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The introduction of Self Directed Support brings about significant changes in the relationships 
between care managers, service providers, the people who start to exercise greater choice and 
control over their support, and the other individuals and agencies who support them in this 
process. The implementation of new policies in health and social care has not always adequately 
attended to the relationships involved. Costs, risks and outcomes are negatively affected as a 
result. This report for the Whole Systems Partnership examines some of the issues arising from 
changing roles that are associated with the pursuit of choice, independence and control. 
Anticipating the relational complexity and risks of some of the role changes, understanding the 
interplay between money and relationships, and paying careful attention to future capacity to 
develop and sustain new patterns of support relationship will all be essential for successful 
implementation of this policy. 
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1. Aim: a relational evaluation of moves towards Self Directed Support 
 
This report was commissioned by the Whole Systems Partnership to explore the nature and extent 
of changes in the key relationships between service users and professionals (care managers and 
service providers) in the context of moves towards Self Directed Support (SDS). Personalisation of 
services will involve changes in the goals and ethos of services, redefine roles and responsibilities, 
and involve new patterns of working. Implementation of new policies which fails to anticipate and 
respond to changes in relationships is likely to result in greater difficulties in achieving the 
intended outcomes, reduced user satisfaction, increased risks of individual service failure, pressure 
on staff, and increased costs. This briefing therefore reviews some of the early experience of 
implementation of self directed support to identify key issues for which service managers, 
commissioners, and care providers may need to prepare. 
 
Implementation of SDS will be shaped by views about the patterns of relationships that characterise 
the stated goals of independence, choice and control. With any policy there is the risk that 
organisational and professional cultures, and the values embedded in structured decision making 
processes around resource allocation and support plans, reduce individual service users capacity to 
determine what these outcomes should mean for them. In this context the risks are that support 
planning may in practise become directive – pushing people into certain patterns of relating; or 
that the process of approving plans includes value judgements and assumptions; or that the 
available options in support provision continue to be determined as much by providers views of 
what service users should want as by the actual views and preferences of service users. Testing 
assumptions about what independence , choice and control may mean is therefore essential in the 
early stages of implementation. 
 
Drawing on feedback from those involved in the introduction of SDS and Relationship Foundation’s 
approach to assessing relationships, the project sought to answer two main questions: 
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 Is there adequate awareness of the likely nature of changes to key relationships, and the 
implications of this? Can problems in implementation be anticipated and prevented, or 
mitigated, through a better understanding of how the relationships, and not just the 
systems, will change? 

 The language of independence, choice and control implies a particular dynamic to 
relationships. Is there a risk of false assumptions in the ethos of implementing SDS that 
might not reflect the actual relational goals of service users?  

 
 
2. Why focus on relationships? 
 
The goals of social care can be described in terms of relationships, which are also the means to 
achieving those goals. The provision of social care in general, and self directed support in 
particular, involves a number of relationships. The service user will have a network of relationships 
that may include those with family, friends, neighbours, at work and in the community. These 
relationships are important for quality and enjoyment of life as well as, at least in some cases, 
being part (formally or informally) of the  process through which care needs are met.  
 
Models of wellbeing consistently emphasise the importance of some sense of autonomy or control 
over life as well as the presence of close  supportive relationships.1 Loneliness and isolation, for 
example, is the best predictor of wellbeing amongst elderly people.2 Social care can enable the 
formation, conduct and maintenance of social connections, as well as for some people constituting  
their most significant supporting relationships. Some care users have little or no social connections 
beyond those with care providers.  Lack of control over events, alongside exposure to uncertainty 
and risk factors, can undermine wellbeing. Relationships that increase control can help to mitigate 
this, as well as increasing the sense of meaning, purpose in life, and value to others which are all 
demonstrably important for wellbeing. 

 
People who have close friends and confidants, friendly neighbours and supportive co-
workers are less likely to experience sadness, loneliness, low self-esteem and problems 
with eating and sleeping. Indeed a common finding from research on the correlates of life 
satisfaction is that subjective well-being is best predicted by the breadth and depth of 
one’s social connections. 
Helliwell and Putnam (2005), in ‘The Science of Well-being’ 

 

 
The relationship with care professions can be complex with a range of services being accessed, as 
well as multiple providers and professions potentially being involved in each area. Advocacy, 
brokerage, information provision, approving and reviewing care plans, and service provision may 
involve different relationships for service users. Policy and organisational change, as well as 
innovation in service design and provision, may lead to significant reconfiguration of roles and the 
basis of these relationships.  

 

The nature and quality of all these relationships are important for: 

a) Quality of care outcomes. The diagnosis and understanding of care needs and 
objectives, the quality of the design of care solutions, compliance with healthcare 
regimes, are all influenced by the relationships of service users, carers and care 
professions. The capacity of relationships to enable knowledge and understanding is 
one critical feature. 

b) Levels and nature of risk. Care risks are associated with loss of information, particularly 
during relationship transitions (such as handovers and job changes) and in poor 
interprofessional and interagency relationships. Abusive relationships represent a 
specific risk factor, whilst weak relationships compromise the ability to identify and 

                                                 
1   Ryff & Keyes, for example, propose six dimensions of autonomy, personal growth, self-acceptance, life 

purpose, mastery and positive relatedness in ‘The structure of psychological well-being revisited’,  Journal 
of Personality and Social Psychology, 69, 719–27 

2
 Analysis of English Longitudinal Study of Ageing http://www.ifs.org.uk/elsa/report06/lqh_july06.pdf 
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respond to service failures. The willingness of care managers to allow risk is a necessary 
part of increasing independence, choice and control. The degree of ‘letting go’ is 
dependent on the maturity of a number of relationships: confidence that circles of 
support and service providers are able to assist in managing the risk of what may prove 
to be ill-advised support choices, as well understanding from the wider community 
about where responsibility lies if things go wrong. 

