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Editorial
This first edition of Volume 33 of Research, Policy and Planning has been published rather later
than scheduled, and for this the editorial team offer sincere apologies. The delay has been
caused by an unexpected fall in the number of submissions made. We do not really know why,
but hope it is a ‘blip’ rather than a permanent change. Wider changes to the UK social care
infrastructure and continuing local authority austerity policies of this and previous governments
have meant that many local authorities have had to continually restructure. One casualty of this
process has been in-house research capacity: many local authority research posts, particularly
in adult social care or children’s services appear to have been deleted (see Woolham, Stevens
and Rainey in this journal vol. 32(2), 2016-7). One effect of this may have been to reduce the
number of colleagues who might otherwise have written and submitted articles to us. However,
we hope you will find the articles in 33(1) informative, interesting and useful.
The first paper, by Karl Mason et al., offers a clear and thoughtful analysis of findings from a
series of ‘community of practice’ meetings that brought together academics, social work and
housing practitioners to explore opportunities to provide better services for people described as
experiencing ‘multiple morbidities’ – homelessness, mental and physical ill-health, and drug or
alcohol misuse. The authors explore opportunities made available by changes to statutory
duties under the Care Act 2014 to provide better services for this group, and the barriers and
obstacles to be overcome in order to begin to do this. The paper provides some fascinating
insights into the potential for mutual misunderstanding by housing and social work staff,
considered within three contexts: legal criteria, homelessness boundaries, and local authority
roles. Key issues for housing staff were ‘legal literacy’ (the ability to refer a homeless person for
social care assessment that cued in to eligibility criteria), their perception that social workers
often seemed to see homelessness as exclusively a housing problem, and that the gatekeeping
role of the local authority created eligibility arrangements ‘that required people to fit its
requirements rather than the system being set up to meet individual needs’. By contrast, social
workers expressed bafflement about the nature of the information provided by housing staff,
and they struggled to relate the needs of homeless people to changes in eligibility for services
(including assessments) brought about by the Care Act, whilst receiving more referrals for
homeless people. A clear benefit of establishing a collaborative ‘community of practice’ was
that the exchange of information that occurred enabled shared learning and development,
which broke down barriers between housing and social work staff.
In the first part of the second paper, by Colin Slasberg, a detailed and powerful analysis of the
failure of National Eligibility Criteria for adult social care is presented. The paper argues that
eligibility criteria have always been a ‘postcode lottery’, and that even recent attempts to
standardise the application of criteria have not eradicated inequity. This is because levels of
spending on eligible needs are not uniform amongst a purposive sample of 30 adult social care
departments surveyed via a Freedom of Information request. The consequences of this are
explored for people in need of support and for care professionals. At the heart of the problem is
that to manage demand, local authorities have been encouraged not to collect information
about the real cost of meeting needs for wellbeing amongst their local population: instead,
eligibility criteria are used to ensure ‘eligible’ needs are met, thereby obscuring underfunding
through ignoring needs deemed not to meet the set thresholds. In the second part, the paper
explores a potential alternative approach. Slasberg argues for a supply side strategy, rather
than simply managing demand. In the NHS eligibility criteria are not applied in the same way as
in social care: instead, there is a duty to treat clinically assessed need. Resource shortfalls are
managed not by refusing to meet needs that fall below a given threshold, but by the application
of waiting lists. The author describes how such an approach could work in adult social care,
and suggests that it would acknowledge unmet need, enabling all needs that require public
funding to be assessed and costed, regardless of the capacity of the local authority to afford to
meet them. This, it is proposed, would thereby ensure greater transparency and fairness.
