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1 Introduction

Over the past 50 years, there has been a trend of moving service users out of hospitals and into
community care. The success of this movement has been subject of ongoing debate, with progress
coming in fits and starts [1, 2, 3]. During this time, treatments for learning disabilities and mental
health illnesses have shifted from pharmaceutical to occupational therapy, with increasing focus on
person centred care [4, 5], to reflect the current medical understanding of treatment and rehabilitation.
Legislation has followed a similar trend and the latest Care Act of 2014 prioritises person-centred care,
focusing on protecting vulnerable people and setting out standards of care [6].

The development of Positive Behaviour Support (PBS) [7, 8, 9, 10, 11] techniques represent the
pinnacle of this ideology to date. This framework provides guidance on how to care for people with
Learning Disabilities, focusing on recognising ‘behaviours that challenge’ and how to prevent them.
Behaviours that challenge include property damage, self-harm, absconding and assaulting staff. These
behaviours are exasperated when service users’ needs aren’t met or insufficient skills have been learned.
Service users are conditioned to utilise these behaviours to meet their needs in four areas: sensory,
escape, attention, and tangibles. Understanding why the service user is exhibiting these behaviours
is crucial to upskilling them and breaking the cycle of behaviours that challenge. In this way, the
Quality of Life (QoL) of the individual can be improved. This more humane approach is centred on
the philosophy that service users should be valued, respected, and supported in learning new skills.
This is guided by Support Plans, which detail the long term goals, identify the troubling behaviours
and contain strategies designed to alter the environment and teach new skills to reduce behaviours
that challenge.

Despite this, full realisation and evaluation of this methodology has proven challenging [12, 13, 14]
and in some cases ineffective. When a care service fails to improve the life of a service user, often the
answer is to move the service user on to another care provider. This can lead to a cycle of placement
breakdowns, as the underlying issue is not necessarily addressed. Because of this, services are able
to negate the responsibility to provide truly person-centred care, and plateau with outdated care
techniques. Along with the lack of accountability, this problem is costly and inefficient, and can put a
greater strain on hospitals and prisons.

Unsurprisingly, over the last decade there has been increasing support to reform the care sector. At
the time of writing, an independent commission into adult social care, led by Baroness Louise Casey,
has set out to reform social care and lead the way towards a National Care Service. Addressing the
issues requires systematic change, and demands coordinated efforts and long-term commitment from
all involved stakeholders. Call for such a revolution initially sounds very costly, impractical and time
consuming. However, recently, a report by the National Development Team for Inclusion (NDTI) [15]
found that Small Support Provisions in Leeds such as Mae & Mitchell Bespoke Management (MMBM)
are “achieving a significant overall reduction on yearly direct care costs of almost £209,000 compared
to previous placement costs”, whilst delivering significant benefits for individuals including: indepen-
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dence and control; confidence and emotional growth; stable living conditions; community integration.
Currently, to be referred to MMBM, it must be shown that no other service in Leeds can meet the
needs of the service user, and as such all the supported people at MMBM have experienced the cycle
of placement breakdowns first hand. However, the NDTI recommended expanding the Small Supports
program and advocates for systemic cultural shifts. Could Small Supports be the answer to the slipping
standards of care and ballooning costs in the care sector?

The NDTI report gives a very positive, high-level overview of the Small Support program and the
outcomes for the individuals involved, but the day to day specifics of how these outcomes are achieved
is omitted. We hope to expand on this report by detailing the lived experience of both staff and service
users in the care system, to distil what sets Small Support apart in their approach to care and how
these successes are achieved, and more importantly, how they are reproducible across the care sector.

In this paper we look into how the support staff view previous care services in comparison with
MMBM. In particular we focus on how QoL is prioritised and worked towards. An overview of MMBM’s
care model is provided in Section 2. We detail the four key areas which distinguish MMBM from other
care providers: Housing, Staffing, Support, and Treatment and Management. This is followed by an
overview of how QoL is defined and measured at MMBM in Section 3. This definition underpins all
aspects of the care they provide and is woven into all care plans from the start. We give the latest
in-house data on QoL, which quantitatively demonstrates a high level of QoL as percieved by the
service users themselves, and is validated by the high level of QoL as observed by their care staff.

The data on care services was collected through interviews with current MMBM staff, in which we
asked them to reflect on the ethos and priorities of their previous services; the ability to implement
care plans; how successful these were in improving the QoL of service users; and the effect on the staff.
Likewise, we then asked them about MMBM and what differences they had observed in method and
results. This is given in Section 4.

We find that in general, staff speak very highly of MMBM. Staff observe that there is a contrast
in the priorities and implementation of care between MMBM and other services. Previous services
have a focus on meeting the basic needs of individuals, with staff not feeling like they have time or
guidance on how to do anything more than that. Incidents of behaviours that challenges were much
more frequent in previous roles, and there was more occurrences of restrictive treatment in response
to this.

Staff report MMBM to be more proactive, with a greater focus on upskilling the service user. Due
to the staffing model, the support staff find it much easier to provide more personalised care. There
also seems to be better allocation of resources at MMBM, with the budget allowing for service users
to be accompanied and subsidised to go on holidays yearly - a goal that seemed to be unrealistic in
their previous services.

Finally we draw our conclusions in Section 5.

2 Mae & Mitchell Bespoke Management

Founded in 2019, MMBM is a Small Support Provider tailored to those with complex psychological
needs, including Mental Health and Learning Difficulty diagnoses. The first of its kind in Leeds, this
service supports those who have been hospitalised, institutionalised, or who are regarded as having
a high risk of admission. MMBM currently support five individuals, each with their own specific
needs, and are hoping to expand on this in the near future. To be referred to MMBM, it must be
shown that no other service in Leeds can meet the supported persons needs. In other words, the needs
are ‘complex’, and therefore other services are not equipped to meet the care needs of the supported
person. MMBM’s aim is to break the cycles of ‘placement breakdowns’ these people face and to give
people the resources and support to be an ordinary citizen in their own community.

