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Summary

This paper provides evidence in support of the proposal for the Hackney Health Links Advice Project. The paper makes a number of substantive points.

· There is increasing recognition of the effects that factors such as unemployment, poverty, poor housing and education have on health. Government policy requires a multi-agency approach to address the inequalities that result from such factors. City & Hackney HIMP has identified the wider determinants of health as a priority issue for action

· General practitioners and other community-based health staff are well placed to detect the wider factors affecting the health of a population, who might not otherwise access advice services; but are not well equipped to address such factors – this is the role of free, independent advice services.

· A survey of Hackney advice services, carried out on behalf of the Hackney Community Legal Services Partnership in 2001, reveals a worrying picture of  over-stretched services, unable to meet the advice needs generated by the borough’s deprivation and service issues. The survey highlights intense concentration of unmet need in the south-west and north-east of the borough; and raises concerns about how to meet the needs of residents, for whom the centre of the borough is not accessible. Recent cuts to advice services have worsened this picture. There is no Hackney advice strategy and no forum from which to build links between agencies or develop a coherent pattern of provision.

· There is a growing body of research evidence on the advantages of advice in primary care settings: increased income; improvements in health and quality of life; a reduction in use of NHS resources e.g. consultations, prescriptions; access for people who would otherwise be effectively excluded from advice services; a resource for health workers, resulting in awareness and knowledge of the socio-economic needs of patients and increased efficiency of health-related claims.
· The Health Links Advice proposal seeks to address the findings of this paper, bringing together the agendas of health, poverty and social exclusion.

Background

Setting the Scene

There is increasing recognition of the effects that factors such as unemployment, poverty, poor housing and education have on health. In an area like East London the effects of these underlying factors are particularly pronounced because deprivation is so widespread. In order to see long-term improvements in health it is essential that a concerted effort be made to address these determinants of health. This is not a task for the health service in isolation, but requires multi-agency action to bring about change (City & Hackney Public Health Profile, page 5, November 2001).

Advice in Primary Care

As Early as 1985, Jarman (Jarman,1985) commented on the wider scope of primary care to address patients social and health related welfare needs, particularly in deprived areas:

“Many people do not receive the full state welfare benefits to which they are entitled. Roughly two thirds of the population consult their general practitioners at least once a year. General practitioners and community nurses are exceptionally well placed to detect those who are suffering genuine financial hardship but they are not well equipped to give advice about the complex system of state social security benefits. Imparting such advice in suitable cases, particularly where the lack of it is detrimental to health, might be regarded as a proper function of general practitioner and health centres.”

The rationale and impetus for locating advice workers in primary care settings is firstly to address the needs of a patient population who might not otherwise access advice services which are usually in town centres. Problems of access may be due to ill health, lack of transport, or simply a lack of knowledge about advice services and benefit entitlements, to name a few.

Secondly it is an issue of demand management and how strategically placed advice services can reduce inappropriate demand on GPs and other PC staff.  It is know that higher rates of GP consultation are associated with greater social and economic deprivation (Goddard & Smith, 1998). Moreover, these GPs assess anecdotally that between 50-60% of consultation are for social reasons, not strictly medical. 

Thirdly, on a more fundamental level, the model of welfare advice in primary care may be seen as addressing concerns about health inequalities that relate to socio-economic status (Black, 1980; Benzeval et al, 1995; Acheson, 1998; Department of Health, 1999; Lynch et al, 2000). Indeed, a specific recommendation of the Acheson report (1998, p35) is to increase the uptake of benefits in entitled groups, a suggested method for which is to place ‘welfare counsellors’ in primary care centres in disadvantaged areas.

The Independent Advice Sector

Where do people go when they have no work, money problems, or poor quality housing? They need independent and free help and advice: advice about rights, entitlements and remedies that exist to tackle their disadvantage; and the action and support to gain access to services and to enforce their rights. Providing this help and advice is the work of the independent advice sector. The advice sector is made up of voluntary organisations that provide free, confidential, independent, impartial advice on a range of legal issues such as housing, welfare benefits, debt, employment, community care, immigration and nationality: issues that disproportionately affect people who experience social exclusion. 

