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Introduction 

This is a learning together report and is by definition work in progress. We invite you to read it, learn from it, add to it and amend it. Online or by e mail. 

This report describes what is meant by personalisation, how it is being implemented in children’s services and how it has drawn on developments in adult social care. Two particular developments, budget holding lead professionals (BHLPs) and the use of personal budgets (PBs) are described in greater detail. These are important not only for the impact they can have on improving the lives of individual children and young people but in they act as litmus papers that enable the identification of wider improvements that are required within and outside of children’s services.

This report will also help people to understand the full potential of the lead professional approach. Lead professionals even those without a budget are well placed to apply the principles of personalisation to their work to ensure that parents, children and young people are fully involved in decisions about their lives and that services provided are well understood, wanted and highly likely to improve outcomes for each child and family. 

The appendices to this report consists of case studies.  Appendix 1 is a series of short case studies that can be used to stimulate understanding of personalisation through group work. This includes the story of Tom Jay. Appendix 2 is the story of how Tom was helped by a personalised approach and was first published as part of the BHLP pilot programme in 2008. 
Commissioning for personalisation

Commissioners need to understand about personalisation and how to commission it. Personalisation requires commissioners to change children’s trust systems at all levels 

· Governance – the children’s trust board should understand and agree that a personalised approach is what they want to achieve 

· Structures may need to change – in particular understanding personalisation will help commissioners to redesign systems and improve integration so that there is a real focus on children, young people and families rather than on professional interests. 
· Systems can be improved when holistic information for example using the CAF is collected and then used to inform commissioning decisions – the CAF has the potential to provide information both about what is needed by families and what works to improve their lives. This is potentially much more useful and avoids the double counting of many existing systems where there are a multiplicity of referral forms 

· Frontline staff from every profession will need to be supported through training and development in order to change the way they work with families. Doing with rather than doing unto means working appreciatively with families to find out and build on their strengths and to encourage them to suggest ways in which their difficulties can be best addressed. These solutions may include the use of family and friends and personalisation can reveal a lack of support for traditional services. 

Commissioning is very much about taking a whole systems approach and good strategic commissioning uses careful analysis of needs and of what works to improve outcomes to inform decisions about how to reorganise the children’s trust system to reduce fragmentation and duplication. Personalisation is not a new project or programme added to the many that already exist in a children’s trust. It is an opportunity to improve the whole system at all levels. 

A good example of this approach in practice is of course ‘Think Family’. Family intervention projects offer a personalised approach from a think family practitioner who provides a stable relationship helping parents to get back in control and coordinating the services they and their children really need. Not only has evaluation of Family intervention projects shown that they work well for many families in great need but they are more efficient than current fragmented systems where it is still possible for a family to have up to 30 practitioners working with them.  

What is personalisation?

Personalisation is the term first used by Charles Leadbeater
 to describe the move from a previous ‘consumerist’ approach to designing and delivering services to one that is empowering and led by the people who require some form of support. In a health context Leadbeater contrasts the two approaches as follows:

‘Consumerist – (service) users are patients in need of timely and effective services from the NHS that are personalised to their needs. In the first approach the professionals – medical practitioners – must deploy their knowledge and skills in a timely and effective way to solve a problem for the user. The more that is done in a personalised, considerate and responsive manner the better.

Personalisation – the users are co-producers of the good in question. They are active participants in the process – deciding to manage their lives in a different way – rather than dependent users…. the key is to build up the knowledge and confidence of the users to take action themselves, to self-manage their health without turning to the professionals. The professionals deploy their knowledge to help the users devise their own solutions – smoking cessation programmes, exercise regimes – which suit their needs.’

The consumerist approach to public service delivery with its focus on the individual as a customer was a great step forward from the previous focus on delivering services as the end in itself. Personalisation built on and transformed this development through a number of key shifts in practice:

· Customer service to outcomes and living a life – consumerism focuses on delivering more user friendly services. Personalisation: starts from how people wish to lead their lives; focuses on outcomes; and then enables people to determine what services can best support people in achieving them.

· Passive consumer to active co-producer – the term customer assumes that people should be served and the service they will receive will deliver the outcomes they desire. This neglects the role that people themselves play in delivering outcomes, for example, children as active learners, parents as supporters and nurturers. Personalisation explicitly recognises the role that people play in achieving the outcomes they desire and recognises that most outcomes are coproduced by what people do for themselves and others as well as the support they receive from services.

· Professionally determined to supported decision making – with the recognition of people as active co-producers comes a shift in the relationship between people and professionals. The consumerist approach was based on the process of people having their needs assessed by a professional who then decided which services would best meet them. Personalisation recognises the expertise of both people and professionals and enables people, within the resources available, to decide what will work best for them. 

Co-production

Underpinning personalisation is the recognition that services do not produce outcomes. It is what people along with their families, friends and neighbours do for themselves, supported or otherwise by services, that coproduce outcomes (see Figure 1 overleaf).
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Boyle and Harris
 in their definition of coproduction highlight the need to promote equal and reciprocal relationship between people and professionals and also the wider social gains that come from recognising and supporting coproduction.

Co-production means delivering public services in an equal and reciprocal relationship between professionals, people using services, their families and their neighbours. Where activities are co-produced in this way, both services and neighbourhoods become far more effective agents of change.

Coproduction isn’t something new that needs to be invented it has always existed but has largely gone unrecognised in most service delivery practice and design. This has led to less effective and efficient use of the resources of both people and organisations. For example:

· A child has to be taken to three different places for appointments with different services – this wastes the time of parents, incurs extra travel costs and disrupts the child’s education. It is also a barrier to accessing service leading to missed appointments and the consequential underutilisation of service delivery capacity. 

· A family with a child who has a physical disability needs a respite break – the only type that is available is a residential weekend placement for the child. Both the child and the family find the separation stressful which undermines the intended impact of providing the break. They would much rather go away together to a hotel or an adapted caravan for a weekend which would also be far cheaper. However the way the short breaks budget was structured did not allow for this option.

Redesigning services to enable much more effective and efficient coproduction can deliver major benefits even in very difficult circumstances. For example the use of family group conferencing in safeguarding children (see Box 1).
	Box 1: Family Group Conferences (FGC) 

FGCs enable the wider family to come together to work out for themselves how they can play an active part in safeguarding a child who is in need of protection. Typically the process of enabling a family to come together and run its own conference identifies twice as many family members who are potentially available to help than traditional child protection conference. FGCs are also far more likely to engage fathers and other male family members. The results are also more likely to lead to agreements to use kinship care where the child’s own extended family rather than a foster parent of children's home provides the continuing safeguarding support. This produces better outcomes for the child and is 12 times less expensive than providing foster care. 