This is achieved through a four-faceted model. The first of which, Support, aims to give the service
user control and freedoms in a functional and regulated manner. The service user is encouraged to
dream big; it is their choices, preferences and aspirations that provide the framework of the support
provided. Support Plans are constantly adapted and built on as the service user makes progress, their
needs change, or their ambitions grow. MMBM have many routes for the service user to provide
feedback. All service users are familiar with the management team and so are able to feedback directly
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to them. Alternatively they can communicate through their support staff, or via the periodic, digital
feedback surveys MMBM send out, if face-to-face communication is too difficult. In this way they
continually contribute to their support plans. Support plans at MMBM have a key focus on the goals
and aspirations of the service user, and providing the supported person with purpose. Giving the service
user a purpose gives them motivation and a reason to engage meaningfully with their environment.
Having these built in to support plans ensures all staff are on the same page and are contributing to
the service user’s progress. Because of this, MMBM have a good record of service users achieving their
goals.

The second, Housing, makes finding individual accommodation easy for the service user, and sup-
ports them in managing their own home. MMBM use a single occupancy model meaning the service
users live within their own home, with their own tenancy agreement, and facilities fitted to their own
needs and preferences. This gives the service user more stability, dignity and a sense of normality.
One particular service user at MMBM came with the goal of having their own garden to tend, and so
this Housing model also contributes to service users achieving their goals. Finding sufficient housing
options quickly is one of the biggest challenges MMBM face. To mitigate this, MMBM collaborate with
specialist housing agents and landlords. This also ensures a high standard of personalised facilities
and upkeep of the property.

Support is optimised through their ‘made-to-order’ Staffing model, which puts emphasis on match-
ing the right staff to each individual service user’s needs and preferences. Each service user has their
own staff team recruited around them, and the service user can be as involved as they want to be
in recruiting them. Staff onboarding starts from the service user filling out a quick questionnaire,
describing their ‘perfect’ care staff. Preferences on age, gender, ethnicity, shared interests and per-
sonality type are taken into account. Once candidates are found, the service user can be involved in
interviewing and trail shifts before the staff is assigned. To ensure that support teams are built quickly,
MMBM have a team of fully trained bank staff ready to step into full time positions. Crucially, each
staff member is assigned to only one service user, allowing them to dedicate their time solely to that
individual’s needs and to develop a deeper understanding of their behaviours. A high turn over of staff
members in a service users team is avoided, and so assigning staff correctly from the start is vital.
Moreover, MMBM does not rely on agencies to fill support positions, as this would not be conducive
to person-centred care, and MMBM would not be able to guarantee training matches the company
standards.

Staff are trained to the highest standards, far beyond the minimum requirements for the care
service, to ensure that individuals are receiving excellent support and the greatest chance of living
their best life. Regular assessments and appraisals of staff ensures consistency in training standards.
Staff training is done online through Curve Learning and Development, with staff (total 27 staff)
achieving Care Certificates in Level 2 Care Planning (23 staff), Level 2 Communication (23 staff),
Level 2 COSSH (Control of Substances Hazardous to Health) (24 staff), Level 2 Diabetes Awareness
(23 staff), Level 2 Dignity In Care (24 staff), Level 2 Dysphagia (24 staff), Level 2 End Of Life (23
staff), Level 2 Epilepsy Awareness (24 staff), Level 2 Equality & Diversity (23 staff), Level 2 GDPR
(22 staff), Level 2 Health & Nutrition (24 staff), Level 2 Legionella (23 staff), Level 2 Lone Worker
(24 staff), Level 2 Managing Behaviours That Challenge (24 staff), Level 2 Moving & Handling Of
Object (22 staff), Level 2 Oral Hygiene (23 staff), Level 2 PPE in Health & Social Care (23 staff),
Level 2 Record keeping & Writing (24 staff) and Level 2 Understanding Dementia (24 staff), on top
of all mandatory certificates.

Staff should enjoy their time working with the service user and build a strong relationship. This
is achieved through matching staff to service users based on not only the service users needs, but also
shared interests and compatible personalities. Subsidising staff to accompany service users to clubs,
social activities and holidays reinforces this relationship while improving the life of the service user. A
vital role of staff is to support the service user to become part of a wider community, build confidence
with interpersonal skills, and enable them access to the world outside of care. MMBM do not view
staff as being personal assistants to the service user, simply fulfilling their basic needs of cleaning,
shopping, preparing food. Instead staff work to improve the service users skill set and quality of life,
whilst working towards their goals. Because of this, MMBM have no incidents of violence against staff
in their history. Staff also have the opportunity to feedback their thoughts on both MMBM and on
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Figure 1: Recent results of Care Quality Commision inspection, February 2025

the efficacy of care plans, through surveys and meetings. This ensures care plans are always up to date
and optimised. As the care plans are digital, support staff are always able to access the most up to
date version of care plan wherever they are. This allows staff to spend more time in the community
with the service user.

Finally, Treatment and Management is provided by the in-house Behavioural Specialists, qualified
to complete assessments, implement interventions and create in-depth management and treatment
plans. This structure is similar to the Positive Behaviour Support (PBS) approach to healthcare,
however the support plans are further developed through more advanced Behavioural Science based
techniques. The care plan is the most powerful tool to ensure consistent progress towards a better life,
and so its effectiveness is maximised through the work of the Behavioural Specialists. On top of their
Masters’ in Applied Behavioural Analysis, the in house specialists have also completed Personality
Disorders Certification Training: Advanced Diagnosis, Treatment and Managemnt Qualifications. It
is this specialist training that makes MMBM unique in Leeds, and the results in service user quality
of life reflect this.

