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Our Mission

The Wales Centre for Public Policy helps to improve policy making and public services by supporting
ministers and public service leaders to access and apply rigorous independent evidence about what
works. It works in partnership with leading researchers and policy experts to synthesise and mobilise
existing evidence and identify gaps where there is a need to generate new knowledge.

The Centre is independent of government but works closely with policy makers and practitioners to
develop fresh thinking about how to address strategic challenges in health and social care, education,
housing, the economy and other devolved responsibilities. It:

e Supports Welsh Government Ministers to identify, access and use authoritative evidence and
independent expertise that can help inform and improve policy;

o Works with public services to access, generate, evaluate and apply evidence about what
works in addressing key economic and societal challenges; and

e Draws on its work with Ministers and public services, to advance understanding of how
evidence can inform and improve policy making and public services and contribute to theories
of policy making and implementation.

Through secondments, PhD placements and its Research Apprenticeship programme, the Centre also
helps to build capacity among researchers to engage in policy relevant research which has impact.

For further information please visit our website at www.wcpp.org.uk
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Summary

e This report brings together evidence
about a range of models of domiciliary
care from the UK and internationally.

e |t focuses on microenterprises,
franchises, local authority trading
companies and alternative approaches
to commissioning in the UK,
Netherlands, Sweden and Quebec.

e | ongstanding challenges facing
domiciliary care in Wales - funding and
market fragility, commissioning and
workforce stability - are found in other
countries. All models of care have to
tackle these and experts emphasised
that increasing the role of public and
voluntary providers will not of itself
resolve them.

e Evidence from Somerset shows that
micro-enterprises supported by
Community Catalysts offer an effective
means of provision for self-funders and
those with direct payments in rural
areas, which is aligned with the Welsh
Government’s ambitions for the
foundational economy.

e Franchise arrangements can enable
smaller providers to enter the market by
providing practical and financial support
and access to training. But most
franchisees are small providers and
implementing this model at scale is
challenging.

Local Authority Trading Companies aim
to improve efficiency whilst retaining
public sector control over services.
However, their success depends on
effective management and local
context, and some have run into
financial difficulties.

Personalised and outcomes-based
commissioning enable more flexible
and innovative care, and the success of
innovative models in the UK often relies
on direct payments.

The Buurtzorg model developed in the
Netherlands provides high quality care
without increasing costs. Examples of
domiciliary care inspired by this
approach in the UK offer a way to
improve the quality of care but require
extra investment.

The Norrtaeljje model in Sweden
integrates purchaser and provider in
ways that enable prevention and more
joined-up health and social care. It
covers a wide range of services but has
homecare at the centre.

Care co-operatives in Quebec have
benefitted from a highly supportive legal
and policy environment alongside
established networks of financial and
practical support. Without this level of
support, co-operatives in the UK may
struggle to provide care at scale.



Intfroduction

Welsh Government ministers asked the Wales Centre for Public Policy to consider alternative
models for domiciliary care in Wales, drawing on models and evidence from international
examples as well as England and Scotland.

Domiciliary care providers and markets are facing a range of challenges as a result of
changing population demographics and funding pressures, which produce market fragility
and workforce shortages. Alternative models of domiciliary care are being explored in Wales
and elsewhere as possible responses to these challenges. The Coronavirus pandemic has
placed additional pressure on social care, amplifying these existing challenges and leading to
new ones including the additional costs of personal protective equipment (PPE) and other
measures to prevent transmission of the virus. On the plus side, it has opened up the
possibility of accelerating the introduction of new ways of working, presenting an opportunity
for disruptive change.

The first section of this report brings together findings from a series of interviews that we
conducted with policymakers, managers, and researchers with expert knowledge of
domiciliary care in Wales, as well as some key themes identified from UK and international
models of domiciliary care. It outlines what is known about the current state of domiciliary
care provision in Wales and the key issues that need to be addressed. The second section
examines approaches elsewhere that may offer valuable insights for Wales, bringing together
existing evidence and new evidence that we have gathered through conversations with
experts in England, Scotland, the Netherlands, Sweden and Quebec.

Domiciliary care in Wales

Domiciliary care is the term used to describe social care provided in people’s homes to help
with daily tasks, managing medications, help to mobilise, personal care such as help with
washing, and some clinical care such as catheter management and PEG feeding. It may also
include reablement services which aim to maximise a person’s independence, for example
following a hospital stay. Domiciliary care is central to realising the ambitions set out in A
Healthier Wales for a focus on preventative, person-centred, community-based care with
greater joined-up working between health and social care (Welsh Government, 2018a).

Local authorities are responsible for assessing a person’s needs and arranging care and use
national eligibility criteria to assess entitlement to care. The amount a person pays towards
their care is determined by a means test. In Wales, regardless of a person’s savings or
income, there is a maximum weekly charge. The majority of domiciliary care in Wales is
provided by the private sector, with some more specialist and complex care delivered by local
authorities and a small proportion provided by the not for profit sector, though this varies
between local authorities.
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Analysis by Wales Fiscal Analysis (2020) found that local authority spending on care for older
adults in Wales for 2018-19 was £837.2 million and that planning for future needs should take
into account projected growth in numbers of older people with complex care needs and
evidence that people are increasingly choosing care at home. Many people rely on family and
friends for some or all of the care which they need in the home. There are an estimated
370,230 unpaid carers in Wales contributing care worth £8.1 billion per year. This is the
highest figure among all UK countries and is expected to rise to over half a million by 2037.

The Social Services and Well-being (Wales) Act 2014 requires local authorities to promote
social enterprises, co-operatives, user-led services, and the third sector. Some of these
organisations have developed in Wales, but there are few instances where social value
domiciliary care providers are operating at scale. Care and health services are examples of
the Foundational Economy, and as such part of the Welsh Government’s ambitions to shift
toward a focus on place and resilient communities including jobs closer to home and moving
away from reliance on large multinational companies. The Welsh Government is committed to
‘rebalancing’ the domiciliary care market (Standing up for Wales: Welsh Labour Manifesto
2019). Interpretations of ‘rebalancing’ range from encouraging more third sector and co-
operative provision to bringing all care back ‘in-house’, but many of the experts who we
spoke with expressed concerns about the latter.

Rebalancing may provide an opportunity for more strategic and joint commissioning.
However, experts who we spoke with believed there were significant risks and were
concerned that rebalancing could exacerbate market fragility, for example if private sector
providers choose to exit the market, reduce choice for service users and decrease capacity to
respond to fluctuations in demand, the importance of which has been highlighted during the
Coronavirus pandemic. Moreover, they believed that rebalancing will not necessarily improve
pay and conditions for care workers unless funding is increased.

There was agreement among the experts that the current market is unsustainable. However,
they believed that there is no correlation between ownership and the quality of care or social
value that an organisation provides. There are good (and bad) providers in all sectors. The
important thing that governments can do is to create the conditions which encourage a
culture and leadership which is centred on the provision of high-quality care and improved
working conditions; and that social value is generated by providers from the private, public
and voluntary sectors through investment in staff and co-production with clients and
communities.
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Challenges and priorities for alternative
models

For these reasons, any attempt to rebalance the domiciliary care market must be considered
in the context of wider challenges facing the sector and should focus on increasing funding
and reducing market fragility, improving commissioning, and improving pay and conditions for
the workforce.

Funding and market fragility

There has long been recognition that addressing the funding of social care is a priority
(Boyce, 2017). The Coronavirus pandemic has further highlighted the funding pressures in
social care, and the Welsh Government has made extra funding available for the sector to
help with the increased costs of responding, including PPE and staffing costs.

Much of domiciliary care is commissioned via a tendering process and on a ‘time and task’
basis, meaning that providers are paid an hourly rate for undertaking specific tasks. In Wales,
the average hourly price paid for domiciliary care was £16.78 in 2018 ranging from £14.68 in
Merthyr Tydfil to £20.08 in Carmarthenshire. UKHCA’s recommended minimum price for
homecare in 2018 was £18.01 per hour (UKHCA, 2018). Squeezed budgets and increasing
demand mean local authorities have faced pressure to keep costs low. This has, in turn,
placed financial pressure on providers, who are facing increased costs - for example, the
increases to the living wage. Any move towards increased ‘in-house’ provision is likely to
increase costs, reflecting more favourable terms and conditions for workers and the
additional management resources that would be required.

