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Introducticn

“

As Social Workers with a special responsibility for dealing with
leng-stay psychiatric patients, we have been engaged 1in helping people
to leave hospital and tc move 1into the community. It is our experience
that the difficulties surrounding discharge have increased since April
1988, and particularly difficulties in obtaining furniture and other
househcld essentials for those who move into unfurnished tenancies.

Manv aspects of the Social Security and welfare benefits system
changed very considerably from April 11th 1989, and both our work with
individuals and our understanding of the impending changes led us to
examine very carefully the circumstances of a group of c¢lients awaiting
dischargs.

This report is a description of the problems facing both the client
and the social worker who 1is helping a person to set up home 1in the
community.

P -
We are very grateful for all the help given to this project by Cath

Hopkins and Barbara Jarvis.



Section One
Government Pclicy and Community Care

The majority of people needing long-term care are looked after 1in
the community by relatives, especially women, with only the most severely
disabled or socially isclated people being maintained in institutions.

In the 1950s a number of strands began to be drawn together which
resulted in a challenge to the supremacy of the large, isolated asylum as
the most suitable form of care. New kinds of treatments, more liberal
regimes, which permitted the unlockina of wards, and a better
understanding of the harmful process of institutionalisation, led to the
1059 Mental Health Act and the 1962 Hospital Plan. Closure of hospital
wards and the development of a community based service had begun.

As large residential units contracted, some of the properties began
to be seen as desirable assets and were sold as country clubs or private
residential homes. This asset stripping further accelerated the process.
The result is that over the last 25 vyears the in-patient population of
mental institutions in England and Wales has decreased from 145,000 to
73,000. 0f these only 60,000 people are in traditional psychiatric
hospitals. This steady decrease 1is likely to continue over the next ten
years as a recult of continuing Health Service initiatives and as the
Local Authorities make progress with the task of providing alternative
Tocal accommodation.

Community care has therefore become a dominant policy theme, and
numercus ° Government documents and circulars have demonstrated the
Govermnment's commitment to furthering provision within the community.

In 1974 local Joint Consultative Committees were esablished to
advise their respective authorities on key services within the Health
Service and Social Services. This has since been extended to include
housing and education authorities as well as family practitioners and the
voluntary sector in joint planning.

In 1976 the Department of Health and Sccial Security devised a
Joint Funding scheme, which made money available to the Health Service to
finance the services needed to substitute for hospital beds. (This was
again extended in 1983 to include housing and education where relevant.)
The purpose of joint financing is to help to get an activity established,
but the ultimate objective is for the Local Authority to assume full
responsibility as soon as possible.

The 1986 Report of the Audit Commission found many areas where
hospital based residential care had simply been transplanted into 'the
community’ with the Welfare Benefits system paying the bill instead of the
Health Service. Such a crude transplant entirely misses an 1important
opportunity teo generate more flexible and imaginative forms of community
care. More recently the Griffiths Report has suggested way in which funds
and skills in providing community care could be more effectively deployed.

Most recently of all, the new Social Fund’s Community Care Grants



are specifically targetted con people ieaving psychiatric hospital. Such
persons form one of ten priority groups who are identified as needing
extra cash help at this critical point 1in their lives. A Start Up Grant
@f up—t& £500 is available to assist those who aim to make a new home for
themselves after in-patient treatment in a psychiatric hospital. This is
an expression, in cash terms, of the State’s continuing commitment to
hospital closure and community care.



Section 2
The Development of Psychiatric Rehabilitation

Over the past 25 vears the population of psychiatric hospitals in
England and Wales has halved and many individuals have moved into the
community after long periods of in-patient treatment. The transition from
hospital to community can create many practical problems for the patient
and many hurdles must be overcome 1if the discharge is to be a success.
Psychiatric Rehabilitation has evolved cover the last twenty years as a
specialised activity working in this transition area, helping people to
cope wth these difficulties.