Advice agencies consequently empower individuals by transferring knowledge and skills about rights and entitlements and play a vital part in promoting an inclusive society. The following ‘real life’ case studies illustrate the work undertaken by advice agencies. The case studies focus on problems in the categories of housing and homelessness, debt and money problems, benefits, education and community care. Although the case studies have been divided between the categories, most of them reveal how the person was affected by more than one problem, and how problems are often interlinked, as the emergence of one can lead to the development of other problems. 






The Independent Advice Sector in Hackney

‘The mapping work has revealed a worrying picture of voluntary advice provision that is massively overstretched, unable to meet the advice needs that the borough’s deprivation and service issues generate’ (A Strategic Plan for Advice Services in Hackney, 2001).  

The Health Links Advice Project proposal needs to take account of what is happening to the independent advice sector in Hackney generally because its work cannot be done successfully in isolation. The independent advice sector in Hackney faces many challenges and uncertainties. The financial and managerial difficulties faced by Hackney Council are well-documented. These difficulties have resulted in substantial reduction in funding for the advice sector and the voluntary sector more generally. Despite the initial work of the Hackney Community Legal Services Partnership (which is currently dormant), a coherent advice strategy for the borough is yet to emerge. Information about current provision is not co-ordinated and is consequently difficult to find.

Hackney is, by virtually every indicator available, one of the poorest boroughs in the country. This means the need for free advice is immense yet the picture is of mainstream advice providers in Hackney, struggling to survive let alone meet the enormous advice needs of the community. In itself, a lack of access to advice services is a further contributing factor in creating and maintaining social exclusion.  The Health Links Advice Project proposal will therefore need to develop a sustainable partnership network of advice agencies with a borough-wide strategy to target specific areas and to reach those in most  need of advice services.

The Current Provision of Independent Advice 

There are few generalist advice services in Hackney ie, providing advice on any topic to any person. The bulk of providers serve a particular population or particular need. Much advice work is located within community-based agencies that provide other services, often relying on single, part time advice workers. Whilst there are some links between providers, there is no advice network or forum from which to pool expertise, develop referral arrangements or plan an appropriate pattern of advice provision for the borough. There are few links between the advice sector and health and social care voluntary groups, which will be in touch with those requiring health-related advice. The sector is fragile, fragmented and characterised by competitive relationships.

Needs assessment carried out the Hackney Community Legal Services Partnership1 (A Strategic Plan for Advice Services in Hackney, 2001) concluded that Hackney’s needs for advice are high, extensive and almost certainly outstrip the current supply of advice services. The individual category conclusions are shown in Table 1 below.

Table 1

	Category
	Needs Assessment

	Welfare Benefits
	High

	Debt
	High

	Mental Health
	High

	Family
	High

	Consumer
	Medium

	Education
	Medium

	Housing
	Medium

	Employment
	Medium


Moreover it concluded that advice services are not suitably located or evenly distributed, with the bulk of specialist and generalist provision found in the central portion of the borough, especially in Dalston, Westdown, Chatham and Queensbridge wards. The report highlighted intense concentration of unmet needs in the south-west and north-east of the borough and raised concerns about how the needs of residents, for whom the centre of the borough is not accessible, are to be met.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                            

Despite this, individual agencies have developed some services of interest to the Health Link Advice Project, in particular contacts within primary care and other health settings for example:

· health advocacy for Kurdish and Turkish speaking people; and for older people

· working with primary care staff on issues affecting carers and relevant referrals 

· outreach advice service within a GP Practice and at Homerton Hospital

· advice services for people with complaints against the NHS.

Improving Health Through Partnerships

This section has two purposes. First, it sets out the current policy context within which the Health Links Advice project is being developed. Second, it summarises and reviews the findings of existing research on the location of advice in primary care settings.  