A review of domiciliary care in Wales concluded that the market is fragile and lacks capacity
(Care and Social Services Inspectorate Wales, 2016). Providers exiting the market remains a
concern. In January 2020, the Mears Group, a large independent provider announced its exit
from the UK domiciliary care market citing plans to focus on higher-return markets in
supported housing and housing for asylum seekers (Home Care Insight, 2020a). Wales is
less dependent than England on very large providers and this may mean it is more resilient.
However, smaller organisations and not-for-profits also face challenges including struggling
to compete financially whilst meeting their quality standards and providing fair wages for staff.
Smaller providers may have fewer resources to invest in innovation such as technology and
may lack the skills and resources to compete with larger providers in tendering exercises.

Commissioning

The review also found wide variations in approaches to commissioning across Wales (Care
and Social Services Inspectorate Wales, 2016). The continued use of ‘time and task’
commissioning has been described by some as leading to the commodification of care,
driving down costs and removing flexibility to meet people’s needs and provide person-
centred and relationship-based care (Kings Fund, 2018). The established 'time and task’
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approach to commissioning can result in rushed visits and a lack of flexibility to respond to a
person’s needs (Care and Social Services Inspectorate Wales, 2016). The experts who we
interviewed also believed that it encourages over-prescribing because providers lack
incentives to promote independence and are unable to adjust care packages as clients’
needs change over time. Commissioning was often described as a barrier for developing
alternative models of care.

The role of commissioners in shaping domiciliary care is key and extends beyond
procurement, through continued relationships, collaboration, and monitoring. There are well
established approaches to commissioning which give individuals greater choice, flexibility,
and control over their care including outcomes-based commissioning and personalisation
through direct payments, personal budgets or individual service funds (where an agreed
amount of money goes directly to a provider). Direct payments are available in Wales (whilst
personal budgets are not), however, uptake has been much lower in Wales than in England
and has increased at a slower pace (Senedd Research, 2015). Integrated personal budgets
also offer an opportunity to bring together a person’s health and social care needs.
Alternative approaches to commissioning have the potential to enable providers to organise
care differently and prioritise autonomy and flexibility, as well as incorporate community
assets and principles of social value.

Commissioning was consistently highlighted by the experts as an essential element in
developing alternative models of domiciliary care. The limitations of traditional approaches to
commissioning are well established in the literature (Kings Fund 2018). Experts described
the challenges of implementing models of care that are able to improve workforce terms and
conditions, provide flexible person centred care and incentivise a focus on independence,
prevention and reablement within current commissioning practices.

They also warned against setting expectations to demonstrate cost savings or impacts in
unrealistic time frames. Improving quality of care and sustainability of the market requires
investment and benefits are likely to be realised in different parts of the system. Cultural
changes in commissioning, including supporting and enabling providers of all types to
innovate and provide care that is flexible and better meets people’s needs, were described
as key, including incentivising care that is preventative and person-centred.

Workforce

Workforce remains a fundamental challenge for domiciliary care in Wales, both in terms of
recruitment and retention of staff. 32% of staff working for commissioned domiciliary care
providers in Wales left during 2018 compared to 15% employed by day and other care
providers (Social Care Wales, 2018). Lack of continuity and unreliable visits are major factors
in poor experience of care (Care and Social Services Inspectorate Wales, 2016). Domiciliary
care is a low wage sector, with many staff paid below the real Living Wage and a high
prevalence of zero-hours contracts.

Responses to a consultation on the domiciliary care workforce in Wales highlighted low
wages, work pressures, unsociable hours and poor terms and conditions as contributing to
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difficulties in recruiting and retaining domiciliary care staff (Welsh Government, 2016). Since
April 2018, providers have been required to give workers a choice of contract arrangement
after three months of employment including an alternative to a zero-hours contract (Welsh
Government, 2018b). Recruiting and retaining adequate staffing to provide domiciliary care
remains a key challenge for capacity and quality in the sector. Much of domiciliary care is
relationship-based and the workforce has an important impact on the way care is
experienced. And, as noted above, many people in Wales depend on unpaid carers who are
themselves subject to poor wellbeing, and high levels of stress and anxiety (Carers Wales,
2019).

The Resolution Foundation (2015) estimates some of the costs of increasing pay for care
workers would be offset by decreased benefits and increased tax revenue and would
improve staff retention and absenteeism, though the savings in benefits payments and
increases in tax receipts would largely accrue to the UK Government rather than the Welsh
Government. Improving working conditions for domiciliary care workers will be a key priority
for developing new models, including providing training, improving pay and conditions, and
offering career development. Ensuring that domiciliary care workers have adequate
employment security, pay and conditions of work is also crucial to the achievement of the
Welsh Government’s fair work agenda and links closely to work on the Foundational
Economy. The Welsh Government has also committed to establishing a Social Care Fair
Work Forum to consider further steps to achieving fair work in the sector.

Domiciliary care is relationship based and investment in workforce is essential to provide fair
pay, better conditions, training, and career development. Freedom and flexibility to enable
staff to provide person-centred care and explore new ways of working is key, for example in
developing new roles. Wellbeing and engagement of staff is a key indicator of user
experience (Sizmur and Raleigh, 2018).

Reimagining homecare

Many of the experts described a need to reimagine domiciliary care as part of wider
community services to better meet people’s needs and that looking at what is traditionally
described as domiciliary care in isolation does not reflect the approach to care that we should
aspire to. They emphasised the need for a clear vision. Some talked about the need for a
clearer strategy and policy from national governments, others said it is important to be clear
about the purpose of implementing changes locally. They agreed that it was important to
examine what people’s needs are and how the system as a whole can best meet those
needs.

Experts often cited need for more joined up health and social care where social care is an
equal partner, a need to redesign roles and workforce terms and conditions, need to
incorporate new technologies, changes to commissioning and a need for greater focus on
prevention, maximising independence and community assets.
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The unique circumstances of the Coronavirus pandemic were described as having led to the
rapid introduction of new ways of working which should be harnessed as an opportunity to
develop new approaches. Experts interviewed described how a culture of trust and shared
responsibility had emerged between providers and commissioners in responding to the
pandemic, and rapid responses to changing circumstances were enabled by greater
flexibility, autonomy and permission as well as reduced bureaucracy.

Many of the examples described throughout this report incorporate community assets and
resources, including asset or strengths-based assessment of needs. Cultural changes will be
necessary to implement this approach in Wales, as well as a need for assessors to have a
good knowledge of local community assets.

There was agreement amongst the experts that the lens for improving care for people in their
homes needed to be widened to incorporate informal carers, community assets, the NHS,
and a wider focus on wellbeing and prevention. Some argued that all aspects of domiciliary
care should reflect this, others felt that this was more applicable to intermediate care and
reablement and that longer-term social care needs could be delivered effectively without
wider support. This approach should also be developed in conjunction with carers’
assessments to avoid negative impacts and additional burden on informal carers.

No one universal model

Many of the experts emphasised that there is no one best model for domiciliary care. Some
argued for a mixed economy of providers, others described different types of care and local
contexts requiring different approaches. Some experts described the need to differentiate
between types of care - for example long term social care needs compared with intermediate
and reablement services, which may benefit from different approaches. Others felt the
principles of integrated models with greater focus on community assets and person-centred
care should be central to all types of care provision.

UK Practice

Many of the same challenges facing domiciliary care in Wales are also being experienced in
England and Scotland. These include a fragile domiciliary care market and workforce
challenges. However, there are some important differences (Nuffield Trust, 2020) in the
make up of domiciliary care markets across the UK which it is important to take into account
when assessing whether practice elsewhere might be adopted in Wales.

England has a higher number of privately owned providers and a higher proportion of self-
funders. There is high turnover in providers and cross-subsidisation of self funded and local
authority funded provision. The Care Quality Commission has a market oversight function to
monitor financial performance of large providers and raise concerns about potential failures
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to local authorities. Scotland faces similar challenges with the instability of the market. The
voluntary sector provides the majority of domiciliary care services and employs most of the
domiciliary care workforce. There are fewer self-funders in Scotland and Wales than in
England.