The role of professionals in family group conferencing is two fold. Firstly the social worker who has responsibility for ensuring the child is safeguarded makes it clear why the child requires safeguarding and how any proposed arrangement for kinship care will be checked to ensure it can both safeguard the child and promote his or her continuing welfare. This setting of boundaries is extremely helpful to family members in negotiating appropriate arrangements amongst themselves. A facilitator who is not a social worker but is trained in enabling families to come together and use family group conferences explains the process to family members, helps them contact and invite family and appropriate friends to the conference and supports the conference process, including ensuring advocacy support for children if required, without intervening in the family decision making. The aim is to enable the family to have the best chance to meet and work together and negotiate a mutually acceptable solution.


Matthew Horne and Tom Shirley, in a Cabinet Office paper
 see coproduction as requiring a new relationship between citizens and the state. They recommend that we move from the position where ‘currently citizens have little control over the resources that the government provides and are rarely encouraged to commit their own resources’ to one of ‘a new relationship between citizens and government that mobilises more of the resources necessary to achieving better outcomes’. Table 1 provides an overview of the resources they see as potentially being made available.

Table 1: The resources of government and citizens

	Citizens’ own resources


	Government’s resources

	Knowledge, skills and understanding

Energy, time effort

Will power and personal agency

Motivations and aspirations

Social relationships with families and communities
	Money

Rules and regulation

Expert knowledge and skills

Energy, time and the labour of public service professionals

Leadership, expectations and aspirations




Policy drivers

In the UK personalisation is most closely associated with the use of personal budgets in adult social care. However this is part of a longer stream of developments that is now continuing and broadening in scope.

Table 2: personalisation policy drivers and initiatives

	1990
	NHS & Community Care Act
	Care Management

	1996
	Direct Payments Act
	Legalised Direct Payments

	2001
	Valuing People
	Goal of citizenship

	2003
	In Control
	Self directed support

	2005
	Improving the Life Chances of Disabled People & In Work Benefit Calculation
	Individual budgets

	2006
	White Paper ‘Our heath, our care, our say’

DH funded individual budget pilots begin

DCSF budget holding lead professional pilots begin
	Individual budgets for all adults

Budget holding lead professionals

	2007
	Putting people first


Aiming high for disabled children

In Control starts work with LAs to develop individual budgets for children with disabilities

DCSF funded BHLP pilots for children in care begin
	Personal budgets for adults

Individual budgets for children with disabilities

	2008
	Darzi report ‘High quality care for all: NHS next stage review’
	Personal health budgets

	2009
	DCSF funded individual budget pilots begin 
DH funded personal health budget pilots begin
Think Family  
	Family intervention project


Care management

In 1990, as part of the development of community care for adults, front line care managers were to enable people’s needs to be assessed and then purchase packages of care to best meet them. Whilst this did not acknowledge the role that people play in meeting their own needs, or put them the driving seat, it was a radical attempt to fit services to people rather than vice versa. However the use of block contracting to secure best value for money soon led to most resources being tied up in pre-purchased services leaving most care managers in the position of gate keeping access to a limited menu of services.  

Direct payments

In 1996 as a result of the campaigning by radical disability lobby groups, and work by some innovative local authorities, it became possible for adults to receive a sum of money in the form of a direct payment to enable them to then purchase the services that they deemed would best meet their assessed social care needs. Whilst direct payments led to some major differences in people’s lives and in the supports they purchased their overall impact was lessened by low take up. Partly this was due to lack of positive promotion by social services departments and partly due to many potential recipients being put off by having to become employers of support workers or having to purchase and manage the organisations that provided their support services. 

Self directed support

In 2003 In Control
, a not-for-profit organisation established in collaboration with Valuing People and some leading edge local authorities, began to develop ways in which  people with learning difficulties could decide the supports they needed to live their lives and receive the help they needed to manage their own direct payments. Whilst the individual budgets provided to people via direct payments were essential to this development even more important was the underlying process of what became known as ‘Self directed support’ (SDS). SDS is a seven step process that: enables anybody, either unaided or with varying degrees of support, to within a given budget: plan how they wish to live; agree the plan with their local authority; and identify and secure the supports required to do so.

Individual and personal budgets

The success of In Control’s work led the Department of Health to fund a set of national individual budget pilots to extend the use of these budgets to all adults with social care needs. The evaluation of these pilots
 showed that they had a positive impact on people’s lives and delivered good value for money as well as threw up further challenges. Personal budgets, as they are now termed, have been adopted as one of the core milestones
 in the roll out of the Putting People First transformation of social care. They are also now being piloted in health
 along with forthcoming new legislation to enable direct payments to be extended to health. 

Children with disabilities

Individual budgets, as they are termed in children’s services, were first developed by Paradigm’s Dynamite project working with children with disabilities aged 14 – 25 years to smooth the transition to adults’ services in the Eastern Region. This focused at first on the use of Individual Learning Support Funds. Later In Control working with its Taking Control group of local authorities widened the scope of this work to cover all children with disabilities and all the funding streams that are currently used to support them and their families. This in turn laid the foundations for much of the work of the DCSF funded Aiming High for Disabled Children individual budget pilots
 that ran from 2007 – 2009.

Budget holding lead professionals

The DCSF funded budget holding lead professional (BHLP) pilots for children with additional needs,
 
 supported by OPM, ran from June 2006 – March 2008. Budget holding lead professionals were tasked to work with children who had additional needs but whose needs placed them below the statutory threshold for intervention but were typically receiving support from a number of services at the same time. The BHLPs were required to work with the individual children and their families to identify their needs against the five Every Child Matters outcomes, develop a jointly agreed action plan and then to secure the services that the children and families identified as most likely to help them meet their needs. As part of the support process BHLPs were provided with budgets of up to £3000 per child to be used to secure personalised supports that were not available through the currently provided or contracted services. In 2007 the BHLP approach was extended to work with children and young people who were looked after or on the ‘edge of care’.

Individual budgets and self directed support

Two stories taken from development work supported by In Control’s Taking Control programme illustrate the impact that individual budgets and self directed support can have on the lives of children, young people and their families.

Jonathan’s story

Jonathan is a disabled teenager. His quality of life has been transformed since he left school in July 2008 with an Individual Budget. Now he and his Mum decide what he should do, when he should do it and who should support him. Jonathan’s complex health condition means he receives funding through Continuing Health Care. And he was fortunate to be part of a pilot run by the Learning and Skills Council giving individual learning support funds. Putting the different funds together has enabled Jonathan to employ one full time personal assistant (PA) and two part time PAs for activities in the evenings and weekends.
Jonathan’s Mum reports an ‘amazing improvement in his quality of life. …It has given him so much more freedom to explore life. Without this Individual Budget he would not have been able to do anything like the things he can do now. I would have had difficulty taking him to these things. It is encouraging Jonathan to have a bit of an independent life style. And with Jonathan having his PAs, I have more time to spend with my other two sons who both have learning difficulties. And Jonathan can’t stop smiling!’
In addition to enjoyment and happiness, Jonathan’s learning needs are fully taken care of. His week – tailor-made for him – allows many opportunities for developing his independent life skills, his special interest in computers and multi-media, and individual tuition.’