MMBM were recently audited by the Care Quality Commision (CQC) and received a rating of
’Outstanding’ in all areas, reflecting their focus on providing the highest standards of care and demon-
strating the effectiveness of their methodology.

3 Quality of Life

To measure the QoL of the service users, MMBM focus on seven metrics:

e Personal Development — the ability for service users to grow, learn new skills, work towards and
achieve goals, and reach their dreams.

e Self Determination — enabling the service user to regain some control over their life and make
decisions for themselves.
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e Interpersonal Skills/Relations — being able to communicate effectively and build meaningful
relationships with people around them.

e Social Inclusion — having access to the community and a sense of belonging in society.

e Emotional Well-being — being happy, fulfilled and having the skills to regulate emotions for
themselves.

e Physical Well-being — maintaining the service user’s health, personal hygiene, and safety.

e Material Well-being — ensuring the service user has access to everything they need day to day
and in the long term.

This is in line with contemporary QoL studies [9, 16, 17, 18, 19, 20]. These areas are most impacted
by Learning Disabilities, Mental Health, and being in supported living. Whilst PBS has shown very
positive results in reducing behaviours that challenges, the effect on QoL, as defined in this way, is
less consistent [14]. MMBM recognise that there is more to improving QoL than simply preventing
behaviours that challenges. Records of aberrant behaviours alone can’t truly reflect whether the service
user is reaching their full potential in this area and so QoL is assessed separately from this.

At MMBM, this data is collected via digital survey and is in the form of qualitative feedback from
the service user coupled with three part Likert scale questions in the seven key areas. The questions
are phrased in a positive manner, and address the perceived QoL of the service user. For example,
the service user is asked how much they agree with the statement ‘I feel like I can achieve my goals.’.
A full list of the Likert scale questions is given in the Appendices. This survey is filled out with the
support of a member of staff if there are accessibility needs. The Cronbach’s alpha coefficient, «,
measures the internal consistency and reliability of surveys and is a particularly good measure when
using a Likert Scale. Across the 41 total question, after the five supported persons had taken the
survey, we found a = 0.838, which indicates that this survey is a reliable tool to measure perceived
QoL. Out of a total of 41, four out of five of the supported persons scored 35 or above, which indicates
a good perceived QoL. The fifth individual scored 27, however this was due to their disability limiting
their comprehension of some questions. The questions they were able to answer all indicated a good
perceived QoL, and if we had extrapolated from those answers the score would be much higher. This
data had a mean of Z, = 35.6 and a standard deviation of o, = 5.2.

To increase reliability and validity of the data collected, a second survey is then filled out by the
support staff of the service user independently. These people would not be involved in supporting the
service user to fill out their own feedback form.

As well as avoiding bias, this secondary form is filled out to collect more concrete, observational
data, to support the more subjective data about the service users’ personal experience and perceived
QoL. As such, the statements in this survey are phrased like ‘The service user is able to achieve
their goals.” This allows us to find correlations between perceived and objective QoL. For this set
of questions, @ = 0.795, which indicates a good level of reliability. Across the eleven responses, 9 of
these scored above 33, indicating a good observed QoL and correlating with the service users perceived
QoL. The tenth staff member indicated a score of 29, for a service user who is not fully supported by
MMBM. This data has a mean of Z, = 37.2 and a standard deviation of o, = 4.0, which is in good
agreement with the perceived QoL data.

Due to the limited data set, it is worth considering how our results would look when we remove
our 2 less reliable data points. Operationally, MMBM have no need to remove data points as these
are reflections of peoples experience, and the statistics are less important. However, for mathematical
rigour in reflecting on our performance, we will take the time to do this analysis.

First we can remove the perceived QoL score of 27 due to incapacity. The mean average of this
data now becomes z, = 37.8, and the standard deviation is o, = 2.2. Secondly, we can remove the
score of 29 from the observed QoL data due to it lying more than 20 from the mean. Our new mean
and standard deviation are z, = 38.0 and 0, = 3.2. This data shows an even closer agreement and
reassures us that we are indeed ensuring a high QoL of service users at MMBM.
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4 Employee Testimonials

MMBM have taken a person-centred approach to research and development within the company. Part
of this research involved interviewing current staff with previous experience in the care sector. The
staff have diverse backgrounds in this sector, but similar themes were observed. Here we outline how
QoL is addressed across the care sector, through the observations of the staff in their day to day
roles. These interviews also pointed to some more systematic problems across the care sector. Below,
we provide quotes from a representative collection of interviews to demonstrate these points. These
quotes were chosen because they most concisely described a widely held opinion or observation. All
transcripts are available on reasonable request.

It was widely reported that the focus of other services was on meeting the basic needs of the service
user. This could take the form of doing their shopping for them, giving them their medication, taking
care of their money for them. It was felt that it was hard to give individual, person-centred support
due to either lack of staff or poor allocation of the staff’s time.

C: So it was always about being person centred basically but we didn’t have the resources
to do that.

D: How? What do you mean?

C: You can’t be person centred when you have like one staff to four people. How are you
supposed to focus solely on one person’s quality of life? Like, you can’t do everything for
them that they need.

D: So the person centred - it struggled to be person centred because of the resources? There
was not enough resources because there was 1 staff split between —

C: Like 4 people.

D: 4 people. So you know like in - so even though there was one person supporting four
people, when you supported them, what was the expectations from management of how to
focus on their quality of life?