We spoke to a wide range of experts with in-depth knowledge of provision in England and
Scotland - including researchers, local government organisations, and Directors of Adult
Social Care - and we asked them in particular about insights that Wales might draw from
experience of social enterprises and franchises, local authority trading companies, and other
innovative approaches to domiciliary care.

Microenterprises

As noted above, the Social Services and Wellbeing (Wales) Act 2014 places a duty on local
authorities in Wales to promote social enterprises, co-operatives, user-led services and the
third sector. Micro-enterprises are very small services that may be made up of just one or
two people providing care services or employ up to five full-time staff. They may be set up as
social enterprises or charities and others are set up as limited companies.

The potential benefits of social enterprises are described as innovation, choice, greater staff
ownership and lower turnover, improved partnership working and reinvestment of profit.
However, challenges include the potential lack of management capacity to run a business as
well as delivering care, lack of organisational support and leadership, complexities of
competing in a cost driven market and demonstrating benefits (Millar et al, 2012).

An ESRC funded evaluation of micro-enterprises in social care in England (Needham et al,
2015) found that operating at a smaller scale enabled more personalised care, particularly for
home care, and was enabled by autonomy and continuity of frontline staff, allowing flexibility
in how care is delivered, as well as the accessibility of managers to staff and people using
services. People using micro-enterprises were more likely to report that their provider helped
them do the things they value and enjoy. The evaluation found larger providers, however,
were able to offer economies of scale to offer wider choices of day activities. Overall, the
evaluation concludes that micro-enterprises offer more personalised and valued care without
a trade-off between price and quality. Key enablers include flexible payment options such as
direct payments, commissioning that enables micro-enterprises to join preferred provider
lists, ensuring social workers are aware of available micro-enterprises, proportional
regulation, and dedicated start-up support.

Many of the experts referred to Somerset as an innovative local authority with a strong focus
on prevention and community assets which could be particularly relevant to rural areas with
large older populations.
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Somerset’s work to improve the local care market included developing better relationships
with local providers and establishing micro-enterprises, initially with the help of Community
Catalysts who provided start-up support with business skills. The 575 micro-providers in the
area support almost half of those who receive care and support in the community. In
Somerset, the development of microenterprises is part of a strengths-based approach,
focused on maintaining and regaining independence, community assets, outcomes, and
reducing admissions to residential care for older people. The development of
microenterprises was initiated as part of work towards greater personalisation and choice in
social care. The majority (approximately 90%) of social care providers are locally based, with
only one large national provider.

A Contact Centre aims to find community-based solutions and where possible avoid referral
for a formal social work assessment. Community Connectors act as local or village-based
agents with knowledge of local community assets and support. They initiate community-
based meeting points and community cafes and also regularly sit in on hospital discharge
meetings. The approach in Somerset aims to avoid reliance on formal services wherever
possible, first connecting people to community assets and informal services.

The approach is to offer personal budgets or direct payments first. Many of the people who
use micro-enterprises are self-funders or those with direct payments. As they are not
regulated, the local authority cannot commission from them directly and so it is done through
direct payments or personal budgets. For those who do not wish to use a personal budget or
direct payment, Somerset has an open approach to commissioning formal domiciliary care
services (rather than few preferred providers or block contracts) to enable a variety of
providers to operate in the market and prevent reliance on a limited number of large
providers. Intermediate and reablement services are delivered through an integrated model
where health and social care work together and providers have been trained by health
colleagues to reduce reliance on specialists. Somerset are exploring innovative ways of
commissioning in partnership with providers with ambitions to provide better working
conditions (for example permanent contracts) and aligned incentive for reablement and
promoting independence.

Somerset County Council has transitioned from an £8 million overspend on adult social care
in 2015/16 to a £1.5 million underspend in 2017. It reports it has reduced its delayed
discharges from hospital by 75% between 2016 and 2018. During this time outcomes for
older people have improved as well as performance in reducing delays from hospital (Bolton,
2019). After its first year of service, 60% of contacts are resolved by the Contact Centre.
Somerset reports that the development of micro-enterprises has been a positive
development, particularly in terms of capacity in rural areas which are less attractive to larger
care providers as a result of additional costs associated with providing care in rural areas. It
has also been a positive contribution to the economy in Somerset, providing jobs for local
people. This illustrates the potential for supporting development of microenterprises to

Alternative models of domiciliary care 12



support ambitions of the foundational economy in Wales. The development of micro-
enterprises has led to some challenge from more traditional care providers who have
expressed concern about the lack of registration requirements and the monitoring of micro-
enterprises and whilst improved, capacity issues in the provision of care remain.

Community Catalysts work in local areas across the UK including in Pembrokeshire,
Swansea and Powys and the Foundational Economy Challenge Fund has awarded money
to initiatives in Flintshire and Swansea to develop micro-enterprises. Micro-enterprises may
be particularly relevant for rural settings, where the market is less attractive for larger
providers due to the additional expense of providing care in those areas, as well as their
potential for contribution to the local economy. Whilst there is strong evidence for the benefits
of micro-enterprises, there has not been a formal evaluation of the approach in Somerset.

Franchises

As part of a national review of domiciliary care in Wales in 2016, Care and Social Services
Inspectorate Wales recommended development of a Welsh-branded domiciliary care franchise
either by setting up a social interest enterprise or partnering with an existing independent or
third sector provider, to support small and new domiciliary care businesses in Wales (CSSIW,
2016). Under a franchise model, small and new domiciliary care agencies use the branding of
an established franchiser. The agency benefits from the franchiser’s support and operating
under a known and trusted brand and in return, the franchiser receives a percentage of the
agency’s revenue. The infrastructure of franchises may also provide opportunities for access
to better training for care workers, for example where the franchiser provides training.

There are a wide range of potential organisational formats including commercial, subsidised or
non-profit social franchises. Social franchises operate in a similar way to commercial
franchises, using an existing structure and brand name to support replicating or scaling of
proven models through contractual partnerships. In social franchises profits are reinvested.

Care and Share Associates (CASA) is a social franchise that was established in 2004 based
on Sunderland’s Home Care Associates model. One of the challenges of establishing social
franchises is availability of funds for investment. CASA received European funding when it was
initially established and since moved to a self-financed model, receiving a 4.2% royalty fee
when a new franchise company breaks even (Zidikowska, 2018). CASA provides a range of
back-office support to franchisees, including support with business aspects such as registering
with regulatory bodies, developing business plans, HR processes, help with accessing
approved provider lists, start-up funding and training for staff. In 2018, CASA had 850
employees providing 18,000 hours of care per week. CASA ran as a social franchise model
until 2014 when it became an employee-owned social enterprise and became Be Caring in
2019. Be Caring is the UK’s largest employee-owned social care provider.
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Caremark is a national franchise operating in the UK. The franchise provides specialist training
to franchisee staff such as a Virtual Dementia Tour, to help staff to better understand the
experience of living with dementia. They have also rolled out the PatchCare system whereby
Assistants are responsible for an area of no more than 10 clients and can operate responsively
to client needs. This approach has given workers greater security with fixed-term contracts and
regular hours. However, they have shifted toward a greater proportion of private (or self-funded)
work in recent years as smaller franchisees seek the greater financial security provided by the
self-funded market (Home Care Insight, 2020Db).

Both of these examples demonstrate challenges faced by franchise models. Franchises are
dependent on relationships between franchiser and franchisee and important contextual factors
such as shared values are important in implementation (Zidikowska, 2018). Franchise
arrangements may facilitate entry to the market for smaller providers by providing practical and
financial support, as well as improving access to training and knowledge to develop quality of
care. However, franchisees are often small providers who can face financial challenges as well
as challenges of replicating a model in a different setting (UKHCA, 2020). There is little
evidence or formal evaluation available on the impact of franchise models.

There are some similarities in the approaches of microenterprise development and franchises
described above. Community Catalysts provided back-office support around contracting,
regulation and training for the development of microenterprises in a similar way a franchiser
would without some of the formal organisational arrangements of franchises.

The national review of domiciliary care in Wales CSSIW (2016) surveyed domiciliary care
providers in Wales and found that 7% of responding providers were already run on a franchise
model. These providers said that working with franchisers enabled them to set up a new agency
more safely and with greater support but that franchisers tended to lack awareness of the
regulatory context of Wales. Experts we spoke to described several examples of innovative
franchises operating in Wales including:

e Home Instead is a large-scale franchise company operating internationally with over
215 franchises in the UK (including in Wales). The company has implemented
technology-based innovations such as a sensor technology service that gives carers
insight into clients’ activity levels and flags potential health issues (Home Care Insight,
2020c).