Johnny’s* story

Johnny is 10 years old and has cerebral palsy which severely affects his trunk, arms and legs which in turn has impacted upon his mobility. Johnny also has a learning disability and has high levels of difficulties within his communication. Johnny requires 24 hour care and support at home and in all other environments and his condition worsens in the cold winter months.

Johnny’s previous care plan included overnight respite at a residential unit.  His parents did not feel that he was benefitting greatly from these overnight respite stays, as they did not feel the unit fully met his needs.

With their Personal Budget, the family used some of the money to pay for a carer to accompany them to Tenerife for two weeks in December/January to assist with Johnny’s care. They also bought a pass for a rehabilitation unit in Tenerife which has specialist physiotherapy services. The pass enabled daily access to the unit which Johnny really enjoys and the exercise, physiotherapy and warm weather greatly benefit Johnny’s health.

Johnny’s parents report a marked improvement in his health and general well-being since their return from Tenerife. He has gained weight and looks really well. They feel that the benefit of two weeks in the sun has achieved a far better outcome in terms of Johnny’s health than many nights in the respite would have done.

*Name has been changed for reasons of confidentiality

Whilst the process of self directed support that underpins the use of individual budgets can vary most are built on the seven step process developed by In Control (See Figure 2).

Figure 2: Seven Steps of Self-directed Support13
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Figure 1: The coproduction of outcomes


In its forthcoming publication
 on the work of its work with the Taking Control group of local authorities, In Control describes the self directed support process as:

1.  Need Some Support

Being able to access support when it is needed, at the first time it is needed, at a time of crisis, means an open door cited in a number of easily accessible places whether this be via your GP, a health visitor, a youth worker, a teacher, support assistant, the police, a voluntary organisation or a nursery

2.  Identify My Resources

Getting help to identify all the resources available, the 'real wealth' available, including an allocation of an indicative budget will be essential.  Part of this will include using the Common Assessment Framework (CAF) or similar information gathering assessments, identifying desired and necessary outcomes of support and how this support can be accessed and delivered; it is important to always ensure that best use is being made of universal services and not simply seeing this as a quick route into specialist support services / funding services.

3.  Make My Plan

Creativity, local knowledge and flexibility are key to making a good plan; there is a debate to be had about who is best placed to give support to children and families in developing a support plan.  There may be cases where it is clear that the social worker has responsibility but in general the more  support which can be commissioned in the community, for example through an enhanced commission of a children's centre, or voluntary sector service, the better the outcomes are likely to be.  This is based upon responses from families and widely supported through the whole scale roll out of individual budgets in the adult world; support from independent people and organisations with a good level of local knowledge and creative approaches to meeting support needs will generate good plans which make best use of all the wealth available including the individual budget.

If, during the building of a support plan there are questions or challenges around the amount of budget then this is a discussion to have now and not when the plan is being presented.  It will be clear within the plan whether there is sufficient resource available.

4.  Decide to Do It

The Children's Act is clear about the responsibility to ensure that a child's identified needs are being met; the support plan will outline how those needs identified within the assessment are going to be met and how the Individual Budget alongside all the family's 'real wealth' are going to be used to meet those needs.  A Support Plan which does not meet the needs of the child would not be agreed.

5.  Organise My Support

The organising, managing, employment of support and all the work that accompanies it is one area where many families are likely to be seeking help and support.  How this long term support will be offered will be linked to how support to plan creatively is offered.  There is not the capacity within social work teams to take on this role for every family needing help, there is expected to be a role for the voluntary sector in this, building upon current direct payments services, voluntary groups, children's centres and more than likely linked in to the same structures which are being developed in the adult world.  Such a link has the potential to set up life long relationships between a child, family and support service.

6.  Improve My Life

With the budget and plan going live there needs to be simple information and available support should there be any difficulties or crisis; this may be via a lead professional or social worker.  What ever shape the process takes it, and other underpinning guidance around 'carry over' of funding, contingency funds and planning and audit/accounting requirements should be shared in easy-to-access formats.  Where a child or young person has identified fluctuating health or support needs these can be accommodated and planned for with in a plan, where a crisis arises then the response should be as it is now swift and supportive.

7.  Reflect and Learn

Many formats for child and person centred reviews are already being used across children's and adult services; these alongside accounts and audits should both generate learning around improvements to the plan, changes in support and identify use of finance and other resources.

Budget holding lead professionals

This story illustrates the impact that budget holding by lead professionals can have on the lives of children and their families.

 ‘A’ – a three-year-old girl 9
Background 

A was three years and four months at the time of referral in January 2008. She had been attending nursery. A had a congenital condition, which affected her hips and was due to have surgery to correct this. This would mean that she would be in a plaster cast for 6 weeks making her immobile. A was a first child living with both parents. A second baby was due three months after the initial referral. Mum has multiple sclerosis and as the pregnancy advanced her mobility was becoming more restricted. Mum was usually able to function reasonably well with her husband’s help to care for her child but as the pregnancy developed she was less able to do so and could not lift Angela while in the plaster. Father needs to remain at work full time in order to provide for the family except a short two week paternity break. 

The health visitor brought the family situation to the locality team, as she was concerned about how the family would manage during the time immediately after A’s operation when she would be immobile. The operation date was due very close to the time when Mum was due to have her second baby. The baby would be born by caesarean due to mother’s own medical condition, which would mean that she would not be able to lift either A or the baby initially. Father could take a limited period of paternity leave. Mother was on maternity leave from her own job. It was believed that they could not afford to buy in support. They are an isolated family with very little support available. 

Who was involved 

The health visitor brought the case to the locality team. Support was provided by the local church and Home-Start. 

Approach and action taken 

The health visitor was asking whether there was a sessional worker who might be able to go into the family most days during the time after the operation primarily to provide some stimulation for A who would be housebound and immobile and to offer support to Mum once the baby was born. Given that the child’s condition was temporary there was no service entitlement to portage or other services from child health and disability. The nursery placement would be kept open for when she was able to return. There was not a sessional worker available and therefore the lead professional linked with a local church network that had previously provided some community support for locality. 

The project leader at the church was able to find a rota of 3 helpers from the church community who could provide support to the family. All had a background of work with children and all three had CRB checks in place and were acceptable to the family and the lead professional as suitable helpers. BHLP provided the budget via the lead professional and the church project to pay the three women on a rota basis. There were some difficulties about how the three helpers would be paid but a way was found to do this via the church project. 