C: It wasn’t. It was, like, do their money, do their meds, do their support day once a week.
So that would be the six hours one to one time they got per week. It’s just their shopping
and their banking.

Personal development and the learning of new skills were reported as low priorities, with staff often
having to take a more reactive rather than proactive approach to care.

L: So in your previous role, what was... where was the focus on quality of life? Was it
ever mentioned or talked about? A person’s quality of life?

K: I mean, I mean, bare with me because this was like a couple of years ago. I wouldn’t
really say so no. No.

L: No? So there was there was never a...

K: No. It followed the same kind of story about like, you hear from like all these different
services and like... just round the UK where like... like you're so under staffed where,
like, you are literally just rushing around, like doing tea, doing meds, onto the next one.
L: Is that tea as in preparing food for them?

K: Yeah, like food, breakfast. . .

L: Did they ever have the opportunity to learn to cook for themselves or anything like that?
K: I mean, you could if you had time, like there were several occasions where, like, I got
them involved with it and stuff, but then there was other occasions where that you literally
don’t have time to like cook with them and stuff.

L: So in their care plans then, there was never an emphasis to help them, to upskill them,
or to help them cook [for] themselves or anything like that?

K: Uh, not to my knowledge no. I don’t recall... I mean, in that place, it seems they didn’t
really consider that, and you could see it in the daily care because you’d see over time they
were being deskilled.
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Another priority that MMBM works towards is reintegration and social inclusion of the service
user, and MMBM believes this is key to a good QoL. However, this isn’t always available in other
services.

D:Do you think the person’s life had quality.

C: No.

D:Why?

C: Because they didn’t do anything like they were in most of the time. No fun activities -
activities were not regular when they did exist.

D: Just on that how many service planned activities were there in their place of living?
How frequent were they?

C: Once every like two months. Depends who was on, if I was on we’d do things but, its
not consistent. It’s not regular

D: Yeah. So how in your personal feelings, how do you feel the people you supports quality
of life was looking like?

C: Bad. They were let down they down my system.

D: How often could the person access the community?

C: For someone with regular support hours, maybe twice a week.

D: And were they were they socializing with other people much?

C: No. Unless they access the day service which is not, kind of, that’s not us putting that
support in, is it?

D: Yeah. Do you feel like they was included in the community?

C: No, not really.

In the most extreme cases, it is reported that none of the seven QoL metrics were considered in
the care programs from previous placements. The reason for that appears to be lack of time, as much
of the care staff’s time was eaten up reacting to incidents as they arose.

D: How was their emotional, physical and material well-being considered?

C: I don’t think it was, like, there’s a lot of behavioural issues there, but it was — they're
never combated properly, never like a proper plan put in place and no one’s ever figuring
out why - why these things are happening.

D: Do you feel like there was ... what do you feel around the incidents were there, let me
think how I ask this. Do you feel like you saw a lot of incidents and do you think this could
have been due to their quality of life or their environment?

C: Yeah I think they all wanted attention. I think that was the main and they just couldn’t
get it. Not in a bad way but just needed more input from people, need more people around
them.

The increased number of incidents across services comes with an increase in restrictive practises,
and a decrease in Self-Determination. Of course, restrictions are sometimes necessary, and should be
accessed on a case by case basis, to ensure the safety of staff and supported people. However it wasn’t
always clear to the support staff if there was proper cause to restrict the residents in previous care
facilities. In fact, blanket restrictions across care homes were reported.

Li: T left because of the main person who owned [the care home] ... cos I was running the
care home. I was managing the care home and I only started as a support worker. So I
was running that home and the guy who ran it was an absolute. .. not very nice man. Just
money, money, money. He wanted to take all the residents money off them all the time.
And he stopped them doing everything. So where they had had holidays and things like
that, we were no longer. .. I could no longer access any funds for them to do anything. He
made it difficult.

L: So it terms of, if we are focusing on QoL, what QoL do these people have now?
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Li: Well they don’t go anywhere.

L: They just stay in their rooms all day?

Li: They can stay in their rooms all day. They can come out, there is areas, a communal
area, there’s a tv room, but a lot of them... so this is where Denver’s... the behaviour
side of things and how Denver works with the reward system and why people are getting
triggered, should be brought into care homes. I always think they should have some
Behaviour analysis person in the actual care home. To work, that one person works on
why a person is getting triggered and the behaviour is worsening cos I noticed that a lot
in the care home. So, for example, there were 2 gentlemen. One of them had severe
schizophrenia and he thought this other gentleman wanted to. .. befriend him in that way
and he was really against that - he was homophobic - so every time you got them two...I
mean you couldn’t stop them going to the smoking areas and to communal areas, you
had to really watch them two because if one came out the room and the other came out
and they wanted to sit in the tv room they would end up fighting. We had no lounge or
anything like that, doors, nothing. ...

L: Was there any way to restrict them then? Could you stop them from fighting by keeping
them in their rooms or anything like that?

Li: Support workers used to have to do it. They would just split them up and the nurses
would just be terrified and run in the office and shut the door and they couldn’t get in. I
split loads up. I got beat and bit so many times in that place. ..

We asked staff to consider why the QoL was, or was not, a priority in previous placements, and
got them to suggest how things could be improved, without an increase in staff, resources, or cost.
The general consensus was to move towards matching 1-to-1 staff to the service user correctly and a
more proactive, bespoke care plan. I hypothesize that these suggestions come from their experience at
MMBM and observing the effectiveness of this model.

L: What do you think the main cause of these people having poor quality of life? What
was the main factor in your head?

C: Funding and resources. Bad management as well at one point, but that was not always
the case.

D: And how would, with the resources that are there, how should a person’s and how could
a person’s quality of life be improved with the resources that are there?