¢ Bluebird Care was established as a small family business and has achieved significant
growth through a franchising model. Bluebird Care is now one of the largest private
providers of domiciliary care in the UK with over 200 franchisees, including several in
South Wales (Franchise Direct, 2020).
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e Solva Care in Pembrokeshire is a small scale social franchise based on a community
assets approach. Domiciliary care provision is supported by over 30 trained volunteers
who deliver practical support and organise social events (Solva Care, Undated).

Local Authority Trading Companies

Welsh Government has made a commitment to ‘rebalance’ the domiciliary care market
(Standing up for Wales: Welsh Labour Manifesto 2019), moving away from care being
provided in the interests of profit for large private providers and moving to more services
being provided in-house or for social value. Local Authority Trading Companies (LATCs)
allow a local authority to trade services for profit or to provide statutory services on a not-for-
profit basis alongside privately funded work. Any profits made by a LATC can be reinvested
into the local authority, providing an additional source of income.

LATCs may be pursued as a means to make cost savings or to give local authorities greater
control over quality of care, as well as enable their role to step in as a provider of last resort.
Setting up a LATC can be viewed as a means to introduce greater strategic and commercial
thinking into the governance of provision, for example, through the creation of a
commercially-minded board. LATCs have been presented as reducing some of the risks
associated with outsourcing, such as long term and inflexible contracts, a focus on short-term
profitability, and high staff turnover (Grant Thompson, 2018). The LATC model potentially
enables local authorities to retain greater strategic control over services in their role as
shareholders but decisions may be made more quickly through broad approval when
compared to seeking cabinet approval. In addition, LATCs can generate an additional source
of revenue from privately funded work (although this may affect the application of the Teckal
exemption).

Essex Cares was the first adult social care LATC in England, launched in 2009 and provided
home care, day centres, and reablement services. After launching the LATC reported a
range of positive outcomes including the improved motivation and morale of staff, more
adaptable and responsive services, and savings of around 10% of the contract value (Walsh,
2009). The model was initially financially successful recording a £3.5 million profit in 2010-11.
However, profits dropped the next financial year to £1.5 million and the organisation was
later restructured (Grant Thornton, 2018).

Chelsea Care was established in 2008 and went into liquidation in May 2011. A report from
the council’s Scrutiny Committee details fundamental problems with the LATC’s business
case (Royal Borough of Kensington and Chelsea, 2011). Profit forecasts were heavily reliant
on the growth of a high-paying private client base. In practice, the rate of private clients
signing up for services was much lower than expected and they were unable to charge high
rates due to market competition.

These examples illustrate some of the challenges the LATC model raises including
encountered financial difficulties. Transfers of staff are likely to be subject to the Transfer of
Undertakings (Protection of Employment) Regulations 2006 which preserve the terms and
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conditions of existing staff although do not apply to new starters. Moving provision from in-
house services to an LATC could create tension between the local authority and staff and
could be viewed as an opportunity for cost reductions by providing less generous terms and
conditions for staff (Unison, 2013).

Like other companies, LATCs are subject to VAT, corporation tax and are subject to state aid
rules. Some LATCs, however, may be covered by the ‘Teckal exemption’, which exempts
public sector bodies from the requirement to put in place a competitive tendering process for
contracts above a certain value. This exemption applies if the contract is awarded to a
subsidiary body which only provides services to the local authority or authorities that control it
(ibid). Understanding whether the Teckal exemption will apply is an important consideration
for local authorities establishing trading companies and a failure to understand the
regulations and their implications could undermine the business plan (Unison, 2013). LATCs
are governed by company law and must be run according to the best interests of
shareholders. Shareholders could include the local authority and a councillor could be
appointed as company director, however, they must act in the best interests of the LATC
which may give rise to a potential conflict of interest (Sandford, 2018).

In some cases, LATCs have been set up with the intention of later moving to a social
enterprise, mutual or co-operative model of delivery (Walsh, 2009). If a trading company is
transferred to another model, the company may no longer be covered by the Teckal
exemption, requiring the award of large contracts through a competitive tendering process.
This could mean that a new co-operative body or social enterprise cannot be
straightforwardly awarded a contract for services previously provided by the LATC (Unison,
2013).

However, LATCs continue to provide domiciliary care in a number of local authorities.
Optails is an LATC owned by Wokingham and Windsor and Maidenhead employing 700
staff and providing home care.

Tricuro Care and Support is a joint LATC which was established in 2015 and is owned by
Dorset Council and Bournemouth, Christchurch and Poole council. It is governed by an
Executive Shareholder Group made up of elected councillors. It has a turnover of £40m
(E160k profit in 18/19), employs 1400 staff and provides support to 6000 clients each year.
Its annual report for 2018/19 reports 98% of clients are happy with the services, all of its
services are rated ‘good’ by the Care Quality Commission and the organisation was awarded
‘Care Provider of the Year'. The large majority of its income comes from the local councils
(just 4% from fees and charges). Additional income from selling services to self-funders, the
NHS and other local organisations has created £1.4m additional income that has enabled
Tricuro to invest in technology and innovation, which they call ‘profit for purpose’ enabling
reinvestment that positively impacts services for local communities and enables the company
to extend its reach to those who may not meet local authority eligibility criteria with the aim of
maximising independence and wellbeing (Tricuro, 2019). However, a report by Unison (2017)
for Dorset Council outlined a number of challenges facing Tricuro including criticism about
cuts to terms and conditions for staff.
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The success of LATCs in meeting their aims is likely dependent on a wide range of factors
including how they are set up and managed by local authorities. Conducting an appraisal of
the appropriate delivery model and the development of a business case alongside a robust
consultation is key to ensuring that an LATC is viable and meets the objectives of the local
authority. The knock-on effects on other services provided by the local authority should also
be considered carefully. Developing a profitable LATC is also likely to be a long-term project
with profits unlikely in the first three years and growth taken in incremental phases (Grant
Thornton, 2018).

Although there are a number of long-standing LATCs providing home care in the UK, there
are also examples of LATCs being restructured or going into liquidation. Setting up a LATC
requires careful consideration and risk management on the part of local authorities and the
evidence for the benefits of LATC is limited. LATCs that have been established in England
have largely aimed to deliver cost savings, income generation and respond to the
personalisation agenda rather than to facilitate social value. LATCs in England have not
always contributed to market stability, with some having required restructuring to survive or
gone into liquidation. Experts we spoke to described LATCs as a ‘cosmetic exercise’ and felt
that the aims of some local authorities when setting up a LATC could be achieved through
cultural or leadership change in terms of relationships with external providers and in-house
provision.

Commissioning

The limitations of traditional approaches to commissioning and the challenges it presents to
developing innovative models of domiciliary care are well-established (Kings Fund, 2018).
Rhetoric and policy ambitions for moving toward outcomes-based commissioning has been
present for some time but much of domiciliary care continues to be commissioned on a time
and task basis. Outcomes-based commissioning can consist of large-scale changes to the
way care is commissioned across a locality or the inclusion of financial incentives based on
outcomes in contracts. Outcomes can refer to individuals for example improved mobility for a
service user or be interpreted more broadly to include wider community assets and social
value outcomes for communities (Harlock, 2014). Whilst evidence about the impact of
outcomes-based approaches is limited, they have the potential to enable providers to meet
care needs more flexibly and improve working conditions for staff (Bolton and Mellors, 2016).
Key barriers may include lack of trust between providers and commissioners. Many of the
experts we spoke to described greater trust and flexibility for providers as a key enabler of
innovative approaches to domiciliary care.

Many of the innovative models we have described were enabled by the flexibility of direct
payments and personal budgets (including development of micro-enterprises in Somerset
and Wellbeing Teams). Personal budgets are managed by local authorities and direct
payments are where budgets are transferred to individuals. User experience is generally
positive, enabling greater independence, choice and control over their care (Hatton and
Waters 2013). They work particularly well for working age people with disabilities but some
groups may require support for managing their budgets and they may work less well in areas
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with less choice. They also provide a mechanism by which providers have to tailor their
services to individuals needs and a key enabler is support, information and advice to enable
individuals to take control and make informed choices (IPC 2016). Potential challenges of
individual budgets include lack of economies of scale, and potential impacts on the market
(Glendinning et al, 2008). Direct payments and personal budgets are well established in the
UK. Direct payments are available in Wales (personal budgets are not) although take up is
lower in Wales (Senedd Research, 2015).