c) Cost and efficiency. Weak relationships can slow processes and increase costs. 
Relationships with people with support needs and partner organisations can reduce 
costs by leveraging in under-utilised capacity (for example the knowledge and 
experience of service users) as well as through enabling innovation in service design 
and delivery. 

d) Sustainability and capacity of care systems. Greater choice will expose providers to 
new or increased market pressures, and will in most cases shift the relationships from 
block contracts with statutory agencies to a much larger number of individual contracts 
with users. Maintaining quality of advocacy, support planning and brokerage services 
within acceptable unit costs may prove challenging, particularly given the time costs of 
developing plans for clients with complex needs and in maintaining comprehensive and 
up to date information about local service provision options. Increasing and maintaining 
capacity in a challenging funding environment will require all those involved to develop 
and maintain good relationship with clients and partners. 

e) Social justice and equity. Access to improved services is sometimes limited for groups 
whose voices are seldom heard, or where geographic provision is limited. The ability to 
forge relationships with such groups in ways that enable access is key to progress in this 
area. 

 
 
3. Context: Implementation of Self Directed Support 
 
 

Self-Directed Support is a new system. It's about people being in control of the support 
they need to live their life as they choose. Some people manage their support on their 
own. Others need help - from family or friends or people who are paid to help. In the old 
system, professionals made all the decisions about the  support people could have and who 
would provide it. The person needing support often had no control.3 

 
The commitment to personalisation and personal budgets derives from such policy statements as 
Independence, Well Being and Choice (DH March 2005) and Putting People First (2007). They 
propose a vision where social care, health and support services are provided in the communities in 
which people live, are flexible, more personal,  fitting in with people’s lives, and delivered through 
mechanisms where service users have more control and are working in partnership with health and 
care professionals.  Personalised care and support services are more focused on keeping individuals 
well and independent rather than just dealing with crises.  
 
The introduction of SDS takes place alongside an imperative to deliver ‘more for less’ as a result of 
funding pressures and growing demands linked to an ageing population. The relationships between 
people directing their own support and service providers therefore sit within the context of a 
changing relationship between local authorities, other statutory providers, and third sector and 
private enterprises.  
 
The impact of the growth in provision of SDS, changes to systems and staff roles, as well as 
partnership with other organisations in both support planning and service provision is illustrated by 
some of the findings from the LGA/ADASS survey of Local Authorities progress on implementing 
Putting People First4: 
 
 
 

                                                 
3
 http://www.in-control.org.uk/site/INCO/Templates/General.aspx?pageid=37&cc=GB 

4
 Putting People First:  Measuring Progress (July 2009) 
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Pace and scale of implementation 

 The number of people receiving personal budgets is expected to double from 93,000 (March 
09) to around 206,000 by March 2010, accounting for some £1.5 bn spend. This represents 
one fifth of people currently using community based services. 

 Most Local Authorities (LAs) are considering significant changes to initial contact, call 
centre, advice, assessment and  care management arrangements. These will affect a 
significant proportion, and in many cases all, staff involved in assessment and care 
management. 

 Usage of supported self-assessment (questionnaires) is mixed, with12% already having this 
in place for most groups and 42% in place for some groups. 

 New Resource Allocation Systems (RAS) are being developed in all authorities, but less than 
half were operational, and thus potentially adversely affecting the early transitions to SDS. 
Only 20 authorities were offering new RAS to all user groups. 

 Less than half of LAs have systems to capture info on existing consumer choice/needs, and 
only 10% include information regarding private consumption. 

 Advocacy and support brokerage from carer or user led organisations is most available to 
people with learning disabilities.  Such support brokerage is least available to people with 
mental health disabilities, with advocacy least available to older people. 

 1 in 4 LAs said they were strongly engaged with external providers in planning development 
of the market; the rest to ‘some extent’. 

 
There is considerable variation between local authorities regarding the pace and manner of 
implementation of SDS. Even for those who are well advanced and successful, practice is still 
evolving in the light of experience and local organisational and system development. The ending of 
transformation funding in 2011 risks a significant hiatus as little of this funding has so far trickled 
down to third sector organisations: most has been used to fund local authority staff. Changes in 
funding, and thus what roles in SDS prove cost effective, are expected to lead to further changes in 
local patterns of provision. 
 
User led organisations 
 
Alongside the introduction of SDS is the recommendation in Improving the Life Chances of Disabled 
People that by 2010 each locality  should have a user-led organisation (ULO) modelled on existing 
Centres for Inclusive Living. Such organisations have the potential to both increase and improve 
local capacity around information and advice provision, support planning and brokerage, and 
support provision. They also highlight the potential for personalisation to go beyond changing the 
relationship between individual service users, funding authorities and support providers.  
 
Effective ULOs have the potential to be part of a much more comprehensive reform of: 

 accountability which will increasingly be to individual service users and user groups, not 
just to central government funding departments.  A culture shift of service orientation to 
users, and enablement rather than provision, does not always mesh with a felt 
accountability within some local authorities to central funding bodies. This can result in 
organisations continuing to face more to the centre than to users and communities, or the 
nature of the outward facing relationship being more determined by the demands of the 
centre than by users (though these are not necessarily divergent).  The unaggregated 
accountability to individual vulnerable users who still lack voice and influence to make 
services work for them is not reliably sufficient to shape the nature of relationships. 

 strategic direction of care services, with multipolar systemic leadership, rather than 
direction by local authority budget holders becoming even more evident. Safeguarding the 
health of local care systems rather than managing and delivering services becomes the 
most important role for local authorities. Their strategic influence  may also be exercised 
indirectly through the conditions and targets linked to funding they may provide for ULO 
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(and through other capacity building investment) as well as through direct decision 
making.  