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The third and final paper in this edition, by Bob Hudson, offers a passionate and eloquent
commentary on the state of the English social care market. The paper considers four primary
issues that account for the chronic instability of this market: funding, workforce, consumer and
market ‘fragilities’. Using a range of research studies and government statistics the paper
argues that the continuing austerity policies of successive governments have exacerbated
service pressures arising from the changing demography of the English population, causing
inadequacy or even lack of safety in substantial numbers of services. Further, Hudson suggests
that low pay and casualization have led to growing numbers of unfilled vacancies in the sector,
which are likely to become more numerous post ‘Brexit’. The paper also challenges received
wisdom about the introduction of ‘choice’ and consumer control over care, and highlights more
general market fragility, evidenced, for example, by ‘provider failure’ as small care provider
organisations fail to survive. Hudson goes on to consider possible solutions to the continuing
crisis in adult social care. Chief amongst these is better funding, but the paper also suggests
changes to the purpose and character of the adult social care market.
Finally, the edition contains two excellent reviews. The two books considered by our reviewers
represent very different aspects of social services. Andrea Morris salutes the professional
testimony of Sharon Shoesmith about her experience in the eye of the media and political storm
surrounding the homicide of ‘Baby P’; and in particular her judicious examination (for a PhD) of
the wider context of responses to familial child homicide (Learning from Baby P – The Politics
of Blame, Fear and Denial. Shoesmith, S., JKP 2016, pp.272). Not every social worker or
manager is chased across London by tabloid journalists, but some parallels might be
experienced!
Mike Clark looks at a wide range of innovatory research methods in social work, or perhaps
understood as innovatory for social work, described by the researchers concerned and edited
for an explicitly didactic purpose (Innovations in Social Work Research: Using Methods
Creatively. Hardwick, L., Smith, R. & Worsley A., JKP 2015, pp.376). As with Shoesmith’s book,
we see vivid snapshots, and an encouragement to dig deeper for a fuller understanding of
research and policy complexities.
John Woolham1, Guy Daly2 and Paul Dolan3
1
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Abstract
This paper describes the early progress that is being made to implement the Care Act 2014 in
England with regard to the care and support needs of people who are homeless. It outlines
exploratory discussions that were generated through a series of interprofessional ‘community of
practice’ meetings. These meetings highlighted practice challenges and emerging strategies to
overcome them, from the perspective of both local authority social workers and homelessness
practitioners. Three main themes emerged and we discuss these under context related
headings: (i) legal change, (ii) homelessness and (iii) the local authority as an organisation. In
summary, homelessness practitioners spoke about efforts to become legally literate in order to
support people who are homeless to access adult social care. They reported that they often
encountered barriers or fragmented responses. Statutory social workers spoke about
encountering homelessness as an atypical form of vulnerability and grappling with how their
needs relate to the new eligibility framework alongside significant budgetary pressure. The
findings link strongly with theoretical strands around the nature of legal literacy, constructions of
vulnerability and the impact of austerity on ‘street level bureaucracies’.
Keywords: Homelessness, social work, Care Act 2014, community of practice
Background
Multiple Exclusion Homelessness (MEH) describes how the experience of homelessness often
overlaps with other areas of extreme marginalisation including early childhood trauma,
experiences of the care and criminal justice system and ‘street activity’ involvement (Fitzpatrick
et al., 2011; McDonagh, 2011). MEH is characterised by ‘tri-morbidity’ and is associated with
impairments which arise from the combination of mental ill health, physical ill health and drug or
alcohol misuse. It is an independent risk factor for premature mortality, with the average age of
death of a long-term homeless person being between 40-47 years (Medcalf & Russell, 2014).
Because of this underlying complexity, addressing MEH requires a shift in focus from
‘rooflessness’ towards a more appropriate health and welfare-oriented iteration (Maseele et al.,
2013). However, evidence suggests this is yet to be achieved in practice with a number of
studies highlighting the particular difficulties facing homeless people in accessing more
personalised support through adult social care (Cornes et al., 2011; Cameron et al., 2016).
A key objective of the Care Act 2014, which was implemented in England from April 2015, is to
make the law fair and consistent by removing the anomalies which treat particular groups of
people differently (Department of Health, 2013). In their review of these changes, Cornes et al.