There are a number of ways in which local authorities enable and support increased
personalised commissioning which are important to support its uptake. Calderdale
conducted an engagement exercise to develop home care services which involved talking to
people about their experiences of using home care services to understand what is needed in
the market. The findings showed that priorities for individuals were quality issues such as
continuity of workers not who the provider was. The exercise led to development of Individual
Service Funds to enable personalised contracting and flexible support for those who do not
want the responsibility of direct payments and take up was high (IPC 2016). Salvere is a
social enterprise in Lancashire that has been commissioned by the local authority as a
brokerage service providing information to people about services available, as well as
information and advice about direct payments to support people to manage their own support
flexibly (IPC 2016).

Individual Service Funds were described by experts as enabling providers to deliver care
more flexibly. A budget is agreed for an individual’s care and paid directly to a provider which
can be chosen by the individual, and underpinned by a flexible, outcome focused contract
with the local authority (IPC 2016). Organisations are accountable to the person receiving
care, who has oversight of how their Individual Service Fund is being spent. The experts we
spoke to discussed the potential of individual service funds to enable flexibility in how care is
delivered and incentivising a focus on promoting independence and reablement.

Devon started a pilot of Individual Service Funds in May 2018 based on an outcomes-based
assessment and support plan developed by the provider with the individual and their ‘circle of
support’. Contracts are then developed between provider, service user and commissioner in
a similar way as for a direct payment. The provider acts as a third party manager of funds
and is accountable for outcomes. An evaluation of the pilot (IPC, 2019) found that for the
majority of individuals the ISF had improved flexibility of provision and quality of life, enabled
providers to plan care and support more flexibly and creatively, enable better integration and
connection to communities, and demonstrated potential for efficiencies. It was too early to
understand financial impact but where ISFs had been in place for over a year, there were
projected underspends.

Many of the experts and innovators described a need for cultural changes in commissioning
to enable a partnership based relationship between commissioners and providers based on
trust; and enabling providers’ flexibility to innovate and meet people’s needs. Many
discussed ways in which responding to the Coronavirus pandemic had accelerated
development of these types of relationships based on necessity and the benefits of doing so,
describing providers as more able to respond quickly to changing circumstances and need.
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In Torbay, a Living Well@Home approach is based on integrated care and support focused
on outcomes and enablement. Homecare providers were involved in the redesign of the
specification and performance indicators. Care Collaborative Meetings bring together a range
of local stakeholders including providers and commissioners encouraging a culture of
partnership.

International practice

Ensuring a stable and diverse domiciliary care market that provides good quality of care, as
well as addresses challenges of market fragility and workforce shortages, are a concern for
many countries. Work from The King’s Fund (2018) explored innovation in approaches to
delivering home care and found that while some alternative models of provision are
developing, there are few examples where these have been effectively scaled up. Some of
the examples highlighted in that work are described below:

e In Finland’s Kotitori model, the city contracts with a private provider which acts as an
integrator co-ordinating personalised care from a range of providers (including public,
private and not-for-profit).

¢ In Germany, information centres and a single point of access website provide advice
about care options and cash payments are available for the person needing care to
pay a family member. Although this is worth half the value of direct provision of care,
uptake is high.

¢ In the Kinzigtal region, a care management company is integrated with health care
and operates a membership model, negotiating with local providers on the behalf of
enrolled residents.

e Denmark has reformed training and education of domiciliary care workers and
reimburses employers who offer paid care leave.

e In Japan, care is outsourced to not-for-profit welfare councils, which have adapted to
become ‘welfare corporations’ funded by membership fees, public subsidies and
service charges. In rural areas, the model was adapted to incorporate mutual help,
paid volunteers and co-operatives.

Here we analyse three examples in greater depth:

e The Netherlands — Buurtzorg
e Sweden — Norrtalje
e Quebec — cooperatives

We provide a brief overview of each approach, its objectives and context, and its potential
relevance to Wales together with a summary of any evidence about their effectiveness.
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The Netherlands - Buurtzorg

The Buurtzorg model originated in the Netherlands and involves small autonomous teams
that are neighbourhood based and provide a range of care in people’s homes. Teams are
made up of nurses and nurse assistants who provide services that would traditionally be
delivered by domiciliary care as well as clinical care, for older people and people with long
term conditions.

The model provides holistic, long-term care at home and aims to reduce bureaucracy to
prioritise time spent on direct care. Key elements include:

e Teams work with individuals and their existing support networks to provide care
focused on continuity, flexibility, and enabling independence.

¢ Anintegrated needs assessment is carried out which incorporates informal support
networks and community assets.

e Teams are self-managed and non-hierarchical, with administrative support provided
by a small back office and developmental support from coaches, keeping
administrative costs very low.

There are many examples of the Buurtzorg model being adapted and implemented in various
contexts in Wales and the rest of the UK, including for domiciliary care, which are discussed
in more detail below.

Objectives/context

The Buurtzorg model in the Netherlands was developed by a nurse in the context of rising
costs and a disillusioned workforce and aimed to empower frontline workers, provide better
continuity and quality of care that was more user centred and integrated with families and
neighbourhood assets (Centre for Public Impact, 2018).

In the Netherlands, there is a universal mandated social care insurance scheme which was
introduced in 1968. It is administered by private insurance companies and paid for via
income-related premium deducted from wages and an employer contribution paid for via
payroll taxes (Kings Fund, 2014). The extent of care provided is determined by a needs
assessment. Individuals are also able to pay out of pocket for additional care. Direct budgets
are available for individuals with social care needs and can be used to pay relatives.

Evidence base

Evaluations of the original Buurtzorg suggest impressive performance related to efficiency
and user satisfaction. Evidence is less clear for adaptations of the model in different settings
including the UK. However, there are examples of domiciliary care models that are inspired
by the Buurtzorg model that have been received well by staff and people using services.
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The original Buurtzorg model performs well in terms of efficiency and a number of outcomes
including fewer home care hours being required, high staff satisfaction and low turnover
(Gray et al, 2015), reduced amount of time requiring care, fewer emergency admissions and
high client satisfaction (Monsen and de Blok, 2013). The nurse led model prevents multiple
visits being required and enables reduced management costs. Overheads are kept low by
minimising bureaucracy and administrative staff; and costs have been shown to be lower for
Buurtzorg (Gray et al, 2015). In 2016, there were 850 Buurtzorg teams across the
Netherlands with 10,000 nursing staff and just 45 central office staff (de Blok, 2016).

At face value the evidence for the Buurtzorg model is very positive in terms of quality of care
and affordability and this is one of the reasons the approach has received so much interest,
for example the RSA recent report on the potential for self-managed teams in social care
(Hannan, 2020). However, questions have been raised about the affordability of the
approach in practice.

Implementation in the UK

There are many examples of Buurtzorg inspired approaches to domiciliary care (as well as
community nursing) being implemented in the UK. They are often referred to as
neighbourhood care or self-managing teams.

Cornerstone, Scotland

Cornerstone is one of 12 ‘Neighbourhood Care’ test sites being developed across Scotland
alongside the Scottish government. Cornerstone has received funding from the Carnegie UK
Trust, National Lottery, and the Scottish Government.

Cornerstone is one of the largest social care organisations in Scotland providing care and
support to adults, young people and children with disabilities and other needs. Inspired by
the Buurtzorg model, the organisation has developed Local Care and Support Teams
(LCAST), with the aim of developing a local structure where care workers have devolved
autonomy and accountability. LCASTs consist of nine elements: business systems,
community decisions, cornerstone charitable foundation, cutting edge technology, strong
partnerships, trust and empowerment, neighbourhood care and support, trust and
empowerment, and inspiring others to change through stories.