In addition to this a referral was made to Home-Start for on-going support and a volunteer was found for one session a week for up to 6 months should this be required for this long. A rota of three women in addition to the Home-Start volunteer visited the home during the crucial weeks when Dad could not be home with Mum, A was in plaster and the baby was born. This was a total of 28 hours support time plus an administration charge. Home-Start will continue for up to six months. 

Cost 

Helpers form the church £8.45 an hour x 28 hours = £236.60 plus admin charge of £28 to process the pay. Home-Start referral for six months is £1,000 

Outcome 

A had someone who was able to help her to mobilise and play games with her during what was to be a very difficult 6 week period for the family. She has since come out of plaster and been able to return to her normal routine. The health visitor said that the family had been very pleased to receive this level of support over what had been a very difficult time. Mum had some of the pressure taken from her knowing that there were people coming to the home on a regular basis who could help her to care for both of her two children when she could not do this all herself. Father was freed up to continue working except for the two week paternity leave and bank holidays over the Easter period. The family had been supported by the local community at a time of crisis. 

This case highlighted a gap of service where it is primarily the health of the adult, which is adversely impacting on the well being of the child. Throughout the BHLP pilot there were several examples where this has been the case. This gap in service is being raised with adult services colleagues. 

In addition in this case the child’s own temporary disability was impacting on her well being. The fact that it was temporary meant that she was not entitled to services, which would have been available to a child with a permanent disability. Prior to the BHLP budget the health visitor would have been very limited in what she could have offered to this family.

The process used by budget holding lead professionals in working with children with additional needs is outlined in Figure 3. It makes use of all of the integrated working processes such as common assessment, role of lead professional and team around the child as in other areas of children's services. However it does differ in that the BHLP has access to a cash budget, as of right, for a child given the following conditions have been met:

· The child and parents have been fully involved in assessing their needs developing their support plan and deciding how any budget should be spent

· The support plans clearly identifies the outcomes to be achieved

· The support plans indicates what the child and parent will do to achieve the identified outcomes and how the goods and services identified in the support plan are relevant to achieving those outcomes.

· The plan identifies both goods and services that will be procured via the use of BHLP funds and those that are already funded or have been purchased via prior contracting arrangements.
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Rather than being alternatives BHLP and the use of IBs are now seen as a continuum of practices. Central to both is the principle of enabling the child and the family to be in the driving seat in deciding what will work for them and to be enabled to make active use of their own resources and capacitates and well as draw on service supports as required. This is accompanied by a shift in the relationship with professionals, described by one BHLP as moving from ‘working with, rather than doing to’. Equally important is the focus on the child and family’s life as a whole rather than one aspect of it. This often leads to children making far greater use  universal services and a different range of existing targeted services than any one professional would have considered before. Adult issues that inhibit parent’s ability to parent effectively are also much more likely to be identified and support provided.

Culture change

BHLPs often stressed that paradoxically the success of BHLP was not down to how the BHLP funds were used ‘it’s not the money’. Rather it is the change in practice culture and the relationship between BHLPs, children and families that makes the real difference (see Table 3). Where the devolution of funding is critical is as a tangible way of signalling that all support options are open and should be explored and making the use of the funds contingent on having enabled the child and family to develop and agree an outcomes-focused support plan in which they and their social network are the active principals. 

Table 3: BHLP: the culture and relationship change
	Aspect of practice
	‘Under developed ‘ practice
	The BHLP model

	Outcomes focus


	· Services are often confused with outcomes or outcomes are described in general terms

· Restricted focus on the five outcomes
	· SMART outcomes are identified

· All five ECM outcomes considered and as a joint set

	Child and parent engagement


	· Engagement takes the form of consultation. The child and the parent are not the prime movers in identifying their needs, capacity, outcomes and the supports they require

· Focus on detailing the service supports required to make up for lack of capacity
	· The child and the parent is central to all stages of the formulation of action plan which is written in an easy to understand form

· Tasks that the child and the parent agree to undertake that make use of their capacity are made explicit in the action plan

	Use of cash funds


	· Practitioners do not have funds allocated for them as individuals to spend 

· Cash budgets held and gate kept by managers. Practitioners have to justify the use of funds

· Funds are typically targeted on  single needs

· A restricted range of funds are tapped

· Sustainability is not necessarily a major criteria for budget allocation
	· BHLPs have individually allocated funds 

· Funds can be held by a manager but not gate kept but BHLP must follow the BHLP process

· Funds used as leverage to assemble an outcome-focused package of support agreed by the child and the parent 

· Full range of cash funds explored

· Sustainable activities or change, not ‘top up’ funding

	Coordination of action plan and its delivery
	· Only some practitioners are in  a position to act as coordinators
	· Whoever is best placed takes on the full lead professional role

	Team around the child (TAC)


	· Practitioner obtains agreement from the other service providers who mostly work independently with the child and relate ‘radially’ to the practitioner 

· Weak or no collective ownership of the child
	· The TAC proactively collaborates in the delivery and review of the care plan; BHLP coordinates

· TAC has strong collective ownership of the child 


The experience of both BHLP and the use of individual budgets is that some staff easily adopt the full model whilst for others it involves a more gradual change. Training on its own was found to be useful for awareness raising but, for most staff, did not enable behaviour change. The use of group supervision, following on from training, where staff could compare practice challenge one another and be coached in the new ways of working was found to be very effective.

Personalisation in the round

Whilst personalisation can deliver definite gains in terms of improved outcomes by devolving budgets down to, or close to individual children and families, it has much wider ramifications. Unless services that are funded outside of personal budgets are also personalised and all of those services are redesigned to enable people to make best use, and further develop, their individual capacity and social capital the full impact will not be realised. Figure 4 illustrates how personalisation needs to be implemented ‘in the round’
.
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· Targeted services outside of individual budgets – many of the targeted services on which children and their families draw, for example in health, housing, employment and leisure are provided outside of children’s services and lie outside of the funding provided for individual budgets. Examples of personalisation are the development of integrated service pathways that are person rather than service centred.