The Current Policy Context: Improving Health

Current government policies place considerable emphasis on improving health and reducing the inequalities in health experienced by different sectors of the population, in order to ‘bring about lasting improvements in the Nation’s health’ (DH 1997a, para. 1.2).

The government’s green paper (Our Healthier Nation, 1998) sets out the case for concerted action to tackle not the causes of disease but the causes of the causes: poverty, inequalities, social exclusion, unemployment, and all other features of the physical, and social environment that converge to undermine health (Warden, 1998). “Connected problems,” the paper tells us, “require joined-up solutions.” 

More recently, The NHS Plan (DH, 2000 p.5) highlights the needs for integrated health and social care provision, “recognising that good health also depends upon social, environmental and economic factors such as deprivation, housing, education and nutrition...”

NHS services and organisations are no longer solely responsible for delivering services in response  to ill-health, but are also encouraged to work with a wide range of other statutory, community and private sector partner organisations to improve health,  reduce social exclusion and provide a seamless service for patients (The New NHS, 1997; Our Healthier Nation, 1998; In Partnership in Action, 1998).  Policies consistently advocate ‘joined up’ government, to tackle ‘the causes of poverty and social exclusion, not just the symptoms’ (DSS 1999c, p3).

This broader approach to improving health and preventing ill-health is underpinned by an explicit acknowledgement that many of the illnesses presented to NHS doctors and nurses have their causes in wider socio-economic circumstances: 

‘Poor health can spring from a complex interaction between the genetic make-up and behaviour of individuals and social, economic and environmental factors in the community.... Poverty, low wages and occupational stress, unemployment, poor housing, environmental pollution, poor education, limited access to transport and shops, crime and disorder, and a lack of recreational facilities all have had their impact on people’s health’ (DH, 1999b paras. 4.2-4.3)

Tackling the wider, socio-economic causes of illness is also a key factor in reducing the current major inequalities in health and illness. Moreover, this strategy has close links with other current policy objectives of promoting social cohesion, fostering community regeneration and combating social exclusion (SEU, 1998, 2001)

A core objective of primary care groups and trusts is to improve health and address inequalities. This includes engaging with social, economic and environmental influences (Primary Care Groups: Delivering the Agenda, DH, 1998). 

Locally each health authority area is required to produce a Health Improvement and Modernisation Plan (HIMP), stating how it will improve the health  of the local population , based on need and locally agreed criteria. City & Hackney HIMP has identified Regeneration & the wider determinants of health as a priority issue for action (City & Hackney HIMP, 2002-2005, p4). 

‘Health improvement is crucially dependent on addressing the causes of ill health through prevention and action to reduce social and environmental risk factors. This can only be done by close partnership working between all those with an interest in the health of City and Hackney residents’ (City & Hackney HIMP, 2002-2005, p15).

The key issues contained within the national agenda acknowledge that the root causes of ill health are mostly social, economic, and environmental. There is now a call for increased partnership working between sectors, for primary care to take a more strategic lead at a local level, that inequalities in health be addressed locally and that partnership should lead to more holistic responses to health needs. The Health Links Advice proposal encompasses  all these themes and brings together the agendas of health, poverty and social exclusion.  

Learning From Research: Evidence From Previous Evaluation Studies 

Since Jarman’s proposal in 1985 there has been a steady growth of projects throughout the country providing welfare advice in primary care settings. Many of these projects have reported their results and recommendations. There is therefore a growing body of research evidence on the experience of locating welfare advice services in primary care settings.  The following advantages have been identified: 

1. The service has led to an improvement in the health and quality of life of patients (Abbott & Hobby, 1999; 2000).

2. Improvement in the health and quality of life of patients has led to a reduction in patients’ use of NHS resources, e.g. consultations, prescriptions (Abbott & Hobby, 1999, 2000; Emanuel, 2002; see also Bundy, 200l, Burton & Diaz de Leon, 2002).