Some key elements for implementing the approach included working with Scotland’s Health
and Social Care Partnerships to test alternative and flexible approaches to commissioning
that are not risk-averse and are based on greater trust in the commissioner/provider
relationship (Hannan, 2019). A number of alternative approaches to commissioning are being
trialled in different areas including self-directed support (where an individual has control of
their budget), outcome-based commissioning (where care is no longer commissioned based
on hours of care but on evidence of agreed outcomes), and block funding (where payments
are made to the provider quarterly, subject to reporting on workforce, quality and productivity
indicators).
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It was found that it was important to ensure that staff feel adequately valued and supported in
the transition from traditional roles and hierarchies. As a result, Cornerstone introduced a
mentor role to provide leadership and guidance, inadvertently introducing layers of
management.

An independent evaluation by the University of Strathclyde (2019) found reduced overall
spend on recruitment, reduced mandatory training costs, better staff retention, improved lost
time rate, less reliance on agency staff, and better staff engagement. A report by Health
Improvement Scotland (2019), which was commissioned by the Scottish Government to
support the development of the neighbourhood care pilots, outlines a number of key
learnings. Staff and the people they support valued the principles of the model, particularly
that it enables holistic and person-centred care. Key elements for success included
multidisciplinary team huddles which reduced duplication and enabled flexible and
personalised care for people with complex needs, relationship-based care, and linking
people to community resources. Key challenges included the complexities of transitioning
from traditional roles and teams to self-organising teams, lack of supportive systems, and
workforce sustainability. Wider contextual priorities included collaborative commissioning,
avalilability of community resources, and integration of community health and social care
services at the point of care.

Wellbeing Teams

Wellbeing Teams was founded in 2016 and is a domiciliary care provider that operates in
locations across the UK including Wigan, Oxfordshire and Thurrock. It applies the principles
of Buurtzorg, including self-managed teams and neighbourhood-based care that is focused
on flexibility, community assets, relationship-based care and autonomy. Care is provided by
small, neighbourhood-based teams with a focus on staff who have autonomy and trust to
build relationships with people they support and to provide care flexibly to meet the person’s
preferences. Wellbeing Teams work with a focus on supporting people to regain
independence and connecting people with community assets. It has a strong focus on
improving working conditions for staff who are salaried for shift work, and not paid only on
the basis of contact time. The approach to recruitment focuses on values over experience
and technology is used in innovative ways to support staff and people.

Wellbeing Teams are founded on the principles that traditional domiciliary care services
and/or tasks do not support an aspirational model of care and that they should be
commissioned within a broader service offer. The Wellbeing Teams approach has required
tailoring to each local context including working with local commissioners.

However, this approach requires investment and new approaches to commissioning — it is
not sustainable to deliver this kind of service for the traditional hourly rate cost. One of the
ways local authorities who have adopted Wellbeing Teams have overcome this is to rethink
the scope of domiciliary care, for example having district nurses train care workers to carry
out some simple tasks such as administering an injection or incorporating elements of social
prescribing as part of Wellbeing Teams. In Burnley, Wellbeing Teams and Calico Group are
exploring helping people with personal health budgets.
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Wellbeing Teams has been rated Outstanding by the Care Quality Commission in England
and has won several awards including the Guardian Public Services Award. They report
significantly lower staff churn than traditional domiciliary care providers. Wellbeing Teams
was highlighted to us by several experts as an example of an alternative approach to
domiciliary care that offered high quality, person-centred care. However, there is no formal
evaluation available currently.

Thurrock, England

Thurrock has developed a ‘Local Area Co-ordination’ model for social care where a team of
workers develop knowledge of a neighbourhood (Bolton, 2019). Local area co-ordinators
help connect people to community assets based on a ‘strengths-based’ assessment and
reduce the risk of people becoming dependent on formal domiciliary care services. This has
resulted in lower than predicted numbers of people requiring formal care. Delaying services
has meant that those entering formal services have more complex and therefore more
expensive needs.

The local voluntary sector has formal partnerships with the local authority and has led to
growth in the number of micro-enterprises operating in Thurrock, often through personal
budgets enabling choice and market capacity. There have been three provider failures in
Thurrock and so there is an ambition not to be overly reliant on a single approach. Different
commissioning options alongside the development of micro-enterprises are being developed
in response, including direct payments, individual service funds, and traditional procurement.
There are also two locality based ‘Wellbeing Teams’ who work alongside networks of health
professionals and have ambitions for building further links with the NHS. They recognise that
wider system change is required for changes to care.

Some important learning from Thurrock includes the need for time when implementing new
approaches (they report an eight-year period of change), clarity about purpose and a clear
direction for staff, as well as staff ownership and freedom. Thurrock has achieved one of the
lowest levels of spending on adult social care.

West Suffolk, England

In West Suffolk, NHS and local government colleagues have been working together to
support a pilot of the Buurtzorg model. They have employed a team of four nurses and two
assistant practitioners and transferred the community nursing caseload, as well as set up
referrals from GPs. Referral criteria were flexible but individuals needed to have a health
need. In their review of the approach, The King’s Fund identified the following key learning
(Maybin et al, 2019):

e The model is unlikely to look the same in a local context - focus on aims and what
aspects of the model will support those aims

e Requires infrastructure to support new ways of working such as IT systems, referral
criteria — develop these early on
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e Support development of non-hierarchical culture in the team — new ways of working
require time and support

e Clarify roles and responsibilities — do not assume a shared understanding

e Protect new ways of working from system pressures to demonstrate impact — new
ways of working take time

Relevance to Wales

The original Buurtzorg model was developed by a not-for-profit social enterprise and is
focused on providing person-centred care that is joined up and focuses on promoting
independence and working with community assets. There are some models of care in the
home in Wales that draw on it.

In 2018, the Welsh Government pledged £1.2m towards a pilot of Buurtzorg inspired
Neighbourhood Nursing for community nursing teams in three areas; Aneurin Bevan
University Health Board, Powys Teaching Health Board, Cwm Taf Health Board (Cwm Taf
University Health Board, 2018).

In Monmouthshire, the council has adopted many of the elements of Buurtzorg self-
managing teams to its domiciliary care services (RSA, 2019). In 2014, it piloted the Raglan
project which was based on flexibility, autonomy for staff, salaried care workers, and
relationship-based domiciliary care. An in-house evaluation (Richings, 2014) found that the
project was well received by staff and service users and highlighted the right people and the
right culture as key to the success of the project, achieved by giving staff the autonomy and
flexibility to enable more compassionate, relationship-based care and improved engagement
and motivation. The evaluation was less clear about the cost implications, and highlighted
the complexity of measuring outcomes, but concluded the model was likely able to provide
better outcomes for the same cost. In addition, it is unclear the extent to which the Raglan
model would be transferrable to other local authorities in Wales, including those with very
different socio-economic demographics and fewer self-funders.

Summary

The evidence about the original version of Buurtzorg in the Netherlands is promising and has
been highlighted as an example of good practice with the potential to improve quality without
increasing costs. There is less evidence about the effectiveness of Buurtzorg inspired
approaches that exist in the UK, particularly for those that focus solely on domiciliary care.
Overall, evaluations suggest that the approach provides good quality care with positive
feedback from staff and people using services but that it requires investment. Commissioning
and funding are commonly cited as barriers to implementing a Buurtzorg inspired approach
and examples in the UK often rely on direct payments or personal budgets as a means of
commissioning. In some cases it may be unable to compete with traditional local authority
funded care and instead caters to the self-fund market. Experts who we spoke to described
the complexities of demonstrating impact of the preventative approach of these models of
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care and the need for cultural change in commissioning practices, enabling greater trust,
flexibility and autonomy as well as changes to the way impact is measured.

Sweden - Norrtalje

In the Norrtalje model, a public company was created to manage health and care services.
As part of the approach, two organisations were created: the TioHundra Care Company
which is a large integrated care provider and the TioHundra Administration which is a local
commissioning body with integrated responsibility for health and social care (Sjogren and
Ahblom, 2012). The integrated administration collects payments from different sources and
makes payments to providers, has responsibility for health and social care of the population
and is owned and steered by a joint political governing committee made up of
representatives from the county and the municipality. All providers in the area are required to
act within an integrated chain of home care services, health care and rehabilitation (Back and
Calltorp, 2015). A person can choose a private provider and needs defined by their care
manager are still publicly funded but individuals are able to buy extra services at a reduced
price.