 Professionalism in health and social care, which is becoming increasingly understood in 
terms  of the quality of relationships with both own and other professions, with individual 
users and the community, with partner agencies and with policy actors rather than simply 
being rooted in expert knowledge.5 Although services are delivered and to communities, 
the relationships between professions and communities remains, arguably, the weakest 
link. Local Involvement Networks and  Patient and Public Engagement are additional (and 
in most cases better resources) mechanisms for strengthening what Building Britain’s 
Future (2009) describes as ‘the key relationships in the next decade’: namely that between 
‘the empowered service user and the public service professional.’   

 
Whilst personalisation can often be seen in individual terms, there is potential for people in receipt 
of social care funding to collaborate in purchasing their care and support, or to develop models of 
collective brokerage. Individualised market-based services are not the only way forward for SDS, 
and both policy and practice is likely to evolve considerably. Some larger providers are, for 
example, already beginning to act as umbrella organisations, and may offer more comprehensive 
support planning and management services. 
 
Push or pull implementation 
 
ACEVO’s Commission on Personalisation6 highlights ways in which new social markets can be shaped 
through addressing supply, demand, co-production, intermediation, and overall leadership, 
investment and support. The issue of whether implementation of SDS was best driven by push 
(supply) or pull (demand) was also raised in discussion of a draft version of this report. The risk 
associated with using demand as the driver for change (through changing systems and processes in 
assessment and care management that makes SDS possible) rather than the push of supply is the 
potential for a mis-match between expectations and the delivery on these expectations, and the 
resultant diminution of trust in the system. 
 
A greater degree of co-production of services, and involvement of users in planning services, has 
the potential to reduce the gap between push and pull change strategies. This, however, will 
depend on the quality of support planning available: designing and creating support solutions, 
rather than simply choosing what the market offers, is likely to require both more time and greater 
experience. If provision is to develop in tandem with changing demand, then greater investment 
may need to be available to existing and potential providers. Third sector agencies have expressed 
concern that little transformation funding is reaching them, with local authorities using the funding 
to support reconfiguration and development of their own services.  
 
 
4. Changing roles 
 
The process of agreeing and implementing support plans involves a number of roles and 
contributions. Different organisations, professions and individuals may be involved in the various 
‘steps’.  The dynamics of the interactions at different steps may vary both between steps, and from 
current practice. Summarising some of the varieties of roles thus provides a basis against which the 
relationship implications can be considered. 
 

(a) The duty of care. Throughout the support process there will be individuals and organisations 
who formally hold or informally feel a duty of care to the individual, seeking their wellbeing 
and ensuring that (in so far as they are able) the system works.  

 Care managers are formally responsible for reviewing that support is meeting a person’s 
needs and helping them to realise their goals. The willingness of care managers to 
approve more risky and innovative support packages varies: the duty of care may act as 
a brake on the pursuit of independence and control. One hope for SDS was that people 

                                                 
5
  For more on this see Meads and Ashcroft The Case for Interprofessional Collaboration in Health and Social 
Care Blackwell 2006 

6 Making it Personal: a social market revolution.  Interim report November 2009 
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closer to service users may take greater responsibility for support planning. The reality 
of care managers retaining a strong duty of care is that an expensive dual system can 
emerge, with care managers seeing no reduction in the  40% of their time spent in 
information gathering around their clients. 

 Relatives, friends and carers may also feel responsible, whether or not they have formal 
rights and responsibilities in this regard (for example as guarantor, as a recognised 
carer within the support plan, or as part of a circle of support). Lack of confidence in 
the sustainability and reliability of local authority provision and funding may mean they 
have a long-term sense of being the backstop in the system – to be there when things go 
wrong – without any formal recognition of this role.  A felt duty can conflict with a 
service user’s desire for greater independence: for example a young adult seeing SDS as 
an opportunity to move out from the parental home. Lack of support to both parties in 
this relationship has lead in some circumstances to potentially avoidable and regretted 
breakdown. 

 Care providers (organisationally and individual key workers) who have cared for service 
users over an extended period, and perhaps particularly where residential care or 
supported living is provided, may seek to ensure their wellbeing and suitability of 
overall care provision in a fairly comprehensive manner.  Where providers are offering 
free support planning and brokerage to existing and potential users the scope of the 
contractual duty of care is extended. 

 Various members of health professions may in practice be holding an individual’s care 
system together on the basis of both frequent contact and an enduring relationship. As 
and when more health funding is included in personal budgets, the dynamic of this 
relationships may also change. 

 Third sector organisations may seek to serve particular client groups and ensure that 
the care system works effectively for them. 

These duties may be rooted in statutory responsibility, family or friendship obligations, 
professional ethos, or contractual requirements. The force of this duty is often, in practice, 
linked in part to degrees of dependency and vulnerability as well as to the length of the 
relationship. Personalisation therefore needs to be responsive to different types of 
relationship and not just different forms and sources of support.  

(b) Safeguarding. A specific aspect of the local authority role that has changed is the duty of 
safeguarding vulnerable adults. The introduction of SDS means a greater variety of 
individuals and organisations will be involved in support provision. When things go wrong, 
however, it is not expected that the choice, independence and control of those directing 
their own support will reduce the perceived or actual responsibility of local authorities to 
protect from harm. The risk is that this translates into a form of parent-teenager 
relationship, with a gradual letting go of control, but with local authorities retaining in 
practice a parental authority to step back in. This runs counter to the philosophy of 
personalisation. 