C: Because they would have that 1-to-1 attention, someone who would get to know on a
deeper level, like the care plan would look so different if someone knew them on a deeper
level.

D: But with the resources that are there, do you think that things could be done better?
It could be better shaped to enable a better quality life? Not a full one, not expecting us,
you know 1-to-1 staff?

C: Yeah absolutely. Managed better. Staff are slack though, the calibre of staff you have
to think about sometimes I think.

One specific problem that we identified in these interviews was around the care plans. It seems they
weren’t utilised or managed efficiently, which no doubt had a knock on effect on the service user.
Specifically, it seems the care plans were not written by qualified behavioural specialists, and worse,
were inaccessible to the care staff.

L: So, who wrote the care plans then?

K: The care plans would’ve been left to the um, the key workers who were nominated,
which they got rotated every now and again, but. ..

L: So what’s the role of a key worker? Sorry, I don’t really know what that is.

K: So key worker, like, it’s like a nominated role, so, like, every member staff would be the
key worker to a specific service user.. And so they’d be in charge of updating care plans or
like anything to do with them.

L: So it could’ve been anyone? It’s not necessarily someone who’s the manager or. . .
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K: That could’ve been anyone so... and it’s not... they don’t like, see who we are best
match to. It’ll just be like a lottery like a lucky dip.

L: Oh, right. I thought you’d need sort of a specialist to write care plans, or something?
K: I don’t know if I remember if a management looked through it or not. There was a good
chance.

L: So did you... what did these care plans look like then? Can you remember how detailed
they were?

K: Gigantic files on desks. and depending on like, um complexity of like their care, like it
would it range from like this thick to this thick. [indicating with hands]

L: And you had to read all of the care plans for all the five, six different people, you were. . .
K: Oh god no... I mean, I tried, but like, believe me, I tried. like, I would consider myself
like, as one of the like, the people that actually stuck to the care plan like. That’s something
I kind of pride myself on, being able to just follow care plans quite specifically.

L: Do you have access to the ones here [at MMBM] then, I guess?

K: Yeah, I they’re all on RoundSys, which is a lot easier.

L: A lot easier to access?

K: Yeah, everything at [previous company| were all paper based.. Yeah, every flat [had a]
care plan in the big file. Two communication books, which were all separate. All the notes
handwritten.

L: Where was it backed up? Is it just one copy?

K: Backed up? Yeah, no, no one copy..

More salient still, during our interviews staff members told us of the times they had to report abuse
of service users to CQC, and how hard it is to enforce standards of care.

Li: ... this was a mixed care home...so I was a whistle blower if I'm honest with you,
CQC did nothing... they investigated it. In fact I whistle blew twice. I saw an agency staff
member slap somebody round the face. I was mortified. Livid. In fact it was my first shift
S0 you can imagine. .. ‘what the heck do I do here?’ you know?

L: What happened? Did the person get fired?

Li: No, she got paid leave, full pay for about 2 weeks.

The staff were also asked similar questions about MMBM and their approach to care. We recognise
that these responses are subject to bias due to a conflict of interest. This is combatted partially
through the number of interviews we have conducted, and the consistency of the answers. Furthermore,
MMBM cultivate a candid and supportive work environment, and a recent anonymous internal survey
of MMBM staff found that 81.8% of the staff ‘Strongly Agree’ with the statement ‘I feel I'm able to
communicate freely up the management chain, even when the news is not good.’, with the remaining
18.2% selecting ‘Agree’.

On the topic of Self-Determination and Personal Development, staff recognised that the service
users have opportunity to learn and are able to give examples of the progress made during their time
at MMBM.

: Do [the service users] have the opportunity to achieve the goals?

: Yeah. I think we upskill them, don’t we? We work with them so well they’re upskilled.
: Do they have opportunities to learn skills?

Yes.

: What new skills do they learn?

: I feel like I answered this in -

: I know, yeah yeah.

: I feel like I answered this, but [service user| has learnt budgeting skills, cooking skills,
baking skills, crafts skills, actually manages her emotions, well she was doing, quite well.
And she can have conversations now with real people, real conversations.

auagagau
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D: How does that look in day to day support?

C: I feel like you all constantly know what you're working towards, like as a team, like
you’re constantly on the ball with things. It’s very clear communication, isn’t it?

The staff also reported Social Inclusion and social skills have improved during the service user’s
time at MMBM.

D: Do you think that communications skills are just .... like them socializing, the skills?
Do you feel like that’s...?

C: Yeah, they’re upskilled communication wise, like socializing wise they’re upskilled.
D: And what about confidence in accessing things that they need?

C: Too much confidence, too much confidence!

D: The self-esteem?

C: I think yeah, definitely got better.

D

: How do you feel their... I think I've asked that anyway - the social inclusion - kind of
blended some. How often do they access the community?
C: All the bloody time. Every day.

Staff fed back to us that QoL of the service users at MMBM is a good standard. They reported
that individual freedom and a greater sense of control was a major factor in this. The ability to focus
on one persons individual needs was also felt to be important, without a time pressure to move onto
other service users.

D: What do you ...what was the main factor in quality of life? What do you think the
main factor is for them, the people in Mae and Mitchell, having a quality of life?

C: Not feeling restricted, being listened to, doing what they want, making everything
possible for them like.

D: How could the quality of life be improved with our current resources?

C: No, I don’t think ... I don’t think it could really. I don’t know how much more. .. like
they have everything.

L: What’s [Service User]’s QoL like and what have MMBM done recently to support him?
Li: He’s got a right life. [Service User]| is lovely, everyone gets on with [Service User], if
they don’t there’s something wrong with them. [Service User]’s QoL... what MMBM'’s
done for [Service User] is amazing and people should be aware of what they have done. T
don’t think they get noticed enough. I don’t see it, whether they do from others I don’t
know.