The model was implemented across four phases between 2006-2012. The planning and
preparation phase involved public meetings where plans were presented to the public for the
new model and negotiations held with trade unions. In 2006, the ‘macro-structure’ was
established for revenue collection and fund pooling. The committee and administration were
split from the public company, forming roles as purchaser and provider. Employment
contracts were transferred to the new organisation.

Between 2007 and 2009, the structure for micro-integration was implemented. Patients and
clients were defined into three groups; 0-18, 18-64, above 65 with different reporting data
required for each group and new financial systems were developed. Whilst the model covers
the whole population of the region, there are specific programmes for older people aimed at
providing integrated care with a focus on prevention and promoting independence and good
quality of life, as well as improving care pathways and coordination between health and
social care.

As part of this, an IVOP or integrated provision of health, social care and rehabilitation for
older people at home or in residential care, aims to prevent emergency hospital admissions.
It brings together home care with district nurses, primary care, paramedics and rehabilitation.
Home care staff identify people with increasing needs and communicate with district nurses
who can provide extra services. Each older person has a care coordinator, who is often a
home care worker, who coordinates interventions for their care pathway across homecare,
rehabilitation and other healthcare services. A care manager has a delegated right to make
decisions about older people in need of home care, in line with the national Social Service
Act of 1982.
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Objectives/context

Sweden has an ageing population, financial pressures, and concerns about the quality of
care including in the coordination between different health and social care providers. Social
care in Sweden is funded by municipal taxes and government grants. Individuals can apply
for municipality funded home care subject to an assessment of need. Municipalities decide
their own rates for home care and there is a maximum monthly charge. The number of
private providers of social care has been rising and some concerns have been raised about
prioritisation of profit over standards of care.

Norrtaelje is a municipality of Stockholm that is rural and has a higher proportion of older
people than average in Sweden. The local hospital was facing closure as a result of financial
challenges which was an important driver of change. Sweden has a complex management
system where different facets of care are funded and managed by different levels of
government and there was a need to provide better coordination between health and social
care for older people with complex needs.

Evidence

Evaluations show stable or decreased costs and improved quality for older people with home
care, where the model helped provide more integrated care and enabled resources to be
pooled and redistributed and reduced the proportion of adults in nursing homes (Andersson
Back and Calltorp, 2015). They have also found that the model supported access to
specialists for people with complex needs enabling continuity of care. Both elements of
integration (macro and micro) were necessary to enable change.

The Norrtaelje model is distinct from other approaches focused on integration in that it aims
to integrate both the purchaser and provider aspects of care, incorporating responsibility for
health and social care of a whole population (Sjogren and Ahblom, 2012). This has enabled
the development of comprehensive contracts and performance monitoring across authorities
responsible for health and social care and in turn enabled pooling of resources and
ownership of joint problems.

Some important elements highlighted in evaluations of the Norrtaelje model include the
importance of local context: the threat of closure of Norrtaelje hospital provided the impetus
for change and motivation for collaboration and because Norrtaelje is a smaller community
existing relationships between professionals from different fields and with citizens aided
reform. This also meant there were limited providers operating in the area. In 2010, the
Swedish Act on System of Choice in the Public Sector legislated for individuals to choose
their primary care and home care providers. This complicated the implementation of
Norrtaelje as new actors entered the market and integration had to take place across
organisational boundaries (Sjogren and Ahblom, 2012).

The Norrtaelje model was initially a pilot and has recently made permanent. Further
evaluation work is underway.
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Implementation in the UK

We have not been able to find direct examples or iterations of the approach being
implemented in the UK. Some areas have looked to the model for inspiration when
developing integrated neighbourhood teams, for example in Worcestershire, local leaders
visited Norrtaeljje and Buurtzorg when developing integrated neighbourhood teams. There
are also some similarities in examples of local authority trading companies such as Tricuro in
Dorset (as described above).

Relevance to Wales

The integrated purchaser enabled a focus on prevention and more joined-up health and
social care for individuals. The approach extends far beyond domiciliary care services but
homecare is at the centre of the approach, with a focus on ‘home first’.

Summary

Evaluations show promising efficiencies created by the Norrtaelje model, which in contrast to
the Buurtzorg approach was led by changes to macro-structures to enable closer working
between health and social care. However, as far as we know, it has not yet been tried in the
UK and it would represent a significant shift beyond current models of domiciliary care.

Quebec - Co-operatives

Cooperatives are well established in Quebec and co-operative enterprises are common
across many sectors including social care. Multi-stakeholder or social solidarity co-operatives
for health and social care were established in 1996, involving staff, service users and
community members in their ownership structures. A network of 103 social enterprises (a
mixture of co-operatives and non-profit associations) were created covering every region of
Quebec (Girard and Restakis, 2012).

Care co-operatives in Quebec are supported by established networks providing access to
financial and practical support. Each region of Quebec has a Regional Development Co-
operative funded by the Quebec government to support and foster new co-operative
enterprises in the region. These organisations are co-operatives themselves and had 1200
members and 60 paid staff in 2012 (Girard and Restakis, 2012). Although the majority of
income is generated from service user fees, between 15-20% of funding is provided by
provincial government grants (Girard and Restakis, 2012). The Regional Development Co-
operatives also enable care co-operatives to access social finance provided by credit unions
(Conaty, 2014). Agreements are in place with trade unions about salaries.

Objectives/context

Before the development of home care co-operatives in Quebec, home care was provided by
a mix of voluntary and private sector organisations with a few emerging co-operatives. There
were concerns around unmet need within the population and undeclared work or
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moonlighting in the sector. The French language context was important in the formation of
co-operatives in Quebec, as they were a way for the local Francophone population to
develop provision outside of the larger providers controlled by English-speakers (Girard and
Restakis, 2012). One of the aims of the model was job creation and benefits to the
community, particularly for women.

The approach was inspired by the Italian model of social co-operatives which similarly
include a range of stakeholders as owners including service users and their families.
Although most co-operatives are small, they are supported by a system of co-operative
consortia (or federation) offering back-office services such as training and support with
contracting. Each successful co-operative commits to incubating at least one new social co-
operative and all co-operatives contribute 3% of their net profits to mutual funds (Conaty,
2014).

Evidence

Proponents of the multi-stakeholder co-operative model have argued that it brings about the
following benefits:

e Greater service user control;

e Opportunities for service users to become more involved in their communities;
¢ Improvements to the status, terms and conditions and pay of care workers;

e Improved quality and coverage of services;

e Good governance safeguards.

Co-operatives in Quebec seem to have fared better than other non-profit or social enterprise
models and have been able to expand their services to residential accommodation (Girard
and Restakis, 2012). More recently, as demands on services increase, questions are being
raised about additional funding so that they can provide services such as working with co-
ops in health, housing, and transport to better meet member’s needs (Girard and Restakis,
2012).

Co-operative models of delivery can be challenging for a number of reasons. In a multi-
stakeholder model, tensions can arise around the competing interests of stakeholder groups
and trade-offs will need to be made, such as between staff pay and the cost of services.
Moving to a co-operative model of delivery can also present a challenging cultural change for
staff and leaders familiar with a more hierarchical model of management (Conaty, 2014,
Girard and Restakis, 2012). Care workers may also need support to develop business skills
to help them manage the enterprises alongside their co-workers (Girard and Restakis (2012).

The proliferation of care co-operatives in Quebec and Italy, reflects a large-scale mobilisation
of resources to finance and support emerging enterprises alongside a supporting legal and
political climate. In both cases, the development of a large number of co-operatives took
place over a number of years and was facilitated by established networks such as the
Regional Development Co-operatives in Quebec and co-operative consortia in Italy. These
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structures provide a wide range of support, including facilitating access to funding from the
public sector, co-operative banks, and other social investors. The availability of additional
sources of funding, particularly during the early stages of establishing a co-operative is key to
ensuring the purported benefits of co-operative provision such as high staff pay and higher
quality are realised. These structures also provide extensive peer-to-peer support for new co-
operative enterprises. In Italy a range of policy levers have been used to facilitate the
emergence of co-operatives including a lower rate of corporation tax, lower VAT, and tax
relief on donations (Conaty, 2014).