(c) Helping people to engage. The introduction of new policies and a commitment to ensure 
equality of access to services requires an outreach function to explain changes and to help 
people engage with the system. Whilst specific grants are available for this (eg from EHRC), 
an active relationship building process is still needed. 

(d) Self assessment and resource allocation. The design of the self assessment questionnaire, 
and the support available for its completion, can affect the resource allocation. Disputes 
can arise as to whether extent of needs have been adequately captured. There has always 
been potential for conflict over resource allocation, and SDS does not remove this. Not all 
service users moving to SDS are being fully reassessed, and may receive sums based on 
existing budget rather than on new resource allocation scores. The development of an 
adversarial relationship at this stage can compromise the working relationship around 
support planning. 

(e) Support planning, including enabling people to articulate their needs, agreeing budgets, 
and making an approving choices with regard to support. Pressure to transfer many people 
quickly to SDS means that this can be wholly or partially contracted out, although Local 
Authorities must retain the role of formally approving plans. The nature of these contracts 
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means that support planning may not take place within the context of a longer term 
relationship, with the quality and documentary evidence of previous person centred 
planning also proving variable.  The pressure to move people to SDS can also hinder the 
process of ‘letting go’ to give individuals and families the space to prepare plans 
themselves. The introduction of SDS should lead to noticeable changes in care managers 
time use, with more time available for those who need more assistance. 

For service users, growing in confidence, having the  opportunity to try out different 
options and explore new possibilities may be a protracted process requiring ongoing 
support. Local Authority support planning may not always allow sufficient time, or take 
place within the context of supportive relationships, to enable this to happen. Where 
support planners are working to contractual targets to complete a number of plans within a 
tight timeframe, and in a context of evolving and under-developed systems, the quality of 
the support plan may be diminished. One review of a support planning pilot with a group of 
individuals with learning disabilities moving from a residential care home to the community, 
found that the ability to involve users in the support planning process and really draw out 
their aspirations and choices dipped at 15 hours and below. This brings with it reputational 
risk for any organisation involved in support planning that wishes to be known in the 
community and by users for the positive difference it can enable in people’s lives. 

Changing the focus of support planning from needs to aspirations, and from support that is 
currently available to support that might constituted, may require both a greater degree of 
advocacy skills as well as local knowledge of potential support capacity. Bringing more 
people into the process – not just the service user as active participant, but also wider 
circles of support – increases the pool of skills and knowledge for the process. 

It has not been easy for Local Authorities to account for the costs of support planning time 
in the early stages of introduction of SDS.  While some LAs initially offered pots of around 
£400 to individuals to purchase planning and/or brokerage this is rare. Some authorities are 
discussing how much of the care manager’s role could be a charged for service, increasing 
the transparency of both costs and options as to who provides support. Where LAs are 
managing service users funds, a management charge may be top-sliced. The boundaries 
between statutory roles and paid for services may risk becoming blurred, at least in the 
perception of service users. 

An issue that arose in consultation around this paper was the distinction between needs, 
aspirations and rights. One concern was that if aspirations come to be seen as rights, or 
entitlements, then those directing their own support risk disappointment, whilst others may 
resent that they do not receive support for the same aspiration. There is also a risk of 
disjuncture between needs based resource allocation criteria, and planning that is focussed 
around goals or aspirations.  It will be important that both service users and the wider 
public are clear that support is to enable people to pursue life goals, and not necessarily to 
achieve them. 

This also relevant to the fear of media reaction to some uses of support funding. An 
example given was a story in a local newspaper of support funding ‘being used to pay for a 
trip to Silverstone’. Here again, distinguishing the support than enables someone to make 
choices and do something, or to develop greater independence and life skills, from simply 
funding the fulfilling of aspirations is important. Nevertheless there are real and legitimate 
fears that such distinction (in some cases nuanced) will be lost in public debate. Such fears 
could lead to unduly cautious and restrictive processes for plan approval, unless there is 
clear communication of personalisation policy to the public. This is also necessary in 
alerting families and communities to the potential demands that may be made upon them 
for involvement in the support process. 

 

(f) Plan approval. Local Authority experience of approving plans is, necessarily, still at an early 
stage. Where support planning has been outsourced this can  be little more than a 
regulatory rubber stamp, a lengthy check for compliance with systems and protocols (with 
changes to those systems not always communicated to those doing the planning), or an 
informed assessment of the quality and suitability of the care arrangements. The capacity 
for care managers  to assess the suitability of plans (particularly where they have not been 
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involved in the planning) can be constrained by time availability, limited knowledge of the 
clients needs and aspirations, as well as limited knowledge of the full range of support 
options in the local care economy.  

Care managers can become involved in complex and difficult family dynamics where 
relatives are being paid to provide services. One example was an unemployed uncle being 
paid above market rates for personal assistants despite his lack of experience. Such 
arrangements are not always inappropriate. However the change in relationship with 
service users from being a gateway to provision (where the constraint is rationing), to being 
an arbiter of appropriateness of choice will not always be easy to handle. 

SDS has been introduced in the context of a citizenship and equality agenda. Support is a 
right, a mechanism by which all people are enabled to become active citizens. Thus the 
original view of SDS was that personal budgets could be spent on pretty much anything that 
was not illegal. It appears that  more plans may now be being rejected. A recent example is 
not approving funding for personal assistants to enable participation in animal rights 
meetings. This is, in part, a response to risk but also reveals differing views of the political 
context for SDS. Support can be viewed (not least by the wider public) as a benefit, rather 
than an absolute right, and so bring with it a higher degree of implied conditionality. In this 
context the promotion of choice and independence is set more firmly within wider policy 
goals such as reducing hospitalisation of elderly people, or promoting employment. 