· Universal services – more is spent on universal than targeted services. But these are often designed for the ‘average customer’. This means special arrangements have to be made for many people to be able to access these services. Personalisation seeks to address this inequity by both opening up universal services to all and ensuring that these services cater for a range of needs. Much development has already taken place within universal services but seldom is it all brought together in one place and implemented as part of a cross-sector approach to personalisation.
Schools are a good example. Schools, in common with other organisations, have either an implicit or explicit (see home school contracts) contract between themselves and the children who are their pupils and their families (see Table 4).
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Whilst many children and their families are able to fulfil their part of the contract others who through poverty, lack of suitable accommodation or homelessness, disability or illness cannot. It is hear that differentiation of the school curriculum and providing a range of supports through their extended school programme that schools can reshape their universal offer to meet the full range of children’s and families needs. This approach needs to not only be applied in a through going way in all schools but also to all of the other public and commercial services on which children and their families rely. This is the approach that is now enshrined in the concept of the 21st Century School
 (see Table 5) 

Table 5: The 21st century school

	Key features

	Excellent personalised education

Contributes to all aspects of well being

At heart of preventative system

Committed to multi agency working

Collaborates with other schools and colleges

Seeks active partnership with parents

Resource for families and the community

Engaged with the Children’s Trust


Individual and social capital – enabling ‘self-directed support’ helps people to make best use of their own resources and is a requirement for the effective use of personal budgets. It enables people to look at how they would like to live their lives, what they and others can do to realise their ambitions and then to consider what supports, delivered in which way, could best support their own efforts. This approach is central to enable people to be active citizens. But we need to overcome the problems of community associations that are not open to children with disabilities and others and streets that are actually or felt to be dangerous as they inhibit the development of effective social networks and reinforce social isolation. This is not a task that children’s services can or ought to tackle on their own. Others are far better placed but require the active collaboration of children’s services to ensure that the desired impacts for children and their families are realised. 

Prevention – All children and their families, not just those children with additional and complex needs, can benefit from personalisation (see Figure 5).Personalisation supports primary prevention through ensuring that all universal services are designed to fit the widest possible range of needs and actively work with children and families as co-producers of outcomes. 

At the secondary prevention level, children with additional needs will also benefit from input from targeted as well as universal services. However as the Targeted Mental Health in Schools pathfinders
 are showing, this may be best delivered through using those services to boost the capacity of schools and other universal services to meet children’s needs rather than through direct work with children and their families. Children with additional needs that require support from a number of targeted services and can benefit from then use of devolved budgets. 

Devolved budgets are typically deployed where multiple services are required. However experience shows that these funds can be used to greatest effect where parallel work is being carried out on personalising universal services and targeted services that lie outside of personal budgets and that all services are designed to make best use of, and build on the capacities of, children and their families and their social networks.
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The commissioning implications

BHLP and the use of individual budgets greatly extend the leverage that children, families and forint line staff have over resources. These developments effectively devolve control over the use of resources to the front line and empower children, families and front line staff to operate as commissioners of services. This requires a change in the way commissioning is conceived and practiced from a top down strategic level activity to one where commissioning is driven directly by and with children and their families and enabled by strategic commissioning. It was the recognition of this change that led the BHLP pilot projects to develop a multi level approach to commissioning (see Figure 6)

Figure 6: Multi level commissioning
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Individual level 

Individual level commissioning comprises not only the work of budget holding lead professionals and individual budget holders and support brokers but also lead professionals who are empowered to work with children and families to make use of an ever widening range of services. This includes enabling children and families to make best use of their existing resources and social networks and to further develop them.

Operational level 

The culture and practice change required to support self directed support does not occur overnight. It needs to be organised so as to provide continuing support to children and families, front line staff and service providers so that they can work together in the new way. Much of the personalisation of universal and targeted services that lie outside of the range of devolved budgets can be achieved through operational level changes within existing contracts and service level agreements.  The development of multi agency teams and networks to support wider service integration provides as base for this. In Scotland they have developed the role of the local area coordinator
. The roles that operational level commissioning can play are:

· developing the capacity of the multi-agency workforce to support children, young people and their families or carers to use their own resources, devolved budgets and existing targeted and universal services in creative and flexible ways 

· taking the lead in ensuring that appropriate funding agreements are in place so that the child can make best use of flexible funding options to access the support they need. For example, where a child is receiving a package of support jointly funded by a local authority children’s services department and a primary care trust. 

· helping local communities to develop informal systems of support 

· enabling local providers to review their current service delivery practice; and challenging and supporting them to develop a wider, more personalised offer to children, young people and their families or carers 

· devolving commissioning powers to local teams and networks to reshape and personalise some local services, taking into account the needs of specific populations or geographic situations 

Strategic level 

There are some activities that can only take place at a strategic level, for example, overall planning, and others where there are advantages in doing so, for example the production of explanatory materials for children, families and staff. Strategic level commissioning activities may include: 

· redesigning the children’s trust system to simplify the system, reduce fragmentation , duplication and internal transaction costs – for example creating operational teams to bring together special education and children with disability practitioners and setting up integrated locality teams (whatever they may be called) to bring together all the additional and targeted services for children and young people under a single manager

· ensuring that self directed planning and purchasing support is available: 

· information – making information easily accessible and relevant to children, young people, families and those supporting them 

· quality assurance – giving families and carers a chance to choose from ‘quality’ services and support options; involving children and young people and families and carers in identifying quality services and support options 

· active brokerage – making available a range of support brokerage services, including money management options, for families and ensuring that families and carers are aware of and have access to this network. 

· enable operational commissioning: 

· common principles – establishing common principles for personalisation, self-directed support and community development and supporting their implementation at both the operational and strategic levels of commissioning 

· devolved commissioning – devolving commissioning powers and empowering operational managers to commission services jointly 

· common infrastructure – developing and maintaining the systems and processes required to support the operational level management of self-directed support (including for example the CAF process). Ensuring that a range of support brokerage options are available to families and those using their individual budgets 

· strategic service changes – involving children and families and operational level commissioners in all stages of strategic level planning, prioritising and implementing of changes in universal services and in targeted services that fall outside of the range of devolved budgets.

· market management – working with children, families and providers to enable providers to develop the range of personalised services that devolved budget holders wish to purchase and to reduce or stop providing services that are not wanted
· joint commissioning – pooling or aligning budgets across sectors so that personalised options and pathways can be developed that do not fit easily into the funding remit of any one sector. 

Market management

The degree to which devolved budgets either through BHLP or the use individual budgets can help transform services is limited by how far providers will respond by developing the personalised services and supports that children and families want to buy. Some providers have always taken the lead in personalising services. Others are either not aware of the need to do so or need help in transforming their current range and types of services. Confronted by this challenge in adult social care commissioners have developed a three pronged approach to market management
 (see Figure 7).
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Figure 7: Contracting for personalised outcomes


· Personal budgets – it is essential to signal to the provider market that individual budgets are here to stay and that they will develop to such a volume that there is an overwhelming business case for personalising services. The development of Individual Service Funds whereby an individual decides on their support plan and then arranges with a provider to source and manage the supports on their behalf is leading to a much faster take up of budgets than ever before. 

· Service personalisation – direct support is given to providers to help them understand how devolved budgets and self directed support works and the types of personalised services that people are now demanding. Help is also provided with staff training and development and the change over in financial systems to handle the costing and billing of services on a per person basis.

