UK is very keen to ensure that these ways of providing care do not become the default, as many older people choose not to take a direct payment or personal budget because they are concerned about the administration, or because their needs are intense or fluctuating.  Measuring the effectiveness of personalisation will need more development.  One option would be to include questions in the Adult Social Care Survey asking whether people feel in control of their care, in what manner it was provided, and whether they feel able to influence their own outcomes through being supported with care.

Preventing deterioration, delaying dependency and supporting recovery
As acknowledged in the consultation document, there are serious gaps in the evidence available to measure the amount and quality of services which could be described as preventative.  There are, however, proxy measures which can be used to measure low levels of input into households, although this of course will not demonstrate whether this input was effective.

This section currently relies too much on health data to demonstrate a social care outcome.  It also measures people when they have reached the point of hospital treatment – using these figures will give an unbalanced view as hospital admissions do not only arise as a result of a lack of preventative services.

There is also a gap in the indicators to measure whether people receive early diagnoses and then whether they subsequently receive early treatment.

Measure: percentage of emergency admission to any hospital in England occurring within 28 days of the last, previous discharge from hospital after admission.
Comment: in view of the forthcoming changes in responsibility whereby NHS organisations will have responsibility for the continuing treatment and reablement of an individual until 30 days after discharge, the responsibility for meeting this measure mainly lies within NHS services.  What may be measured here is NHS effectiveness rather than social care effectiveness.  We support the continued monitoring of this data, but it may not fully demonstrate the domain it is designed to represent, of ‘preventing deterioration, delaying dependency and supporting recovery’.

Measure: admissions to residential care home, per 1,000 population.
Comment: We are concerned about the use of this measure.  Measuring increases in dependency by care home admission only captures the final stages of dependency.  Increases in dependency that occur at earlier stages of frailty are just as important to measure, as if dependency can be reduced more quickly care home admission may be prevented altogether.  Secondly, we are concerned that this measure risks labelling care home admission as something negative and unwanted.  Many people make a positive choice to move into a care home.

Instead, Age UK recommends that the effectiveness and reach of preventative services is measured.  A good proxy would be to measure households who receive small levels of care, or as we suggest above, develop an indicator: to measure how well people feel their care meets their needs and is effective in supporting them.

Measure: proportion of council spend on residential care.
Comment: Age UK is concerned about this measure as we are not sure what will be demonstrated and the results will be affected by factors external to local authority priorities for spend.  Is a high proportion of spend good or bad?  Additional data may be required to put this information in context, such as the demographic profile of the area concerned.



Ensuring a positive experience of care and support
Measure: Overall satisfaction with local adult social care services.
Comment: the question in the survey which related to satisfaction is ‘Overall, how satisfied are you with the care and support services you receive?’ followed by an explanation of what is meant by care services and a range of options from ‘I am extremely satisfied’ to ‘I am extremely dissatisfied’.  However, given that the factors that affect satisfaction are so varied, and that older people are less likely to complain about a service, this question is too simplistic.  It does not necessarily relate to whether the outcomes someone wants have been achieved, so services might be reported as satisfactory but actually they are not doing what was intended.  Asking whether services are fully meeting needs may be a better question.

Measure: the proportion of carers who report that they have been included or consulted in discussions about the person they care for.
Comment: as the Carer’s Survey is under consultation it is difficult to comment on whether this measure will be a good one to use.  Age UK has also argued that there needs to be a separate measure of quality of services for carers, particularly around whether they receive services in their own right.  The Referrals, Assessments and Packages of Care data records this (RAP – C2).

Measure: The proportion of social care users and carers who express difficult in finding information and advice about services.
Comment: this information is very similar to that previously obtained through the Place Survey.  Age UK had serious concerns about the methodology used for the Place Survey – that only 1,000 people per local authority were surveyed, for example.  In order for this question to be meaningful a significant proportion of users should be surveyed.

Protecting from avoidable harm and caring in a safe environment
As stated in the consultation paper, social care providers will be required to comply with essential standards of safety and quality which, we hope, will ensure that all providers give safe care.  However, recognising that much of the impact on whether someone feels safe and secure is only partially to do with whether the services they receive.  It would be useful to see wider use of collected statistics as measures within these domains.  Looking at the draft ‘Single List’ shows that there are some planned collections which would give useful information.  For instance, the Abuse of Vulnerable Adults Return also collects data on the outcomes of referrals, so considering use of ‘Outcome of completed referral by age group and primary client group of vulnerable adult’ might give better indications of the outcome of a referral.  The Single List does not list Police statistics, but perhaps there would be an indication of the number of incidents of anti-social behaviour, crimes committed affecting an older person, or perception of crime locally amongst over people over 65.

20. What are your views on the proposal to repeat the Carers’ Survey every two years to provide a more regular comparable source of data on outcomes for this group?
This survey should be completed every year.  Changes in social care eligibility criteria mean that the landscape of provision and quality of care locally may change rapidly.  The number of carers is also likely to increase and this should be monitored carefully.  This is very important given that, as the consultation document says, this is the only survey which provides similar results.  The Carer’s Survey should also ask for information about the availability of respite care.

Any other comments
22. Please use this space to provide any further comments you wish to make on the issues raised in this consultation.
Age UK has a concern about the proposed ‘excellence’ rating.  The benefit of the CQC star ratings, whilst they were not perfect, was that all providers add the same opportunity to achieve an excellent rating through their inspection and submission of paperwork.  The proposed system relies on the proactiveness of providers and, more importantly, their ability to find resources and time to complete the assessment process for their ‘excellent’ rating.  This will be of benefit to larger organisations with more staff and may be more difficult for smaller providers to both afford and achieve.  The concept of an ‘excellent’ rating is a good one, but Age UK thinks that this should be awarded as a result of the CQC inspection of service, rather than as a proactive submission.
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