(g) Support brokerage.  The role of independent support brokerage is currently being 
contested. Critics, such as Simon Duffy (formerly at In Control), see it as costly and a poor 
substitute for designing systems that people can navigate themselves. His preference is for 
more peer support, enabling people to do more for themselves, and encouraging service 
providers to design personalised support with service users. The contrary view of, for 
example, the National Development Team for Inclusion is that independent brokers with the 
right skills and knowledge can provide a valuable technical service. 

Whether truly independent brokerage will prove financially viable given the costs of 
maintaining knowledge of local provision options, as well as possible reluctance by service 
users to pay for it, remains to be seen. Some concern has been expressed that strong 
promotion of independent brokerage might imply that local authorities and other service 
providers are compromised by conflicts of interests or are unable to authentically advocate 
service users’ interests. 

Care managers do not always report brokerage to be a satisfying experience. Working with 
a limited budget can make it very difficult to personalise the service and they found it hard 
not to revert to more of an advocacy role. 

(h) Providing support. Becoming a purchaser rather than a recipient of care is a profound 
change in the basis of the relationship between service provider and user. The reality of 
change is, in some cases, far less significant. Good provision in the past treated people with 
respect and care. This constitutes an alternative to rights and contracts as the basis for 
greater control in the relationship. SDS does, however, shift the basis of control over life 
from being the gift of providers, rooted in their values and professional ethics, to something 
that can be more readily asserted and exercised.  

Experience of domiciliary care over recent years has shown that maintaining consistent 
quality of care across all providers is a challenge. It is hoped that the introduction of SDS 
will giver service users (and in some cases their carers) greater control, and thus manage 
quality more effectively through the power of choice. The risks and fears of the 
responsibilities of managing money and employing people may, if insufficient support is 
given, result in service users reverting to being more passive recipients of managed 
services. Once locked into a particular support plan and provider the risk remains that 
access to independent advocacy, support, brokerage or advice is limited. Care managers 
thus have a crucial role as custodians of the promise of choice and control, and must retain 
adequate  capacity to review plans and provision. 

(i) Reviewing progress. The In Control vision for support planning sees care managers spending 
less time on planning support with those who can manage the process themselves, more 
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intensive planning with a minority of service users, and more time spent on reviewing plans 
and progress.  

(j) Capacity building and system management. Choice requires options. Where support 
capacity is coming from peer networks, community groups and third sector organisations, 
this may require investment. Within an increasingly complex care autonomy it becomes 
important that care managers, among others, are alert to gaps in the market and where 
underdeveloped capacity may be brought into play. Commissioning arrangements around 
SDS are not always perceived as fully joined up, with individual care managers not always 
fully empowered to contribute to the overall management and development of the system. 

 
Not all choices open to individuals alone. The viability of some support options depends on 
the volume of demand. There is a risk that the individualisation of support, with limited 
provision for collaborative purchasing, results in some choices being constrained. 

 
 
5. Modelling relationships 

 
The Relationships Foundation has developed an approach to assessing relationships which has been 
widely used in supporting the development of relationships within health and social care7, other 
public services (particularly criminal justice), as well as in business.  The particular focus of the 
approach is to look at the mechanisms by which influencing factors on relationships can be 
managed to improve both the functional outcomes and the experience of the relationship.  The 
conduct of relationships is influenced by factors within the person or organisation  and by external 
factors. Whilst there is often good knowledge about the range of relevant factors that can influence 
relationships, as well as about the desired outcomes, what happens in relationships that turn 
influences into outcomes is less well understood.  
 

The Foundation’s model of ‘relational proximity’ considers five main ways in which the factors that 
influence relationships can be managed in order to achieve better outcomes.  
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7
  See Meads and Ashcroft Relationships in the NHS (2000) and The Case for Interprofessional Collaboration in 
Health and Social Care (2006) 
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Directness: enabling connectedness and clarity of communication 
 
How people communicate, the media they use, and the skills they employ are fundamental 
processes by which one party to a relationship influences another. Intentions, hopes, desires, fears, 
needs, and information all need to be communicated  in order to co-ordinate actions and generate 
desired responses. The way in which this is done filters and mediates the presence of all parties to 
the relationship. This can impair the quality of communication as information, cues and signals are 
filtered out: emails, for example, can be misunderstood where tone of voice, eye contact and body 
language are missing. Decisions to trust are influenced by seeing faces. Radiographers have been 
shown to take more care in analysing pictures when notes are accompanied by a photo of the 
patient. The nature and extent of presence is influenced by such factors as time, place and the 
medium of communication used as well as the communication skills employed and the degree of 
openness. It is this that enables both the sense of connectedness as well as the effectiveness of the 
communication process. 
 
Independence should not mean isolation, or freedom from all obligations. Doing things involves 
other people: there are few goals in life that can be achieved without some involvement of other 
people.  It is the choice and autonomy we have in choosing, making and sustaining those 
commitments, and being able to contribute, that constitutes healthy independence. Whilst some 
people embark on SDS from relative isolation, many have a network of connections they wish to 
maintain and expand. At its best, SDS builds on these connections, increasing the extent to which 
they can contribute to a person’s support. Some support requires physical presence – for example 
helping an elderly person get washed and dressed – but the empathy of emotional presence and the 
attentiveness of intellectual presence are also part of the positive experience of being supported. 
Rushed interactions that create no space and opportunity to be present, a casual lack of interest or 
concern, undermine support. 
 