· Framework contracts – that: require providers to meet certain quality requirements; supply personalised services and ISFs; but do not guarantee the volume of services that might be purchased. Budget holders are free to buy from these quality assured contractors or from others outside of the framework. Providers are willing to bid to be included in frameworks as they see them as a means of achieving an external stamp of approval and ISFs as a way of developing a continuing relationship with individual budget holders.

Joint commissioning

If commissioning is to deliver improved outcomes via personalisation it must be able to focus on the lives of children, their families and carers and their local communities. This requires joint working and therefore commissioning across:

· Children’s services – notably between: individual schools and schools forums as commissioners; and children’s services departments. This is being supported through integrated service arrangements, for example, based on schools clusters and Sure start areas. Some schools forums used their pooled resources to continue the funding of BHLP after the DCSF funded pilot phase was concluded.

· Cross sector – with health, employment, housing leisure, police and other organisations. At a macro level this can involve radically rethinking how services work together and are financed, as in the ‘Total Place’ pilots
. At an individual level the expansion of individual budgets to cover targeted services outside of children’s services.

· Cross age groups – ensuring effective transitions for example using a common approach between children’s and adults’ services to allocating resources to individual budgets in line with need; investing in the health and well being of children as a means of improving health and well being in adulthood; and meeting the needs of children by focusing on the needs of both children and adults through developments such as ‘Think Family’
.

Continuing learning together 

Your help in improving this learning together report will be very welcome. Please let me know:
· if you have any questions about this policy and any amendments or additions to suggest 

· any PowerPoint or tools that you have used which would be useful to others 

· stories of good practice for us to share.
Do not hesitate to contact us (via the website or e mail) if you need additional advice and help on this subject or others in this policy area. 

Judith Smyth and Clive Miller

Judith.smyth@commissioningsupport.org.uk
clive. miller@commissioningsupport.org.uk

Appendix 1 

Instructions for using the individual and family case stories 

Groups group should discuss one of the case stories and
· Briefly review what might have been done differently at the * points in the story
· Pretend to be a ‘team round the family’ and work out a costed package of support for the family using the CAF/single plan approach 
· Estimate the total cost to children’s (and adult) services
· Consider the changes to the CT system that would make it possible to commission a costed package that will improve outcomes for the child/young person
Individual commissioning stories 

The Sparrow family 

Gina Sparrow Is 47 and has multiple sclerosis. When the symptoms first emerged 10 years ago she and her husband and two children lived in their own house. Following a difficult divorce five years ago husband has lost touch with the children, is being chased by the CSA but is believed to have returned to Morocco. Gina and the children Paul and Samantha  after a spell in bed and breakfast were rehoused in a three story housing association town house in Gainsborough*

Gina worked part time as a teaching assistant but had to leave the job last year as it became increasingly difficult to do because of her deteriorating health and the family now rely on benefits. Gina now needs to use a wheelchair more often than not. The house has become impossible because of the layout and number of stairs but Gina is worried about having to move house when Paul – a 14 year old who his school describes as difficult and secretive, is approaching his GCSEs**.

This and other worries combine with a tendency to depression to give her doctors grave concern about her mental as well as her physical health. Gina has just been left £120,000 on the death of her mother who lived in Bolton. 

Gina’s worries are increased by a letter from school asking her in to talk about Paul who has apparently missed several days at school without authorisation and is falling behind. Paul tells his mother that he does not like school, his teacher does not understand him and he is being bullied. Samantha is due to transfer to secondary school next year and is increasingly worried about this herself telling her mother that she will not go***. 
The Peacocks  

Saul Peacock (35) is a university lecturer in IT who was knocked off his bicycle on the way to work and suffered a head injury from which full recovery is not guaranteed*. He is returning home to his wife and two small children to continue his recovery but will have to attend a regular clinic and rehabilitation for several months if not more. His wife Janie works full time but Saul’s mother lives locally and is available with her car and other support some days. At 82 Grandma is becoming frail herself. 

Saul’s head injury has left him in an emotional and behavioural turmoil, sleeping irregularly, speech and language difficulty and impaired balance and right side strength. He should be able to manage the stairs at home unaided once a day – there may be a need for a downstairs WC and later other adaptations depending on his recovery**. 

Sara and Michael Peacock (aged 3 and 18 months) have been cared for by Saul’s mother who lives locally but the strain of caring for Saul as well as the children is considerable. Although she has her own car transporting Saul to hospital appointments with the two children in the back is draining for everyone. Janie finds a day nursery to take the children every morning. Both children take some time to settle at the nursery and the staff report that they appear very young for their ages. Sara cries a lot and is often in fights with other children. Michael becomes very withdrawn. Staff at the nursery become concerned about the family after a tearful and anxious conversation with Grandma one day when she is collecting the children*** 

The Jays 

Tom Jay is 12 years old and following the separation of his parents and subsequent imprisonment of his father for fraud has been missing school and seriously falling behind academically. He lives with his unemployed mother in rented accommodation. He is identified as needing additional targeted support after the EWS and school nursing services failed to persuade him to attend school regularly and to participate in the mentoring and drop in advice service at his school. Tom’s father used to take Tom to school on his way to work, Tom’s mother rises too late to help him get out of the house on time. Tom’s mother is a new and depressed single parent and this rapidly deteriorates to serious (and long lasting) mental illness after a suicide threat which puts her in hospital. 

Tom’s relatives are unable to get involved long term partly due to poor relationships with his mother and father. Tom has missed a lot of school, never really settling at secondary school well and is fearful of returning. However he is bright and loves football. While with Foster carers his frustration and sense of loss blows up into a major row in which the house is trashed and two of the foster parent’s children are injured. Tom subsequently runs away and is found next morning by police, very drunk, possibly affected by other substances and with £289.30 in his pocket which he will not account for. 

Tom needs to go into long term care because the prospects for his mother look very bleak following a second suicide attempt. ***

Some of the better residential placements are full and a place is found for Tom in a neighbouring authority. Tom never really settles here, he misses the few friends and family that he saw back home but when taken out to see them he makes himself progressively more difficult through bad behaviour, thieving and escaping. Social workers and care workers change several times and Tom becomes increasingly convinced that they really dislike him. Twice before he is 14 he is apprehended by police for anti social behaviour including stealing to buy alcohol and drugs. His only friends by the time he is 15 are older youths who are living marginally from drug dealing. His schooling is minimal and Tom alternates between periods of remorse and depression which twice led to attempted suicide and anger and restless energy which is difficult to manage in the residential home. 

Tom leaves the home at 16 and shortly afterwards is arrested for GBH following an attempted robbery. He is moved to Feltham and loses touch with the services in his home town. 