Being able to focus on one persons needs, without the time pressure to move onto other service
users, also seems to have a positive impact on the care staff and their perception of the job.

L: Was that a big problem being under paid [in your previous role]?

K: Oh, yeah, for the amount of responsibilities and jobs it was crazy.

L: Do you have more responsibilities here than you did there?

K: It’s different with this, because like, it’s the same amount of responsibilities, but you
focused on one individual or two individuals, but it’s not split, you know what I mean? So,
when you're on shift, your attention is like laser focused on that person, so it’s a lot more
manageable.

L: Right.

K: it’s better for us and it’s better for them.

Staff morale is reinforced through the trust they have in management. In fact, more so than the content
of the interviews, the passion staff members had in talking about MMBM was striking. The quotes
we have provided demonstrate that staff are more than capable of identifying issues in the care sector,
however, when pushed for ideas of how MMBM could improve performance, staff found it difficult to
specify any areas for improvement.
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L: How could QoL be improved at MMBM? Do you think there is anything else they could
do?

Li: No I actually don’t. T think they do everything they can. I haven’t got a bad word to
say about them at all. And I would because I'm quite opinionated!

L: What’s their best feature then... in terms of improving peoples QoL?

Li: Cos they don’t think about themselves. They think about others first. Not just the
service users but the staff as well. And that is so important because your staff keep your
business together. I think it’s so important to have the care that they have for their staff.
They would support any of their staff if they...if anything. If I needed to ring Denver to
tell her I'm having a meltdown, I know she would take the time out to speak to me.

5 Conclusion

The care model at MMBM follows a very similar procedure to PBS, with care plans in place to avoid
‘behaviours that challenge’, upskill the service user, and provide opportunity for personal growth.
What sets MMBM apart from other services is how this is coupled with more complex Behavioural
Analysis techniques, designed by the in-house, qualified specialists. The benefit of this is that the
specialist is able to take a longitudinal perspective and develop a much better understanding of the
supported person, in order to craft a more bespoke, dynamic care plan. The specialist will also work
on the front line of care and is able to gather data first hand, which is reinforced through the feedback
from the care staff and service user. This ensures that care plans are truly fit for purpose and followed
through on.

A crucial, and reproducible, feature of MMBM’s methodology is the one-to-one staffing model. Each
staff member focuses their attention on only one service user and so can understand their behaviours
more precisely, and prevent behaviours that challenges more effectively. With up to 12% of social
care staff employed through agencies [21], MMBM stands out as a pioneering provider, maintaining a
self-sufficient workforce that operates independently of agency support. This maximises the efficacy
of the person-centred care model through building better relationships between staff and supported
person.

At MMBM, the common perception of care staff as ‘unskilled workers’ does not apply. Instead,
MMBM recognise the significance of the service they provide and invest in upskilling the staff in their
roles. Long term, MMBM hope to de-stigmatise the care sector and improve the reputation of the role,
making it a career to aspire to. Beyond the benefit to the service user, the staffing model also results
in significant improvement in how staff perceive their roles within the care sector. When staff were
interviewed, they reported that the ability to nurture a closer relationship to the service user resulted
in an increase in the perceived QoL of both the service user and the support staff.

Another defining element of MMBM'’s work is helping service users to find their own accommo-
dation. This enables a greater sense of stability and opportunity to learn key skills to become more
independent, whilst reducing the strain on the NHS by reducing hospitalisation of service users. More
than this, at MMBM service users are encouraged to become an active member of their community,
with some service users volunteering at local shops.

MMBM’s care model is crafted with the quality of life of its service users at its heart. To MMBM,
this is not a poorly defined, intangible goal. MMBM are pragmatic in clearly defining quality of life,
and fastidious in measuring it. MMBM measure quality of life through regular survey of the service
user and their support staff. The most up to date data shows service users showing a perceived quality
of life score of 35.6/41 on average, which is very high. The staff observations agree with this and the
quality of life scores of service users, as measured by their staff, are 37.6/41.

In this report we have reviewed the experience of the staff and, by extension, the service users
in the care sector more widely. Through direct, open conversation with staff, we demonstrate that
many services struggle to execute their care plans, with a lot of the resources being put into meeting
basic needs of the service users, and responding to frequent incidents of behaviours that challenges.
Due to time constraints, staff find it hard to prioritise developing the skills of service users, and as
such people remain in care for much longer time periods. Because their time is divided between many
service users, staff are less able to adapt to a single individuals needs, and therefore the care they
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provide can fall short of being truly ‘person-centred’. In some cases, it is these same care staff that
write the care plans of the service user, without proper training and feeling like they don’t have the
time to properly understand a service user’s needs. In other cases, staff have to play the role of cleaner
and chef first, and care worker second, due to poor allocation of resources and, in their view, greed of
the company owners. Furthermore, some services are reported to be more risk averse which results in
more restrictive practises being used.

Staff at MMBM report feeling less constrained and able to connect better with the service user,
enabling better communication from the service user and more bespoke care from the support staff. The
care plans of the supported person are reported to be more accessible and so easier to follow, because
MMBM have moved away from paper-based care plans and have digitalised them. The morale of
the staff also seems to be improved in their role at MMBM, with confidence in management being
very high. In recent internal survey of staff, 90.9% of staff Strongly Agreed with the statement ‘I
have confidence in this company’s senior leadership team.’, with the other 9.1% Agreeing with the
statement.