3. The service is local & accessible compared to High Street Bureaux; home visits can be arranged (Jennings & Veitch, 1993). Thus advice workers in GP surgeries facilitate access for people who would otherwise be effectively excluded due to age, poor health, poverty, lack of transport, or psychological barriers in visiting mainstream advice services (Galvin et al, 2000; Middlesbrough Welfare Rights Unit, 1999).

4. The stigma of claiming is reduced because the service is legitimised, e.g. if the doctor recommends that an elderly person makes a benefits claim the resistance to claiming is reduced (Jennings & Veitch, 1993).

5. The service promotes local knowledge of advice services, e.g. many people are not aware of the range of services offered by CAB, often thinking it’s just about consumer issues (Jennings & Veitch, 1993).

6. The service increases health workers knowledge of advice services and benefits, thereby enabling them to address patient needs and provide a more holistic service (Fleming & Golding, 1997; Moore, 1999). As such, the service raises the awareness of primary health care staff about the socio-economic needs of patients (Emanuel & Begum, 2000) and thereby legitimises the discussion of health related psycho-socioeconomic problems (Moffat et al, 1999; Porter, 1998) rather than ‘blocking’ these issues, due to lack of knowledge or resources (Emanuel, 2002).

7. The presence of an advice worker in the surgery serves as a resource for health professionals when dealing with health related benefits claims, such as disability living allowance, e.g. their experience and knowledge saves time for GPs completing forms and ensuring correct claims are submitted (Porter, 1998). The service therefore increases the efficiency of health related claims and appeals through proximity and team work (Fleming & Golding, 1997; Moffat et al, 1999).

8. The service provides a resource to practices working in areas of high deprivation where a large number of consultations have an underlying psycho-socio-economic basis. Advice workers are an extra resource for advice, support and referral of patients in dealing with welfare issues, thereby relieving pressure on GPs and other primary health care staff (Coppel et al, 1999; Emanuel & Begum, 2000; Scully, 1999; York CAB, 1998; Little, 1995).

Lessons Learned

Having reviewed the various projects that have been conducted, it is important to ‘extract learning’ from their implementation within primary care services. Three particular issues are noted below:

1. It is important to provide training for members of the primary health care team about appropriate referrals to the advice worker. Referrers need to be aware of the range of assistance provided in order to avoid inappropriate referrals and ensure use of the service (e.g. Emanuel, 2002; Hoskins & Carter, 2000; Reading et al., 2000; Sherratt et al., 2000).

2. Communication & collaboration between the advice worker and the primary health care team is important in order to provide feedback about the service (referrals, actions, outcomes), resolve service issues, and ensure involvement of health staff (e.g. Coppel et al., 1999; Emanuel, 2002; Fleming & Golding, 1997; Sherratt et al, 2000; Moffat et al., 1999). Some projects report limited communication due in part to the limited time devoted to client advice sessions in the practices.

3. Advice work in primary care, compared to generic advice work, may require relatively longer sessions and longer-term involvement with patients to address complex problems and deal with follow-up work (Fleming & Golding, 1997; Reading et al., 2000).

Missing Millions: Unclaimed Benefits  

Social security provides the sole income and support for many of the most marginalized and vulnerable people in our society. Yet, within our society under-claiming of benefits is a major problem and those who miss out are some of the most vulnerable and poorest members of the community. 

DSS estimates suggest that up to £4.5 billion a year in means-tested benefits may go unclaimed ("Income Related Benefits Estimates of Take-Up in 1998/99", released by the Department of Social Security). It has been estimated that about one million pensioners, roughly one in four, do not claim the support to which they are entitled (Department of Social Security, 1998; cited in Acheson, 1998: p.35). It is also believed that only 40-60% of eligible claimants take-up their disability living allowance and attendance allowance (Hoskins & Carter, 2000). 

Information on benefit claims serves as an indicator of the number of people who are on a low income. The rates of claims for Family Credit, Income support and Jobseekers Allowance are approximately double in City & Hackney compared to the London average. (Health of Londoners Project report, 2000; cited in City & Hackney Public Health Profile, 2001: p.17).  It is therefore vital we maximise the income of people who are not claiming or under-claiming benefits to which they are entitled. Even a couple of pounds extra can make an enormous difference for someone living on a low income. 