Some implications for SDS: 
 

 People value face to face interaction and need time to consider the range of 
implications and responsibilities attached to having a personal budget. 

 

 Rapid response, friendly, central point of phone contact providing quality information & 
advice is valued by both disabled people & carers.  Some service users and carers were 
described as hesitant about picking up the phone but that having some initial 
interaction with the organisation first from an ‘event’ or having had a recommendation 
by a friend made a difference. 

 

 Carers can value the opportunity afforded by support planning mechanisms to be more 
directly involved in care decisions, particularly where previously they had no formal 
status and client confidentiality limited their ability to gain information or contribute 
to decisions. The ability for social services to deal directly with the extended family as 
a whole can be  beneficial in enabling more imaginative solutions. 

 

 Whilst some peer support networks are including carers and relatives (or aspire to if 
funded), and thus enabling all to be part of a service user’s journey to greater control 
and independence, many carers still lack support and advice. Individual examples were 
offered of cases where relationships had broken down as result. 

 

 Information needs to be available in more accessible formats and presented through 
different media. In one locality it was estimated that only 5% of direct payment 
customers  used a computer. More visual and oral forms of communication including 
radio, DVDs/video, the arts are sometimes preferred.  

 

 Employment can require ‘difficult conversations’. Some service users prefer not to have 
a direct employment relationship, with agents managing those aspects of the 
relationship for them. Not being directly employed can enable greater expression of 
care in a relationship which becomes a service enabled by others and not just a 
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contractual commitment. People have different relationship styles and preferences, 
and the support system should be able to cater for this. 

 
 
Continuity: enabling momentum and belonging 
 
Time is the currency of relationships. We save, invest, and spend time. It is often our scarcest 
resource. It is time that allows relationships to grow, understanding to deepen, and trust to be 
built. Conversely the lack of time and momentum through interactions is a major limiting factor. 
The time dynamic of relationships is shaped by external factors such as the demands of other 
relationships as well as by such internal factors as commitment and loyalty that influence time 
allocation. 
 
The way in which interactions string together to create a relationship that has meaning and 
momentum can be understood in terms of story or narrative. A key element of successful 
relationships is that they can build on previous interactions (though building on negative 
experiences can serve only to deepen the bitterness of a feud). Trust, understanding and 
information is carried through from one interaction to the next enabling more to be achieved. Time 
is not wasted, or the scope of what can be achieved limited, by having to start over again. The 
story of a relationship is adopted into the narrative of our life. It becomes part of the process of 
how we give meaning to events and see our place in the world and in other people or organisation’s 
lives. 
 
Teams break down if turnover is too high, but without change there is little growth. Most  people 
prefer to see the same doctor, have the same person cut their hair, or repeat business with people 
who have served them well. It reduces risks and saves time, while the explicit or implied promise of 
continuity conveys security and belonging. It’s certainly preferable to have confidence that your 
service provider will continue to exist and that agreements made yesterday will still be valid 
tomorrow.  
 
 
Some implications for SDS: 

 One local authority had a central team to manage the first phase of transition to SDS which 
was then disbanded to localities. Most soon moved to other jobs, leading to significant loss 
of knowledge and experience. The agency to whom support planning had been outsourced 
did retain the knowledge but was only on a six month contract. 

 A support planning contract presumed only one client visit. The planners found that two 
visits were needed as change to SDS had not already been explained (though the contract 
stipulated this) and previous person centred planning had been limited. 

 Poor records from previous planning means that support planning can start from scratch. 
Service services can find it very frustrating to have to repeat information about the 
circumstances and goals to new staff. 

 Time pressures on staff represent a persistent threat to adequate client contact time. Case 
notes for service users with acute mental health problems can be too extensive and lacking 
adequate summary sheets to be readily accessed. Completing multiple risk assessments and 
meeting records were reported as preventing time being spent on actually supporting 
clients. It is still too easy for care professions to feel that they are processing a system, 
rather than supporting a person. 

 Some service users fear change, preferring the continuity of poor support to new 
opportunities. Existing patterns of provision may include relationships of trust with staff: 
distinguishing the service and the relationship is not always easy, and the cost of loss of 
relationship is not always fully appreciated by support planners who regard support as a 
means to an end. Service users may regard the relationships with providers as valued ends 
in themselves. Where people feel they have been let down in the past, they may be less 
willing to risk change. 
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 The stability of support packages can be a concern. The benefits of flexible arrangements 
need to be balanced by recognition that there may not always be organisational cover in 
the case of absence (eg sickness) or when people leave. Service users and their carers may 
end up bearing the costs of maintaining continuity of care during transitions. 

 SDS does increase service users greater control over transitions. Some may feel that being 
more directly involved in employment makes them less dependent on the degree of 
continuity delivered by service managers. 

 
 
Multiplexity: improving the breadth of information 
 
The conduct of any relationship is informed by what we believe we know about the party. We use 
this knowledge to invite their contributions, assess their needs and interests, judge their character 
or interpret their responses. Limited knowledge risks misunderstanding, missed opportunities and 
false assumptions. Information does not only help in reading the person and managing the 
relationship. Although there are times when privacy is valued and important, or when knowledge 
can be used against us, the sense of being known is an important affirmation of our worth as well as 
bringing practical benefits. The commitment of knowing is an affirmation of importance as well as 
providing a robust basis for trust rooted in confidence that our assessment of a person is accurate. 
 
The completeness (do you know the whole person in a rounded way?) and authenticity (is this the 
‘real’ person?) of this knowledge is influenced by varied sources of information, or contexts for 
gaining it, as well as the degrees of inquiry and disclosure that characterise the relationship.   
  