The organisation’s emphasis on person-centred care and investment in staff training demonstrates
a progressive and supportive culture, which is reflected in the work of the support staff. The improve-
ments to service users QoL are easily observed by the staff and they take pride in the progress the
service users make. The effectiveness of MMBM’s model is shown in the statistic that MMBM have
had no placement breakdowns in their history. More remarkable still is that this is achieved without an
increase in funding or wages. Small Support providers in Leeds have reduced costs of care by £209,000
overall, whilst reducing hospital admission and reoffending rates. Expanding this model of care across
a National Care Service could lead to a significant reduction in the strain on the NHS and prison
system nation wide.

MMBM is fundamentally a person-led service, and this is bolstered by their meticulous data collec-
tion and evaluation. Recent advancements in technology and computing have improved many lives, but
MMBM recognises that human support will always be essential for those facing the greatest challenges
in society. MMBM provide an example of how science and technology can be adopted into the care
service without losing the human touch. Specialists at MMBM are able to develop tailored, digital
care plans backed by constant and efficient feedback from both the service user and the staff. This can
be very data intensive and required innovations and new ways of thinking. MMBM have risen to this
challenge. MMBM work to cultivate strong relationships between staff and service users, though their
bespoke staffing and support model. This allows for better communication and feedback, and enables
the service to be more ambitious with their goals and less risk averse, leading to much more progress
in the lives of the service users. This pragmatic approach places them at the cutting edge of Small
Support Provisions and serves as an example of how funds and resources can be allocated effectively.

12



Mae & Mitchel

N

References

1]

Jon Glasby, Robin Miller, Anne-Marie Glasby, Rebecca Ince, and Frederick Konteh. ‘why are
we stuck in hospital?’barriers to people with learning disabilities/autistic people leaving ‘long-
stay’hospital: a mixed methods study. 2024.

Susan Baxter, Maxine Johnson, Duncan Chambers, Anthea Sutton, Elizabeth Goyder, and An-
drew Booth. The effects of integrated care: a systematic review of uk and international evidence.
BMC health services research, 18:1-13, 2018.

Ricardo Correia de Matos, Generosa do Nascimento, Adalberto Campos Fernandes, and Cristiano
Matos. Implementation and impact of integrated health and social care services: an umbrella
review. Journal of public health policy, 45(1):14-29, 2024.

David Sims and Sandra S Cabrita Gulyurtlu. A scoping review of personalisation in the uk:
approaches to social work and people with learning disabilities. Health € social care in the
community, 22(1):13-21, 2014.

Kathryn Sams, Suzanne Collins, and Shirley Reynolds. Cognitive therapy abilities in people with
learning disabilities. Journal of Applied Research in Intellectual Disabilities, 19(1):25-33, 2006.

Luke Clements. The care act 2014 overview, 2014.

Edward G Carr, Glen Dunlap, Robert H Horner, Robert L. Koegel, Ann P Turnbull, Wayne Sailor,
Jacki L Anderson, Richard W Albin, Lynn Kern Koegel, and Lise Fox. Positive behavior support:
Evolution of an applied science. Journal of positive behavior interventions, 4(1):4-16, 2002.

Nick J Gore, Peter McGill, Sandy Toogood, David Allen, J Carl Hughes, Peter Baker, Richard P
Hastings, Stephen J Noone, and Louise D Denne. Definition and scope for positive behavioural
support. International Journal of Positive Behavioural Support, 3(2):14-23, 2013.

Eke Bruinsma, Barbara J van den Hoofdakker, Pieter J Hoekstra, Gerda M de Kuijper, and An-
nelies A de Bildt. Effects of positive behaviour support delivered by direct staff on challenging be-
haviours and quality of life of adults with intellectual disabilities: A multicentre cluster-controlled
trial. Journal of Applied Research in Intellectual Disabilities, 37(1):e13164, 2024.

David Allen, Kathy Lowe, Peter Baker, Caroline Dench, Sarah Hawkins, Edwin Jones, and Wendy
James. Assessing the effectiveness of positive behavioural support: The p-cpo project. Interna-
tional Journal of Positive Behavioural Support, 1(1):14-23, 2011.

Gary W LaVigna and Thomas J Willis. The efficacy of positive behavioural support with the
most challenging behaviour: The evidence and its implications. Journal of Intellectual and De-
velopmental Disability, 37(3):185-195, 2012.

Anne MacDonald and Peter McGill. Outcomes of staff training in positive behaviour support: a
systematic review. Journal of Developmental and Physical Disabilities, 25:17-33, 2013.

Caroline Dench. A model for training staff in positive behaviour support. Tizard Learning Dis-
ability Review, 10(2):24-30, 2005.

Anne MacDonald, Peter McGill, and Glynis Murphy. An evaluation of staff training in positive
behavioural support. Journal of Applied Research in Intellectual Disabilities, 31(6):1046-1061,
2018.

Victoria Mason-Angelow. Evaluation of the small supports provision pilot in leeds 2022 — 2024,
2025.

J Van Loon, G Van Hove, R Schalock, and C Claes. Personal outcomes scale: Administration
and standardization manual. Ghent, Belgium: Stichting Arduin, 2009.

13



Mae & Mitchel

N

[17]
[18]

[19]

[20]

Jos van Loon. Personal Outcomes Scale, pages 4744—-4747. Springer Netherlands, Dordrecht, 2014.

Peter Baker, Laura Taylor-Roberts, and Fergal W Jones. Development of the guernsey community
participation and leisure assessment—revised (gepla-r). Journal of Applied Research in Intellectual
Disabilities, 34(1):218-228, 2021.

Alison J Carr and Irene J Higginson. Are quality of life measures patient centred?  Bmy,
322(7298):1357-1360, 2001.