Implementation in the UK

Co-operatives have been extensively developed in Quebec, Italy and elsewhere in Europe
but there are far fewer examples in the UK. These are mainly small scale and have faced
challenges in securing financial support and developing relationships with local authorities to
become listed as an approved provider. Some co-operatives rely on voluntary support from
directors and other volunteers and in-kind support from local authorities (such as access to
training). Conaty (2014) proposes strategic involvement of volunteers and making use of
digital technology (such as quick accounting software) to increase the financial sustainability
of co-operative provision.

Fisher et al. (2010) provide examples of small-scale co-operatives in England and the
challenges they have faced. Sunshine Care in Rochdale (a worker co-operative) was
established in 2008 by local authority workers who wanted greater control over the service
they provided and better pay and conditions. The co-operative is very small scale (two
employees in 2010) and faced challenges in building relationships with the local authority as
people move out of roles.

Co-operatives with an independent source of income from more affluent, private clients have
had more success in increasing their scale. Caring Support in Croydon is a multi-
stakeholder co-operative established by care workers and service users. The co-operative
was founded by a couple using direct payments but who found it difficult to manage their
responsibilities as employers and had concerns around the training and pay of staff
(Roulstone and Hwang, 2013). Provision is based on a cluster model focusing on small
geographic locations, ensuring that carers are local to service users and reducing travel
costs. The co-operative is aided by the fact it covers an affluent area, leading to increased
revenue (Fisher et al., 2010).

Partnership working with the public sector and trade unions has been highlighted as a factor
in the success of co-operatives. Care co-operatives are also likely to need support from local
authorities to enter the market through access to provider lists and in-kind support such as
access to training. Partnership work with local authorities, housing associations, and the
private sector has proved to be a successful approach to encourage the entry of new co-
operative providers of housing (Conaty, 2014).

Alternative models of domiciliary care 29



Relevance to Wales

In Wales, the cooperative model has been of interest for some time and there are a range of
organisations involved in promoting the co-operative model and providing practical support to
emerging enterprises. These include the Wales Co-operative Centre and the Co-production
Network Wales. There are a small number of examples of co-operative provision of care in
Wales. Cartrefi Cymru provides home care for adults with learning difficulties and physical
disabilities. In 2016, they became a multi-stakeholder co-operative with staff, service users
and community supports becoming members. Other care organisations have been
established which use co-operative principles such as Dewis Centre for Independent
Living operates in Rhondda Cynon Taf, MerthyrTydfil, Vale of Glamorgan and Cardiff. It is a
non-profit company controlled by a majority of disabled people which provides support for
direct payment users and training for their personal assistants. Edwards (2015) reports that
many trade unions operating in Wales are wary of the model, with concerns around terms
and conditions, trade union recognition and pensions.

Summary

Financial sustainability and scalability are key concerns for the development of co-operative
care provision. While there are a number of examples of co-operatives providing social care
in the UK, co-operative provision is on a much smaller scale than regions such as Quebec.
Care co-operatives in Quebec have benefitted from a highly supportive legal and policy
environment alongside established networks of financial and practical support. Co-operatives
in the UK have often struggled to expand and partnership working with local government and
other commissioning bodies play an important role in their success. A wide range of policy
levers have been used to encourage the development of co-operatives internationally.
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Conclusions

This report describes a wide range of alternative approaches to domiciliary care which have
been developed in the UK and beyond. Some involve changes to organisational structures,
others make changes to improve service quality through alternative approaches to
commissioning.

There is evidence that micro-enterprises have the potential to offer more personalised
care that people value without a trade-off between price and quality. The example of
Somerset illustrates their potential, particularly for rural communities, to improve supply of
care and to contribute to local economies, providing jobs for local people. Development of
micro-enterprises in Somerset required investment and support from local government and
was reliant on use of direct payments. This model aligns with ambitions in Wales to
rebalance the care market away from large for profit providers and is aligned with the Welsh
Government’s aim of supporting the Foundational Economy in order to boost local
economies and provide better jobs closer to home. This approach may offer some of the
benefits of the franchising model in terms of support for start-ups without the formal
structures and challenges of the franchising approach. However, the level of take up is likely
to depend on local context.

There is evidence that, like micro-enterprise models, franchise arrangements can enable
smaller providers to enter the market by providing practical and financial support and
access to training and knowledge to develop quality of care. However, franchisees are
often small providers that face financial challenges and therefore challenges with stability.
Franchises that have developed and scaled effectively are likely to have secured alternative
sources of funding such as from private self-funded clients. The success of new franchises is
therefore dependent on contextual factors such as local demand for private domiciliary care
or the availability of external funding and support. In the context of Wales, where self-funding
is less common, external support may be required to get new franchises off the ground and
ensure their financial sustainability.

Many local authorities in the UK have considered creating Local Authority Trading
Companies to provide home care, mainly in response to financial pressures and the
personalisation agenda. The success of this model has varied and has depended on the
nature of local markets including numbers of self-funders. Some LATCs have been
restructured or gone into liquidation and therefore not increased market stability. Unions
have also raised concerns about their potential impact on staff pay, terms and conditions.
Setting up a successful LATC therefore requires careful consideration of the local
market and effective risk management on the part of local authorities. Experts who we
spoke to felt that local authorities could potentially achieve the same aims while keeping
provision in-house through more effective leadership and management.
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Innovative commissioning that includes more personalised and outcomes-based
approaches offer potential to improve the quality of services for users. They can
encourage and enable new ways of working that better reflect people’s needs but they
require trust between commissioners and providers to free up more flexible, person-centred
care in the home, as opposed to time and task based models of contracting. Many of the
innovative approaches to domiciliary care described in this report relied on alternative
approaches to commissioning such as direct payments and personal budgets. Personal
budgets are not currently available in Wales and uptake of direct payments is lower than in
England. Some individuals may require support to manage their direct payment or personal
budget and alternatives such as individual service funds where payments go directly to
providers offer an alternative for individuals who do not want the responsibility of managing
their budget. Organisations such as the Dewis Centre for Independent Living can also
provide support to people with their direct payments. Many experts spoke about the potential
of individual service funds and integrated personal budgets to enable better quality care.

Buurtzorg is a well-established and often cited example of what good care looks like. In its
original format in the Netherlands the model relies on integration of health and social care as
well as flattened hierarchy to achieve its impressive outcomes efficiently. Adaptations of the
model in the UK that focus on domiciliary care provide more person-centred care. However,
they are often unable to compete with the hourly rates for care commissioned on a time and
task basis and are therefore reliant on self-funders or those with direct payments.
Approaches inspired by the Buurtzorg model require investment and a recognition
that the benefits of investing in models that provide more person-centred and
preventative care are often long term and cost savings may be realised in other public
services, such as health.

Sweden’s Norrtaelje model provides an example of a system wide reimagining of
domiciliary care and its potential as a central role in an integrated health and care
system. Many of the experts we spoke to argued that it was important to aspire to a future
model where domiciliary care is part of a place-based or population-based system of care
that is focused on a preventative and home first approach. However, this represents a
significant shift beyond current approaches to care in Wales and is still in relatively early
stages of development.

There is a strong interest in co-operative models of care provision in Wales and the
promotion of co-operative enterprises (alongside user-led services, social enterprises and
the third sector) is required by the Social-Services and Well-being (Wales) Act 2014.
However, co-operative provision in the UK is currently small scale and many co-operatives
have struggled to expand and achieve financial sustainability. Other regions including
Quebec and Northern Italy have developed care co-operatives to a much larger scale. The
experience of regions in which co-operatives operate at scale shows that they require
arange of support measures in order to do so. These include a supportive legal and
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policy environment, established networks of financial and practical support, partnership
working with local trade unions and tax relief measures. It is important to note that in these
regions, co-operatives are not solely reliant on service user fees and can access government
grants and social investment through credit unions and mutual funds. In order for co-
operatives to operate at scale in Wales, it would be necessary to replicate these conditions
and this requires investment as well as changes in the legal and policy frameworks.

The fundamental and longstanding challenges facing the provision of domiciliary care
in Wales - funding, workforce shortages, market fragility and current approaches to
commissioning - are found elsewhere and will need to be addressed whatever model
or models of care are adopted in the future. There is no single or straightforward solution.
But the evidence and experience outlined in the report demonstrates that there are practical
examples and experience —in Wales and further afield — that we can draw on to
develop higher quality, more person-centred care in the home.
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