It is difficult to chart with gareater precision the emergence of
this specialism. No figures have been collected which show how many
Consultant Psychiatrists have been employed with a special responsiblity
in this area. Other disciplines similarly lack historical data of this
kind. In 1980 the Department of Health and Social Security invited
applications for the designation of ’National Demonstration Service’ in
rehabilitatiaon. By 1988 eight services had been thus designated and
applications had been received from almost every Health Service Region in
England.

In 1883 the Royal College of Psychiatrists establised a Section for
Social Community and Rehabilitation Psychiatry, a move which further
acknowledged the significance of the specialisms.

Nottingham Rehabilitation and Community Care Services

The Nottingham Rehabilitation and Community Care Service (NRCCS)
was initially designated as & National Demonstration Service in 1882, to
serve the whole Nottingham Health Authority, a largely urban area with a
population of 610,000. Twc hospital wards, a 40 place day centre and a 100
place day unit for industrial therapy formed the core of a service that
was to grow steadily over the next six years. At its inception NRCCS was
served by a Consultant Psychiatrist specialising full-time in
Rehabilitation, one Social Worker and two Community Psychiatric Nurses.

By 1988 the client group had expanded to some 500 people who mace
use of residential, day care or community based support. Services are
delivered by a staff team of nearly 200, working from fourteen different
locations. The Social Work team now includes a Senior and six Social
Workers, there are six Community Psychiatric Nurses, seven Occupational
Therapists and two (vacant) posts for Clinical Psychologists.

The task facing the NRCCS 1is to assist people who have experienced
enduring mental health problems to live as independently as possible.
Services are provided to help individuals become more self-reliant and to
support those who have achieved a plateau, maintaining them for a time
until they are ready to progress again.



Residential Rehabilitation

The NRCCS provides move-on residential accommodation in four units
which vary in terms of the particular needs of the clients they serve.
A1l four units are deemed to be hospital wards by the Health Authority,
but all require clients tc participate in their active rehabilitation
programme. Psychiatric nurses provide most of the staffing, along with a
Targe input from many other professicns and disciplines.

Between January and December 1987, 43 people were discharged from
these four units. An examination of their experience will give us some
idea of the situation likely to face the people currently 1in residence.
Professionals in contact with the service do not perceive any significant
differences between those resident 1in 1987 and those resident at the
moment.

TABLE 1

Discharges from Rehabilitation in 1987 by gender and age

Age (years) Males Females
15 - 24 1 1
25 - 34 5 5
35 - 44 5 &
45 - 54 4 6
55 - 64 4 4
65 + 3 -
TABLE 2

Discharges from Rehabilitation in 1987
Number of Weeks in Residential Rehabilitation

Weeks Clients
0 -9 12
10 - 18 4
20 - 29 8
30 - 39 4
40 - 49 6
50 - 59 1
60 — 69 3
70 - 79 2
80 + 3



Table 2 shows the length of stay in residential rehabilitation
prior to discharge. In addition, it is important to remember that many
people will have had extensive periocds of in-patient treatment prior to
referral to NRCCS. The length of time spent in residential rehabilitation
clearly varies quite considerably, but in many cases it 1is prolonged. On
average, clients spent about 10 months in residential rehabilitation
before discharge.

The cost of residential rehabilitation can only be estimated.
Figures are available for the financial year 1986/87, and these provide an
average for the whole hospital. The cost per in-patient week is near to
four hundred and fifty pounds and this does not include the costs of
doctors, social workers, occupational therapists and community psychiatric
nurses who can be found on the premises every day. The total cost of
residential rehabilitation must be well in excess of five hundred pounds
for every week 1in residence and the average cost of a period of
residential rehabilitation would therefore be twenty thousand pounds plus.

TABLE 3
Discharges from Rehabilitation in 1987, to type of accommodation

7 people returned to existing home

10 people moved into new unfurnished accommodation
2 people moved into new furnished accommodation

4 pecple moved into group homes

1 person moved into family placement scheme

10 people ‘moved into registered homes (hostels)

8 people returned to hospital

1 person moved to prison

First it is clear that in 1987 a guarter of those discharged moved
to unfurnished accommecdation. They would therefore have required
furniture and fittings. It is a matter of principle that every individual
who enters residential rehabilitation has the right to aspire to ful?l
independence in unfurnished accommodation. It 1s a matter of conjecture
whether the proportion of discharges into such accommodation would
increase if the difficulties surrounding the provision of furniture were
eased.