Providing welfare advice in GP surgeries has been extremely effective in identifying unclaimed/under-claimed benefits and has raised substantial amounts of income in some of the most deprived areas of the country. On the whole it can be concluded that for every £10,000 invested in benefits advice service delivery will raise £100,000 in patients incomes (Burton & Diaz de Leon 2002). The difference is not only felt by individuals and families but also the local economy too as most of the money will be spent locally, benefiting the wider community. Figure 1 presents the outcomes for four such projects. 


 


References
Abbott S, Hobby L (2000) Welfare benefits advice in primary care: evidence of

improvements in health. Public Health, 114: (5) 324-327.

Abbott, S. & Davidson, L (2000) Easing the burden on primary care in deprived urban areas: a service model. Primary Health Care Research and Development, 1: 201-206.

Abbott, S. & Hobby, L. (1999) An evaluation of the health and advice project: its impact on the health of those using the service. Health and Community Care Research Unit, University of Liverpool. Thompson Yates Building PO Box 147, Liverpool L69 3BX.

Archeson D. Independent inquiry into inequalities in health. London: Stationary Office, 1998 (Acheson report).

Black D, Morris JN, Smith C, Townsend . Inequalities in health: report of a research working group. London: Department of Health and Social Security, 1980 (Black report). 

Bundy, R. (2001) Mutual benefits. Health Service Journal, 15th February, p.34.

Burton, S. & Diaz de Leon, D. (forthcoming) An evaluation of benefits advice in primary care – Camden and Islington HAZ. In L. Bauld & K. Judge (eds) Learning from Health Action Zones: findings from local and national evaluation. Chichester: Aeneas.

City & Hackney Health Improvement and Modernisation Programme, 2002-2005, City & Hackney Primary Care Trusts.

Coppel, D. H., Packham, C. J. & Varman, M. A. (1999) Providing welfare rights advice in primary care. Public Health, 113, 131-135. Core System Group (1998) CORE System (Information Management) Handbook. Leeds: Core System Group.

Department of Health. The NHS Plan.  The stationary Office, 2000. 
Emanuel, J. & Begum, S. (2000) What do you advise, doc? A Citizen's Advice Bureau in primary care in the West Midlands. Manchester Monographs 40. Centre for Higher and Adult Education, Faculty of Education, University of Manchester.

Emanuel, J. (2002) Citizens Advice Bureaux in primary care: a tool for staff to address social and economic inequalities. In L. Adams, M. Amos & J. Munro, Promoting health: policy and practice. London: Sage Publications.

Fleming, B. & Golding, L. (1997). Evaluation of 4 CAT-funded Citizens’ Advice Bureaux units. Birmingham Soundings Research.

Galvin, K., Sharples, A. & Jackson, D. (2000) Citizens Advice Bureaux in general practice: an illuminative evaluation. Health and Social Care in the Community, 8(4), 277-282. 

Hackney Community Legal Service Partnership, 2001. A Strategic Plan for Advice Services in Hackney. 

Jarman, B. (1985) Giving advice about welfare benefits in general practice. British Medical Journal, Clinical Research Ed. 290(6467): 522-4, Feb 16.

Jennings, P. & Veitch, T. (1993) Just what the doctor ordered. Health Service Journal, 103(5371), 30-31. (23rd September.)

Little, S. (1995) Practice gives patients fund of welfare advice. Fundholding, 4(22), 25-26, 6th December.

Middlesbrough Welfare Rights Unit (1999) Project report: welfare rights advice in general practice. Middlesbrough Welfare Rights Unit & Tees Health Authority.

Moore, A. (1999) Benefits check-up. Nursing Standard, 13(41): 17, 30th June.