Darren L Bowring, Vasiliki Totsika, Richard P Hastings, and Sandy Toogood. Outcomes from a
community-based positive behavioural support team for children and adults with developmental
disabilities. Journal of Applied Research in Intellectual Disabilities, 33(2):193-203, 2020.

Skills for Care. The workforce employed by adult social services departments in england.
Technical report, Skills for Care, Leeds, UK, 2024. Accessed: 23 May 2025. URL: https://www.
skillsforcare.org.uk/Adult-Social-Care-Workforce-Data/Workforce-intelligence/
documents/The-workforce-employed-by-adult-social-services-departments-2024.pdf.

14


https://www.skillsforcare.org.uk/Adult-Social-Care-Workforce-Data/Workforce-intelligence/documents/The-workforce-employed-by-adult-social-services-departments-2024.pdf
https://www.skillsforcare.org.uk/Adult-Social-Care-Workforce-Data/Workforce-intelligence/documents/The-workforce-employed-by-adult-social-services-departments-2024.pdf
https://www.skillsforcare.org.uk/Adult-Social-Care-Workforce-Data/Workforce-intelligence/documents/The-workforce-employed-by-adult-social-services-departments-2024.pdf

A Service User Feedback Likert Scale

Statement

Disagree

Neutral

Agree

I get to learn new skills.

I have clear set goals.

I feel like I can achieve my goals.

I feel supported to reach my dreams.

I am happy with my progress at MMBM.

I have all the skills I need in my daily life.

I feel better off now than I did before coming to MMBM.

I feel like I have grown as a person since coming to MMBM.

Table 1: Three-Point Likert Scale on Personal Development

Statement

Disagree

Neutral

Agree

I feel like my requests are followed through quickly.

I feel less restricted with MMBM than with other services.

I have unrestricted access to what’s important to me.

MMBM listen and act on my wishes.

I feel in control of my life.

If T have ideas about how to make things better, MMBM listen
and are willing to try it.

Table 2: Three-Point Likert Scale on Self-Determination

Statement

Disagree

Neutral

Agree

I feel like my relationships with others has improved.

I get along with my support staff.

I trust my support staff.

I feel like I can speak up if I need to.

I feel like I have a positive impact on people in my life.

Table 3: Three-Point Likert Scale on Interpersonal Skills/Relations
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Statement Disagree | Neutral

Agree

I feel happy in my community/I feel like I am part of a community.

I am building relationships outside of my MMBM support staff.

I feel like I belong. /I feel like I fit in.

I get positive feedback on what I do.

Table 4: Three-Point Likert Scale on Social Inclusion

Statement Disagree | Neutral

Agree

I feel listened to.

I feel happy.

I feel safe.

I feel supported by MMBM.

I feel respected by MMBM.

I feel cared for by MMBM.

I know who to talk to if I need help.

I feel confident.

Table 5: Three-Point Likert Scale on Emotional Well-being

Statement Disagree | Neutral

Agree

MMBM help me stay healthy.

MMBM support me with my medical needs.

I know what I need to do to stay healthy.

I feel safe around my support staff.

Table 6: Three-Point Likert Scale on Physical Well-being

Statement Disagree | Neutral

Agree

I feel like I have everything I need right now.

I have a safe, stable home.

I feel supported by MMBM to manage my home.

Money isn’t something I worry about.

MMBM help me manage my money.

I am happy with my living arrangements.

Table 7: Three-Point Likert Scale on Material Well-being
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B Support Staff Feedback Likert Scale

Statement Disagree | Neutral | Agree
The service user gets to learn new skills.
The service user has clear set goals.
The service user gets to achieve their goals.
The service user get support to reach their dreams.
The service user has already made progress at MMBM.
The service user has all the skills they need in their daily life.
The service user is better off now than before they came to
MMBM.
The service user has grown as a person since coming to MMBM.

Table 8: Three-Point Likert Scale on Personal Development
Statement Disagree | Neutral | Agree
The service users requests are followed through quickly.
The service user is less restricted with MMBM than with other
services.
The service user has unrestricted access to what’s important to
them.
MMBM listen and act on their wishes.
They are in control of their life.
If they have ideas about how to make things better, MMBM listen
and are willing to try it.

Table 9: Three-Point Likert Scale on Self-Determination

Statement Disagree | Neutral | Agree

The service user’s relationships with others has improved.

The service user gets along with their support staff.

The service user trusts their support staff.

The service user can speak up if they need to.

The service user has a positive impact on the people in their life.

Table 10: Three-Point Likert Scale on Interpersonal Skills/Relations
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Statement Disagree | Neutral

Agree

The service user is happy in their community.

The service user is building relationships outside of their MMBM
support staff.

The service user feels like they belong.

The service user gets positive feedback on what they do.

Table 11: Three-Point Likert Scale on Social Inclusion

Statement Disagree | Neutral

Agree

The service user is listened to.

The service user is happy.

The service user is safe.

The service user is supported by MMBM.

The service user is respected by MMBM.

The service user is cared for by MMBM.

The service user knows who to talk to if they need help.

The service user is confident.

Table 12: Three-Point Likert Scale on Emotional Well-being

Statement Disagree | Neutral

Agree

MMBM help the service user stay healthy.

MMBM support the service user with their medical needs.

The service user knows what they need to do to stay healthy.

The service user is safe around their support staff.

Table 13: Three-Point Likert Scale on Physical Well-being

Statement Disagree | Neutral

Agree

The service user has everything they need right now.

The service user has a safe, stable home.

MMBM support the service user to manage their home.

Money isn’t something the service user worries about.

MMBM help the service user manage their money.

The service user’s living arrangements are well suited to their
needs and wants.

Table 14: Three-Point Likert Scale on Material Well-being
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