0f course some individuals move mcre than once after discharge from
residential rehabilitation. The place each person was discharged to
(referred to in Table 3) may be a staging post in a gradual progression
taowards full independence.

second, Table 3 shows that only 7 people returned to their already
existing homes. This illustrates the point that very few rehabilitation

clients are actually and substantially supported by relatives. Most are
profoundly isolated and have few friends or relations who could offer
assistance. In most cases where individuals Teave residential



rehabilitation for independant tenancies social workers have been unable
to recruit help from relatives.

In short we are dealing with a group of socially isolated people
who in many cases cannot count on substantial help and support from their
families. They are being encouraged to leave psychiatric institutions,
and to settlie in the wider community. Many of them will encounter an
immediate need to equip themselves with furniture and househcld effects,
but will lack the financial resources for this substantial investment.
For this, many will turn to the social security system for cash help.



Section 3
Patjents and Benefits

A prime purpcse of our enquiry was to examine how the changes in
the social security system which came into force on April 11th 1988 might
affect the sorts of people who are currently passing through the process
of residential rehabilitation. This required us to take a cohort of 44
people who were in residential rehabilitation during the week commencing
11th April 1988 and to make a close examination of their benefit status
and entitlement. With their permission, and with the help of a number of
DHSS offices, we tried to establish this base-l1ine information. Our
findings are presented in Table 4.

¢
TABLE 4.

Benefit status of the 1988 R.R.Population, as at April 11th 1988.

1 Income support only 3
2 Severe Disablement Allowance only 15
3 pPension + Income Support 2
4 Invalidity Benefit @ £43.90 2

" " " @ £46.65 1

" " ' " @ £49.80 19
5 Employed/Community programme i
6 Unknown 1

Note: Severe Disablement Allowance 1is a non-contributery and non
'means—tested benefit. An applicant must have been incapable of work for at
least 28 weeks and must be classed as 80% disabled (unless the incapacity
began on or before the applicant’s 20th birthday). This second condition
is satisfied automatically if the applicant already gets Attendance
Allowance or Mobility Allowance, has an Invalid Car or Car Allowance from
the DSS, or is registered blind or partially sighted.

The current rate of benefit is £24.75 per week.

What benefits might be available.?

Two specific lump-sum benefits payable through the Social Security
system are relevant to a patient on the point of discharge from
residential rehabilitation. These are a Community Care Grant, paid out of
the Social Fund, and Resettlement Benefit. These benefits are described
in greater detail below, but the first thing is to establish the criteria
for securing such cash help. Eligibility depends entirely upon the kind,
and the amount, of benefit which the applicant receives from week to week.



Some  benefits qualify a person for cash help; others disagualify.
Community Care Grants exclude some groups altogether from applving, and
then maintain a degree of administrative discretion in the case of those
fortunate enough to be able to apply. Resettlement Benefit is paid
according to precise rules of entitlement, and there is no administrative
discretion. It is possible to set out the relationship between weekly
benefit and these two lump-sum benefits as follows.

TABLE 5

Sources of weekly income and applicable Tump-sums

1.A711 entitled to Income Support Community Care Grant (CCG)
2.Severe Disablement Allowance CCG(1) and Resettlement Benefit (RB)
2.Invalidity Benefit @ £43.90 CCG and RB

@ £46.65 RB

@ £49.80 RB
4.Employed/Community Programme -

Notes: 1. Those who receive $.D.A. may also apply for Income Support, and
if entitled, they are then eligible to apply for a Community Care grant.