Moffatt, S., White, M., Stacey, R., Hudson, E. & Downey, D. (1999) “If we had not got referred and got the advice, I don’t know where we’d be, it doesn’t bear thinking about.” The impact of welfare advice provided in general practice: a qualitative study. Department of Epidemiology and Public Health, and Department of Primary Health Care, University of Newcastle upon Tyne.

Primary Care Groups: Delivering the Agenda. Department of Health. Stationary Office, 1998.

Porter, H. (1998) Prescribing citizen's advice. The Health Summary (The Fundholding Summary), xv (2), 9-10.

Our Healthier Nation: a contract for health. London: Stationary Office, 1998.

Scully, T (1999) SACG primary health care project. Sheffield Advice Centres Group.

SEU (1998) Bringing Britain Together: A National Strategy for Neighbourhood Renewal, Cm 4045, Social Exclusion Unit, London, The Stationary Office.

SEU (2001) A New commitment to Neighbourhood Renewal – National Strategy Action Plan, London, Social Exclusion Unit. 

York CAB (1998) GP surgery project: final report. York CAB.

Warden J. Britain’s new health policy recognises poverty as a major cause of illness. BMJ 1998;316:495.

Case Study 1: Housing and Homelessness


Mr O suffers from schizophrenia and is an alcoholic. Last year, he spent seven weeks in hospital after breaking his leg. He does not know how it happened, although it is thought that he was probably knocked down whilst drunk.


He lives on a council estate where his neighbours take an interest in his welfare, particularly since his accident last year. A neighbour visiting him spotted a large pile of unopened official letters from the city council's housing department and the local county court. None of the neighbours knew what to do, but one neighbour contacted the Advice Centre1, and attended an emergency appointment with Mr O on the last day before he was due to be evicted from his accommodation by court bailiffs.


The Advice Centre made an emergency application to suspend the execution of the warrant by the bailiffs. It was a difficult application because Mr O had significant rent arrears, as he had not paid any rent for eight months. Mr O was eligible for housing benefit, but he had failed to make any applications for housing benefit since his accident, and he was therefore advised to go immediately to the city council office to claim housing benefit, accompanied by his neighbour. At court the following day, the district judge, so as to await the outcome of the housing benefit application, adjourned the application.


Now that the immediate crisis had been averted, the Advice Centre turned attention to applying for backdated housing benefit to cover the period during which no rent had been paid. For this, medical evidence of Mr O's mental health problems is required.


The Advice Centre also anticipated that the court would order Mr O to make weekly payments towards his rent arrears at £2.7O per week. However, the district judge was unlikely to be persuaded that Mr O could be left to meet this obligation unaided, and so the Advice Centre will be arranging for the weekly payments towards the arrears to be paid direct by the Benefits Agency through direct deductions from his income support.








Case Study 2: Debt & Money Problems


Mr and Mrs B have two children. Mrs B is a part-time employee on a low wage and the husband is currently unemployed. The family receive working families tax credit and housing and council tax benefits. The family are subject to a suspended possession order for rent arrears and are under a considerable amount of stress, not only due to their financial situation, but also because a relative was being cared for in a hospice for the terminally ill.


Mr and Mrs B received a 'notification of intended seizure' to the amount of £89O and a visit from the bailiffs. Mr B went to his local Advice Centre as he felt he was not coping with the situation and was fearful of the effect on his family. The Advice Centre caseworker examined the correspondence and paper work that Mr B had received and contacted the local council to investigate. It was found that the calculation of housing and council tax benefits had been incorrect.


Two months later, after numerous letters and phone calls by the caseworker to the local council, Mr B's benefit entitlements were re-assessed. However, in this two-month period, the family received more visits from the bailiffs, which led to the family keeping their curtains closed day and night so they could pretend they were not at home.


Mr B finally received £1,8OO in backdated housing benefit allowing him to clear his debt for rent arrears. He also received £42O backdated council tax benefit, which cleared half of his council tax debt. The Advice Centre persuaded the local council to call off the bailiffs and to arrange a more realistic and affordable repayment scheme for Mr B and his family.