Some implications for SDS: 

 Where and when support planning takes place influences the information available. Seeing 
a service user in different contexts may give a more rounded understanding of their goals, 
capacities and needs. 

 Witnessing situations can give a better understanding of needs and possible solutions. This 
can help to avoid care solutions that do not work as well as hoped, or help uncover ways 
round seemingly intractable problems. 

 Involving circles of support access a wider body of information, as well as increasing the 
capacity to assess the feasibility of possible care options. 

 Social workers know that clients and those around them can create a false picture. This can 
be deliberate deception, but it can also be a difficulty to admit to difficulties in coping or 
the loss of abilities. Greater breadth of knowledge enables a greater degree of appropriate 
challenge in the support process. 

 Commissioning does not always fully understand or appreciate the current reality of 
services, particularly when there is distance from the front line and limited opportunity for 
staff to influence the process. Readiness and capacity to implement new policies can be 
misconstrued. 

 
 
Parity: building respect and participation through the fair use of power 
 
Power in a relationship enables one party to make another act in a certain way. Power is a function 
of dependency, which is greater if one party controls a resource that is important, scarce and non-
substitutable. There are many forms of power including, for example, voice rights and control over 
finance each of which may be distributed and used differently by the various parties to a 
relationship. The fair use of power in a relationship enables mutual respect and fosters 
participation. This can be through the rational calculation of fairness of return, or the more 
emotive response to feelings of being used, imposed upon, ignored or treated unfairly. It creates 
both opportunities to participate and increases the motivation to do so as a result of confidence 
that outcomes will fairly reflect that participation.  
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Some implications for SDS: 

 The policy seeks to change the power dynamics of support giving relationships, as well to 
give people greater independence, choice and control in their lives as citizens. For this to 
lead to healthy relationships in needs to be governed by mutual respect as well as 
responsibility. 

 The ability not to approve plans means that care managers do retain significant powers in 
the relationship. There do not always appear to be  clear and consistent guidelines as to 
how this should be used. 

 Control of the budget without real choices of what to spend it on offers limited control. 
Capacity building in support options is as important to the success of the policy as  changing 
the payment mechanisms. 

 Families can provide wonderful support, but can also constitute unhealthy relationships. 
Care is needed to ensure that the involvement of family create of perpetuate controlling 
relationships. Support for the whole family is needed in managing the changing dynamics of 
the relationship. 

 Families can find receipt of ‘legal rewards’ for providing services difficult: they do not feel 
able to ask a relative to pay. An example given was a care manager suggesting a relative 
take a service user bowling, paid for out of the personal budget, as part of the process of 
building social connections. Because the relative could not afford to take the service user 
bowling, but felt unable to ask the service user to pay, she preferred not to do this. Money 
complicates family relationships, and negotiating fairness is difficult. 

 Continuing access to advocacy is important that service users retain voice in their support 
relationships at all times. There are some concerns that if all forms of support are paid for, 
those whose budgets are limited may disempower themselves by not accessing support, and 
then be unable to retrieve the situation. 

 
 
Commonality:  building shared purpose 
 
Purpose is often the reason for being in the relationship and informs the desired outcomes of the 
relationship. Purpose may be influenced by the demands of and obligations to others, as well as 
being the more internally defined product of the things that motivate us.  Different purposes, 
identities, preferences or accountabilities all need to be managed in a relationship. Difference has 
many benefits: the variety is both interesting and also more creative. But difference that is poorly 
managed with very little alignment of purpose – in the sense of person to task, between persons, or 
between organisations – leads to conflict and friction. In a complex system this process of 
alignment can be both unstable and challenging, with actions in one relationship having knock-on 
consequences for others. Yet without successful management of difference any co-operative 
activity becomes fraught with risks. And without the contribution of other people, the scope of 
what we can achieve is severely reduced. Where purpose is aligned, in terms of either depth or 
values or breadth of activity, there is likely to be greater synergy and less conflict. Shared purpose 
and shared identity are inter-related, but a greater sense of shared purpose enables other parties 
to a relationship to be seen as being in some sense on the same side rather than opponents. 

 

Some implications for SDS: 

 Given the potentially greater involvement of carers around personal budgets there is an 
increased risk of conflicting views and interests between carers and users. The rights of 
carers that go alongside their responsibilities are not clear.  Advocates could find 
themselves called to support both sides in difficult family circumstances.   

 Supporters of independent brokerage raise concerns about potential conflicts of 
interest if the same organisation is involved in both planning and providing support. 
One strategy to mitigate this has been to ensure independent advocacy, as opposed to 
brokerage, as part of the support planning package. 
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 The conflict of interest view tends to see provision as concerned, at least in part, with 
maintaining demand and thus income. This need not, of course, be the case. 

 Not all goals and support needs can be precisely defined. A deeply rooted shared 
purpose around care and life goals provides a better basis for flexible response to 
emerging and changing needs. 

 Collaboration and partnership between individuals, professions and agencies remains 
important, as in all public services. The overall effectiveness of the system requires 
those who may, in one sense, be competing to serve individuals to work together in 
building  capacity to meet the whole range of care needs in more innovative ways. 

 
 
6. Conclusion: three challenges to consider 
 
There are many practical issues to consider within all of the relationships involved in social care. In 
the light of the opening questions about how the goals and implementation of SDS may have 
unanticipated consequences for relationships, three issues are worth highlighting: 
 
 

a) Money and relationships 

The explicit intention of SDS is to use money to give people control and independence. This can 
change the basis of a relationships, as well as how people act within a relationship, so the 
implications needs careful consideration. 