The Swans 

Jade Swan is 14 and lives with her mother who is an alcoholic who suffers bouts of depression. Jade is not attending school regularly. She misses days at school increasingly often but in the main keeps up with the class adequately. Letters are written to her mother and each time for a while her attendance improves. Jade’s mother comes to parents’ evenings and sometimes talks to teachers at the school gate after school. When asks why Jade misses school she explains that Jade has been unwell or visiting the dentist. After a particularly bad period of more than usual absences the Education welfare officer visits Jade and her mother at home. Jade’s mother is there but appears dishevelled, confused and uncooperative*. 

However Jade’s attendance improves for a while and the EWO does not visit again. Jade’s attendance continues patchy but her attainment is above average and she has a group of friends so that little notice is taken when Jade appears tired, unkempt and uncommunicative**. 

Surviving at primary school Jade finds the transfer to secondary school very hard. Her attendance is increasingly erratic and when Jade gets to school she never has the right equipment or clothing in her bag. Jade is quite bright and inventive and loves art and drama. Teachers’ impressions of her vary - some finding her secretive and evasive others warming to her creativity. Jade misses out on a part in a school play because she does not bring the right shoes to school. Early in year 7 there is a spate of thefts from rucksacks and bags. Jade is accused and found guilty.***. Although there is a good mentoring scheme at school she refuses to cooperate and becomes increasingly isolated from everyone in authority. Academically she keeps up but her behaviour deteriorates and there are concerns about her happiness and safety. A year later she is caught shop lifting and the YOT is brought in. 

The Herons 

Shawn Heron is 12 and lives with his mother Julie and sister Sky in a social housing estate on the edge of Lincoln. The family have been homeless since Shawn's father Peter left his mother Julie. Since the separation Julie, Sky and Shawn have lived in a sequence of temporary homes and with grandparents for three years*. 

One day the housing officer Maria calls and it emerges that other tenants have been complaining about the behaviour of Shawn and some other lads on the estate. Maria explains that this must stop or the family will lose their home. For a while things improve but then the boys are caught on CCTV cameras ringing doorbells. They have also been setting a fire in the rubbish enclosure behind a block of flats on the estate.*

Julie meanwhile has been increasingly worried about Shawn who is having difficulties settling at secondary school. Because of unruly and sometimes violent behaviour during playtime the school recently decided to require Shawn to go home for lunch and this has meant that Julie has had to reduce her hours at the local Tesco where she has just started to work part time**

Julie cannot control Shawn at home and Sky (15) is spending increasing amounts of time staying with friends including a new boyfriend rather than live with her brother. Julie’s hopes of finding new friends among her new neighbours are dashed, as one by one they turn against her because of her failure to control Shawn. Julie feels that life is unbearable, she needs some help but does not know where to turn***. 

Eventually Maria evicts the family.* (some people will recognise parts of this as a story from a BBC documentary about housing and estate management shown at the end of August this year)

Appendix 2 

Tom Jay  – how BHLP helped and how the finances were managed - an example.

Tom is 12 years old and following the separation of his parents and subsequent imprisonment of his father for fraud has been missing school and seriously falling behind academically. He lives with his unemployed mother in rented accommodation. He is identified as needing additional targeted support after the EWS and school nursing services failed to persuade him to attend school regularly and to participate in the mentoring and drop in advice service at his school. The school nurse, Rahima becomes his BHLP. She visits Tom and his mother at home and together they complete a CAF. The CAF identifies a need for a multi agency approach and Rahima calls a Team round the child (TAC) meeting inviting the pastoral year head from school, educational psychologist, primary CAMHS worker, local youth worker and local children’s fund supported football coach. She invites Tom’s GP who declines to attend but helpfully arranges a phone conversation between the practice nurse and Rahima. 

At the meeting the following problems and possible solutions are identified

· Tom’s father used to take Tom to school on his way to work, Tom’s mother rises too late to help him get out of the house on time. Tom’s mother needs some help as a new and depressed single parent and agrees to attend a local self help support group and rise earlier. The school agrees that Tom can attend the school breakfast club so that his mother does not have to get him breakfast and he can walk to school some days with a neighbour.  Access to the breakfast club is ‘free’ to children in need and there is a place available but if a payment had been needed the BHLP budget could have been used because Tom’s mother has not yet been able to access financial support from his father who is in prison. 

· Tom has missed a lot of school, never really settling at secondary school well and is fearful of returning. The school agrees to some additional one to one sessions but Tom is not keen to be singled out from what few friends he has at the school. After some discussion it is agreed that Tom will miss one lunchtime for some catch up support from a NTA. The BHLP will also arrange and pay for one to one tuition in numeracy and literacy two evenings a week after school in Tom’s home. It is hoped that this will enable Tom to catch up and will give Tom’s mother more confidence in supporting Tom in his homework etc. In return Tom’s mother promises to attend meetings with Tom’s tutor so that she can work with the school to support Tom in catching up with what he has missed and gaining confidence in the classroom

· Tom’s father was a keen footballer and took Tom to a football club regularly for coaching and play. Tom’s mother does not have a car and public transport is poor. Tom’s mother is not keen on football and fearful of meeting Tom’s uncle and cousins at the club. The BHLP decides to give Tom’s uncle regular payments for  petrol money to collect and deliver Tom to the twice weekly coaching and games he has missed. The BHLP develops a simple procedure to record that the session actually happened and that Tom attended which involves Tom, his uncle and the club. Tom is clear that if he fails to attend school regularly his attendance at football will be reconsidered. 

· Tom’s records show that he has a history of depression evidenced in his behaviour and noted by Educational psychologists asked to advise on the need for a statement and by days away from school. The primary CAMHS team agree to see Tom and it is agreed that if there is a need he will be provided with counselling from the NSPCC who are the approved provider for the area. Ten sessions are agreed but as Tom does not meet the eligibility threshold for the block contract which the authority buys for children at risk or in care the BHLP agrees to buy ten sessions for Tom in addition. The NSPCC has capacity and accepts the CAF and Tom’s plan as a brief to begin working with him. The BHLP writes a short specification for the NSPCC, who respond with an invoice which the BHLP approves for payment and sends to her finance office for payment. 

· The TAC discuss Tom’s difficulties in getting to the counselling sessions on the other side of town on non football evenings. Neither Tom or his mother think he can use the bus on his own yet although he should learn; an approved taxi firm is asked to take mother and child to each session and a direct payment for bus fares for both is agreed and given to Tom’s mother. The situation will be reviewed. Tom and his mother are reminded that if they miss sessions without good reason the football club will be reviewed. However the BHLP notes the need to text Tom and phone his mother to remind them each time. 

· Tom’s mother is informed about a CAMHS funded NSPCC run support group for parents of children and young people with mental health difficulties and after some discussion the BHLP agrees to fund Tom’s mother’s bus fares to get to the next series of meetings at least until she is receiving maintenance from her ex husband. 