Case Study 3: Welfare benefit problems


Ms K is deaf and she came to the Advice Centre for help after her application for disability living allowance (DLA) was refused. She is also a single parent with two young children to support. Her marriage had broken down in 1999 and she needed financial help for herself and her family.


After her application for DLA was refused, Ms K and her family suffered financial hardship, which was made worse because of the severe social isolation she experienced through being both deaf and a single parent. As a result of her isolation, Ms K started to suffer from mental health problems.


The Advice Centre appealed against the DLA decision and represented Ms K at the hearing. The appeal was allowed and the DLA was awarded to Ms K with full arrears. This allowed her to clear her debts and improve her living conditions. There was also an improvement in her mental health.


The Advice Centre has since set up a specialist service for deaf people seeking benefits advice and it has also helped to run training courses for other advice workers.





Case Study 4: Education Problems


Mr and Mrs F were very worried about their son who had severe dyslexia. Their son was not progressing at school, and although the school were giving some additional support, it was not specifically dealing with his dyslexia and was not what he most needed. Mr and Mrs F had gone to the local education authority, but the authority had concluded that the appropriate level of support was being given.


The Advice Centre helped Mr and Mrs F to make an application to the Special Educational Needs Tribunal to challenge the local authority's decision. In response, shortly before the Tribunal, the authority provided a better, more appropriate level of support for the child.


The Tribunal found that adequate support was now being given, but they ordered that the child's future progress should be carefully monitored. In particular, they were concerned to ensure that the boy received suitable support on moving to secondary school. As a result, he received the equivalent of one day a week's support from a qualified dyslexia teacher when he later moved to secondary school, and he has just gained eight GCSEs at grade C and above.











Case Study 5: Community Care


Mr C is a 45 year old man, profoundly deaf since birth. He was brought up in a deprived household and slipped through the education net. He was never given any special provision at school, and ended up unable to read or write, use British Sign Language or communicate effectively in any way at all. He was living with his brother, but he and his brother fell out and Mr C ended up destitute and mentally ill.


After a period in hospital, he was referred to the local Deaf Association, who allocated him a social worker, and got him into a residential setting where he was learning sign language and basic life skills. However, the residential care was costly and was outside the local authority area. The local authority has a 'funding council' which meets monthly to decide on expensive social services cases. The funding council decided to refuse further support for Mr C's placement on the ground that provision should be made within the county.


The county council social worker was asked to look for accommodation for Mr C within the county in supported housing. The Deaf Association social worker questioned whether this was appropriate. He felt Mr C was not yet ready for semi-independent living. He could not manage to get on the right bus, read instructions on a packet, pay a gas bill etc. The director of the residential home also felt that the progress Mr C had made would go to waste unless he stayed there for a longer period. The council refused to reconsider.


The Deaf Association sought the help of the Advice Centre on behalf of Mr C. The Advice Centre identified that the assessments already carried out by the council clearly pointed to the need for continuing the residential placement. Supported housing was not adequate and there was no rational basis for requiring equivalent provision within the county, as it was already known that there was none available within the county. The Advice Centre wrote a letter before action to the Council threatening judicial review. A letter came back within a week stating that Mr C's residential placement would be confirmed indefinitely.














Welfare Advice in Primary Care Setting: Income


Generated





Figure 1





Advice Workers at 30 practices in Bradford.


Total Benefits raised:


£743,464


(Greasley & Small, 2002)





Advice Workers at 7 practices in Birmingham.


Total Benefits raised:


£447,865


(Veitch & Terry, 1993)








Advice Workers at 7 practices in Gateshead.


Total Benefits raised:


£1,641,865


(Sherratt & Jones, 2000)





Advice workers at 13 practices in Middlesborough.


Total Benefits raised:


£1,448,714


(Middlesbrough Welfare Rights Unit, 1999) 








1 Government-led scheme, which is the responsibility of the Lord Chancellor’s Department and Legal Services Commission. Community Legal Services Partnership work in local authority areas, bringing funders and providers of advice in the voluntary, public and private sectors together to plan local advice provision.
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