 Money is not enough. Choice needs a market providing options in both how support is 
planned and what is provided. Many individuals, with small budgets, are looking for 
information on local clubs and community facilities etc that large IT providers and Local 
Authorities struggle to provide.  Evidence is showing many people are purchasing services or 
drawing in support within a 25 mile radius of where they live and most are within 10 miles. 

 Real choice and control also depends on ‘voice’ for people who are constrained in their 
ability to articulate needs and concerns, and influence others. It is therefore no surprise 
that the advocacy function is important in ensuring SDS works for the most vulnerable  
service users. Advocacy has traditionally prized both its independence and non-directive 
nature. Support planning and brokerage will require advocacy skills and thus requires staff 
to become more directly engaged in the process.  

 For service users who are currently least independent and who lack support networks it is 
possible that little will change as they seek a comprehensive care management service, 
though with choice as to whether this is provided by their local authority. Lack of access 
to, or reluctance to pay for, continuing advocacy may mean that poor and complacent 
service providers remain unchallenged, despite the notional power of control over the 
budget. 

 Paying for care changes the dynamics of relationships. It can complicate family 
relationships where legal rewards are offered. For both family and care professions the 
basis of care can be rooted in a commitment to the person, rather than the fulfilment of a 
contract. The motivation of this commitment has, historically, been an important 
counterbalance to managers who have at times been perceived as ignoring people in order 
to balance budgets, meet targets and realise organisational goals. There are real fears 
among individuals that a cherished ethos of care professions may be further eroded. 

 Where clients pay for professional services there tends to be an emphasis on professional 
expertise as a mechanism by which professional ethics counterbalance consumer demands. 
But SDS has been promoted as part of a process of demystifying and simplifying care 
provision to make it easier for service users to maintain control. How care and consumerism 
are combined in the ethos of care provision had not been fully resolved. 

 There is a significant change for providers moving from block contracts or grants to 
individual purchasers. Transaction costs increase and some see this as reducing financial 
security (though dependence on local authority contracts is also seen as a major financial 
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risk). Whist individual service users will have greater choice in purchasing from providers, 
some providers may become less visible if there is inadequate investment in good local 
information and guidance resources. 

 

b) Role changes 

The introduction of SDS will change the way in which many individuals, professions and 
organisations work. Many of these changes are positive and welcomed, but some may be more 
challenging – either because of the scale of the change, or because of the relational change and 
complexity it involves. Some key changes that have been raised include: 

 Working with families and support circles, not just individual service users. There has often 
been some degree of ambiguity about how relatives, friends and carers engage with care 
managers. SDS can give them a more formal role in the support planning process, as well as 
recognising their contribution to the provision of care. The complex dynamics of some of 
these social relationships will be challenging at times for care managers. 

 Risk, independence and the duty of care. Promoting independence and retaining a duty to 
prevent some risks or harm introduces a complex negotiated dynamic to the relationship 
between care manager and service user. This is not a new challenge, as enabling 
independence has long been a goal within social care. Giving service users more control, 
and more options will, however, increase the challenge. 

 The role of peer coaches is attracting interest. They might support and advise circles of 
support as well as individual service users, as well as being a service user voice in 
developing service provision. Defining these, and other new roles, needs to be accompanied 
by appropriate training and, potentially, standards. 

 Service users may have difficulty reconciling conflicting advice and guidance from different 
sources. Some collaborative approaches to support planning may be needed so that service 
users are not left as unsupported arbiters holding a fragmented system together. 

 Both care managers and service providers may find it more difficult to maintain the long-
term overview and continuity of care. Whilst it is right that service users should be able to 
be the focus of continuity, care managers may find it more difficult to function effectively 
as backstop. 

 Some professions who currently focus on client groups may need to work more generically 
with a locality focus. Advocates may, for example, currently work with specific disabilities 
(eg physical but not learning) or with elderly people.  

 Advocate or rationer: support planning staff may see themselves as advocates of client 
interest, maximising the support available, whilst working alongside those implementing 
resource allocation. They may be able to learn from other professions, such as GPs, who 
have had to balance advocacy of individual health needs whilst supporting resource 
allocation within community public health concerns. 

 Local Authority presumptions of leadership are being challenged. User groups and third 
sector organisations may, in some localities, increasingly see themselves as partners with 
equally legitimate accountability and scale of contribution. Strategic commissioning and 
investment in services will need to evolve alongside continuing pressure for devolution and 
community engagement. 

 

c) Future capacity 

Service are being outsourced, new organisations created (eg ULOs) and new systems and processes 
implemented. There remains considerable uncertainty about the costs, financial viability and 
capacity of different part of the system. Transition funding will end at a time when Local 
Authorities are expecting significant financial pressures. Financial pressures can weaken 
relationships if organisations take tough decisions that damage others in order to protect their own 
short term interests. Alternatively, the need to work together to achieve workable long term 
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solutions can create a context that strengthens organisational relationships. Some key concerns to 
note are: 

 Local Authority contracts that do not allow enough time to provide quality in support 
planning. Underfunding will undermine the positive potential of SDS. 

 Accelerating the rate at which people move to SDS may lead to skimping in support 
planning: existing patterns of provision may simply be relabelled as SDS. 

 If more support becomes a charged-for service, people may choose to access limited 
assistance in support planning. This may mean that some service users do not receive the 
full benefits of SDS in terms of choice and control. SDS may end up working well for those 
who are confident to manage their own care, or who have access to good social or third 
sector support, but less well for some of those who are most in need. Care managers, in 
reviewing plans, will need to be alert to this. 

 