· A multi agency plan for Tom is agreed. The plan has a financial plan or budget for Tom at the back in the form agreed by the authority. The BHLP will monitor the plan and the attached budget and to ensure overall financial compliance a copy will be sent to the CSA finance officer responsible. The expenditure so far agreed is within the delegated authority of the BHLP for this sort of child. 

· Review meetings are agreed. 

After six months although Tom’s attendance, participation and attainment at school is noticeably improved, Tom is now willing to accept additional input at school so the need to pay for supplementary tuition is passed. However his mental health, particularly self confidence and emotional resilience continue to cause concern. It is agreed to extend the individual counselling sessions and NSPCC asked to provide as above. 

It is becoming increasingly evident that Tom’s mother is seriously depressed. When she managed to attend the NSPCC parents support group she could not function effectively or appropriately and the facilitator has managed to refer her to the Adult mental health service where she is now receiving intensive support and treatment. It is apparent that Tom is sometimes at risk when she is very withdrawn and spending hours in bed and that he is becoming a carer for his mother although when this is suggested at the review meeting neither are ready to acknowledge it. 

Through conversation with Tom at school Rahima learns about his extended family and the very serious affects of his mother’s refusal to see any of them. It is apparent that the extended family on both sides are concerned about both Tom and his mother and would like to help. This includes Tom’s paternal grandparents and the uncle who takes him to football who his mother has tried to cut off entirely and maternal grandparents who have thus far stood by not knowing how to respond to their daughter’s situation.  Rahima supports Tom to talk about this at the multi agency review meeting and it is agreed that family group conferencing would be very useful to help to persuade Tom’s mother to work with the family on both sides in Tom’s interest. Barnadoes provide family group conferencing in the area at a cost of £1500 a session. They have capacity. This commitment exceeds the total funding available for Tom so the BHLP has to ask for permission from the Budget holding manager. This is not Rahima’s own line manager but there is an online application process so that Rahima does not have to find time for an offsite meeting which would conflict with her school commitments. The BH manager’s budget is able to allocate funds to Tom’s FGC and the BHLP is authorised to specify and approve an invoice.  The FGC goes well and results in agreement of regular weekend visits for Tom to his paternal grandparents, who also agree to give him £5 a week pocket money, accompanied visits to his father in prison and arrangements for Tom to go to watch games at his local football club with his maternal grandfather who has thus far been unable to intervene because of his daughter’s illness. 

Tom seems to be really happy only when he is playing football and he is proving to be very skilled. An opportunity arises to participate in a football coaching residential during the summer holidays. Tom’s uncle asks Rahima if the authority can pay the fees and travel expenses. As Tom’s uncle is driving there already travel expenses are denied but the BHLP agrees to pay Tom’s fees and hotel costs. Tom is growing in confidence and now able to bye pass his mother and is encouraged to ask his maternal grandparents to buy him the required ‘t shirt’ as a birthday present. The BHLP helps Tom complete the application form. Noting that the providing organisation is fully accredited (and therefore likely to be safe for Tom and other children) she checks the alternative payment methods and considers what would be least stigmatising for Tom. She raises and then posts a council check with a copy of the application form, keeping copies and sending them to the finance office. 

During the above year Rahima, acting as the BHLP has used all her allocated budget for Tom, successfully requested additional funds, has used direct payments, invoices for approved services and a council cheque to a new supplier. She has also used the TAC to arrange additional mainstream services for Tom. Her central record of the budget and expenditure is attached to the CAF and Tom’s multi agency plan, individual transactions are centrally recorded by a designated finance officer and the whole budget has been spent in accordance with locally agreed procedures and processes to secure appropriate delegation and effective use of public resources. Finance information is coded in ways that enable the financial audit and contribute to evaluation of activity and outcomes. 

Rahima was trained in BHLP processes at the same time as her LP/CAF training. She works in one of the pilot areas of her authority in an extended school. Her manager within the school understands and supports the BHLP process as does her professional supervisor in the community nursing service. They both support her through regular supervisory 1:1 meetings to be BHLP for Tom and one other young person and to keep up to date with emerging practice and procedure. Rahima has also established a relationship with the budget holding manager within the CSA  - initially through attendance at training sessions but then through a couple of catch up phone calls when the BH CAF was first received in the CSA so that her negotiations for additional money for Tom’s family group counselling were painless.

At 15 Tom is a reasonably confident young man likely to get some good GCSEs and a reliable defender in his local football league. When his mother had to spend time as an inpatient in hospital after a recent suicide attempt he was able to ring his paternal grandparents and arrange to stay there with them, close to the hospital to visit his mother, round the corner from his new girlfriend and near to school for his studies. Tom has a bicycle which helps with travel to football and is no longer in receipt of BHLP services even for travel costs. Rahima still keeps in touch with him at school and briefs successive pastoral year heads and his tutor about the general situation. There are occasional concerns but Tom’s counselling taught him how to meet his own emotional needs through effective relationships with his extended family, friends at school and at the football club and a mentor provided through the school is now sufficient.  For a while he attended the carers support group in town but prefers now to spend his time with friends. All being well he should be able to identify for himself if he needs any further support to cope with his mother’s situation and will know how to access further counselling if and when he needs it. 
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Figure 3: The BHLP working process

Child with additional needs in receipt of two or more services identified, consent to work with a BHLP gained and BHLP identified

BHLP completes CAF assessment and outcome focused support plan with child, parents and relevant professionals

Adjust or confirm  membership of Team Around the Child

Access BHLP budget, if required. Access existing and purchase new goods and services

Review outcomes and, if required,  plan further support



Child and family -engagement throughout, coproducers of outcomes

Lead professional – one stop coordinator

Team around the child – proactive, work with child and family and LP, responsible for own services
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Table 4: Primary school: partial example of the home – school implied coproduction contract

		School		Pupil		Parents

		Provide a full day of stimulating education		Be alert and engaged throughout the day		Ensure your child has a good night’s sleep

		Enable children to become functionally literate		Be able to communicate verbally and in English		Talk and read to your child in English

		Provide affordable lunch time meals		Not be distracted from learning because of hunger		Ensure your child  has a good breakfast

		Maintain and orderly and collaborative working environment		Be aware of own behaviour and its impact on others; have and use collaborative skills		Set boundaries for behaviour and encourage collaboration

		Require pupils to wear school uniform		Wear clean and presentable uniform		Buy uniform and clean it regularly
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Figure 5: Personalisation and prevention
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Personalised services

Personal budgets
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Personal budget holders using ISFs to purchase services from personalised service providers

Figure 7: Contracting for personalised outcomes
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Individualised purchasing

Building and utilising individual capacity and social capital
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Figure 4: Personalisation in the round
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Figure 1: The coproduction of outcomes
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Source: ‘Co-production in Children’s Services’, Clive Miller and Sue Stirling, OPM, 2004