More about lump-sums

Until April 1988 two specific cash benefits were available, to help
people meet their needs upon discharge from rehabilitation. The first was
Supplementary Benefit single payments, lump-sum payments to meet special
needs which could be applied for on discharge, to help ex-patients to
'settle in the community. The second, Resettlement Benefit,was a sum of
money which some in-patients could accumulate, in effect as savings, from
money they would otherwise have received as benefit. This ’savings scheme’
came into force at the start of the second year of hospitalization, and
money could be accumulated for the whole of that year, but for no longer
than that.This accumulated sum, which could amount 1in some cases to a
very substantial sum, would be paid over on discharge as Resettlement
Benefit.

In April 1988, Single Payments were abolished, but those in receipt
of the new Income Support, or those who would become entitled to Income
Support on discharge, can now apply to the discretionary Social Fund for a
Community Care Start-Up grant of up to £500. Resettlement Benefit was also
abolished although anyone who had been accumulating an entitlement before
the April changes could still claim it. However no new entitlement will
accrue, and in time this benefit will disappear altogether.

The Governement has also recently announced the new Independent
Living Fund, which provides money for personnel to assist disabled people
in the community. However it does not have a pbrief to finance the purchase



< “yrniture for independent tenancies. Consequently it is not relevant to
~e problem under discussion here,

Our enquiries showed that out of the 44 people in our 1988 cochort,
0 could claim a sum of Resettlement Benefit amassed before April. These
ums varied very considerably from only £52 in one case to as much as
1200 in another. There is also a perverse relationship between the length
¥ stay in hospital and the relative amount of Resettlement benefit
avable. The more recently a person was admitted, the relatively larger
111 be their lump-sum; this is the effect of inflation upon savings that
re not invested. Two of the 10 with some Resettlement Benefit were also
1igible to apply for a Community Care Start-up grant , although if their
'zzattlement Benefit exceeded £500, then the excess might be treated as
wailable capital by the Social Fund Officer, and the Start-Up grant
educed pro rata.

So, from our cohort, eight persons are entirely dependent upon the
erv variable) payment of Resettlement Benefit., and are not eligible to
ooly for a Community Care Grant. But as Resettlement Benefit 1is phased
wt, so this group’s counterparts in future cohorts are likely to have
iczess to no sources of  lump-sum help to enable them to meet the costs of
‘asettlement in the community.

But these eight are not alone 1in this respect. A further twelve
-embers of this year’s cohort not only did not gualify for Resettlement
ianafit, but were also excluded form applying for a Community Care Grant.
‘~ese people would have no access to any cash help at all upon discharge
‘rom residential rehabilitation.Together these two groups account for
zarly half of the residential rehabilitation population.

0f the remainder, a further 20 had no accrued Resettlement Benefit,
.t were eligible to apply for a Community Care Start-Up Grant. An
izplication can be made for a grant up to six weeks before discharge, and
2y actually be paid up to two weeks before discharge. But as we have
itready seen, an average rehabilitation programme lasts 45 weeks, so that
re greater part of this time must be passed without any assurance at all
iz to whether in the end help will be forthcoming or not.

In the final twc cases we were unable - to establish what their
ienafit  status was, and remain unclear about their situation.

\ survey of charities

We have seen that out of 44 people,at least 12 will have no access
0 cash help with which to furnish a flat at the point of discharge.
\nother 22 must wait until a fortnight before their discharge date before
he pendulum of discretion will swing and grant or withhold the five
wndred pounds Start Up Grant.

Where the Start Up Grant 1is refused to an applicant, the Social
‘und Manual recommends Social Fund Officers to point the unsuccessful
ipplicant towards charities (see para 9055). Likewise, Paragraph 4059



makes the same suggestion in connection with crisis loans. Each DSS local
office has been supplied with a copy of the Charities Digest, and this is
presumably to assist Social Fund Officers 1in guiding applicants to the
appropriate source of charitable money. But just exactly how broad and
free-flowing is this stream of generosity?

with the help of both the Charities Digest and the Directory of
Grant Making Trusts published by the Charities Aid Foundation we were able
to identify a list of some 75 charitable foundations which might help our
client group. A letter requesting assistance was sent out to these
organisaticns in late May and early June 1988. By 31st August we had 2%
replies to our enquiries. Of these 25 replies one charity offered support
in publicising the problem and one offered financial help to one client,
amounting to two hundred and fifty pounds. A further approach to a
Tocally administered charitable fund resulted in two successful responses,
of £350 and £500 respectively. One of these was to a client who recieved
a -payment of Resettlement Benefit well below the level of the Start Up
Granmt. No guarantees have been given of any further payments; indeed this
particular charity notified us in January 1989 that all its funds were
allocated for the financial year 1988/89, and no further help could be
given.

It would seem that even after these exhaustive attempts, the most
hard-pressed members of our cohort will still have no access to money on
discharge.

Timetabling Troubles

Problems are not over even for those clients who are fortunate
enough to obtain some cash for furniture. We have now identified thres
different possible sources of capital.



gble 6 Sources of Capital.

No. of Recipients Amount
zart Up Grant Maximum of 22 Variable £500 (max)
esettlement Benefit 10 Variable £52- 1,200
narities 3 Variable £250- 500

The Start Up Grant is part of the Social Fund Community Care Grant
ystem and replaces the old single payments provisions under Supplementary
enefit. It is reasonable to assume that the figure of £500 available as
. start-up grant is considered to be the baseline minimum needed to meet a
erson’s needs. If this is so, then by this yardstick at least two of the
ssettlement Benefit payments and two of the donations from charity

There are further practical and administrative problems which our
“ients may then encounter.

For example, in Nottingham the City Council Housing Department and
re Housing Associations usually allow a potential tenant one week 1in
ihich to decide whether to take up a tenancy. The letter offering the
.enancy may arrive after many months of waiting and sometimes without
;arning. In conseguence, the client may have no more than seven days in
+ich to make a decision and begin the process of seeking finances for
‘urniture before becoming liable for rent and rates. The Social Fund
rvites applications for a Start Up Grant up to six weeks pricr to the
sate  of discharge. but this sensible provision cannot be utilised in the
»ziority of cases due to the lack of notice of the tenancy.

Resettlement Benefit should be easily calculated by the DSS, but in
iottingham there appears to be some delay in processing requests for the
‘alculation. The local DSS offices were written to with requests for the
‘rformation and ten weeks later we had noc response in connection with six
:Tients. In practice this could mean an expensive, time-consuming and
‘smoralising delay in the programme of rehabilitation as we do not know
:ne probable financial circumstances of these six persons on discharge.

Seccndly, Resettlement Benefit is not payvable until the day of
*srmal discharge from hospital. Local clinical practice has been to begin
ne  tenancy on extended leave and retain a hospital bed for four weeks 1in
:ase the placement 1is unsuccessful. This has the effect of delaying the
sayment of Resettlement Benefit until the patient has actually lived 1in
-:ne (presumably unfurnished) accommodation for four weeks.
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sction 4
ne Shopping Expedition

But is a sum of about £500 enough to meet the setting-up
sts of one of our clients? This is certainly a very practical guestion
3 ask, but it has another dimension as well. In a market economy cne of -
1e. basic activities that defines individuality is the exercise of:
ansumer choice in shopping. Selecting goods and paying for them out of
3Ur owhn purse is an activity which ddentifies the customer as adult,
zsponsible and enjoying civil rights as a consumer.

Very few psychiatric patients have substantial private means;
wsually, but luckily for this research, we were able to keep a log of .
irchases made hy one of our clients who in fact had substantial capital .
> her disposal, and was moving from a residential rehabilitation unit to.
1 independent wunfurnished tenancy. This lady was discharged from:
ahabilitation immediately prior to the members of our cohort. She shopped
1 April 1988 and chose new items of furniture, but selected the cheapest:
Jjoted prices available in Nottingham. Her total expenditure amounted to.
cer £2100. This was in fact not an extravagant expedition. The list of
tems is standard and basic household stock, and no single item was of
:re than average cost. Readers can judge for themselves from the Tist
2low.
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