(2016) argue the Care Act is potentially ‘good news’ for people experiencing homelessness.
First, the Care Act 2014 removes reference to ‘eligible’ and ‘ineligible groups’ so that any adult
with any level of need will have a right to an assessment. This means that certain vulnerable
adults (including ‘homeless people’) who were previously excluded on the grounds that they did
Research, Policy and Planning Vol. 33 No. 1 © Social Services Research Group 2017/18 all rights reserved
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not come within a certain user group defined in legislation, will in future be included. Second,
the new eligibility regulations are also potentially more inclusive of the needs of people who are
homeless as they do not prioritise outcomes linked to physical assistance (e.g. help with
washing and dressing) over and above those for social inclusion. Third, the Care Act 2014
simplifies the rules for how the local authorities will determine ‘ordinary residence’ which is
welcome considering that transience and mobility across geographical patches is often
associated with homelessness. More recently, emerging case law (SG v Haringey [2016]) has
also shown a requirement to consider if care and support needs are accommodation related, in
other words, contingent on the environment in which they occur.
Taken together, these changes do not necessarily mean that the Care Act 2014 contains a
‘new deal’ for homeless people, but that it may help clarify some of the ‘grey areas’ which led to
inadequate responses from adult social care in the past. Furthermore, the extent to which the
Care Act 2014 will be implemented in the spirit of the legislation is contingent on a number of
other factors. First, in times of austerity there are questions as to the capacity of social workers
to absorb the increased workload, especially with regard to the new duty to assess. Second,
there is uncertainty surrounding the end of the Supporting People Programme. This provided
ring-fenced grant funding for ‘housing related support’ and was the main funding source for
homeless organisations. In order to fill this funding gap, homeless organisations may start to
advocate more strongly for ‘personal budgets’ (cash for care) on behalf of their clients. This
could in turn lead to increased budgetary pressures on already overstretched local authorities
and tighter gate keeping of resources at the frontline (Cornes et al., 2016).
In this paper we report on a series of four ‘community of practice’ meetings which were
designed to explore how the Care Act 2014 is being implemented in the ‘street-level
bureaucracies’ which underpin the organisation and delivery of care and support for people
experiencing MEH. The meetings were held across 2016 and 2017 and brought together local
authority social workers and homelessness practitioners from across England. The meetings
were convened by academics from different universities who wanted to build a network of
interest in order to scope future research in this area. The scoping exercise was funded in part
by seed funding from one of the participating universities.
In the discussion that follows, we situate the views of local authority social workers and
homelessness practitioners alongside each other to highlight the interprofessional challenges
and opportunities that are emerging. Indeed, an unanticipated benefit of the ‘researcherpractitioner’ partnership was that it led to some immediate ‘practice development’ as
practitioners and researchers exchanged knowledge and shared their resources and ideas.
This confirms the potential of ‘communities of practice’ as both spaces for collegiate reflection
and action.
Method
To bring academic and frontline practitioners together in a safe and constructive environment
we drew upon ‘community of practice’ methodology, emphasising the important connections
between research and practice (Fouché, 2015). ‘Communities of practice’ bring together people
who share an interest or concern about a topic and seek to extend their knowledge through
interacting together (Wenger, 2002). They have already been used to work through practice
challenges associated with Multiple Exclusion Homelessness (Clark et al., 2015; Cornes et al.,
2013).
In the early stages of developing the ‘community of practice’, we asked a number of homeless
organisations to identify frontline practitioners with an interest in homelessness and adult social
care. This recruitment strategy was then extended into statutory adult social care, using the
professional networks of the participating academics. This enabled us to make contact with a
number of local authority social workers with direct experience of working with people who are
homeless and who were interested in developing their knowledge and understanding. We set
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up four ‘community of practice’ meetings to explore the most salient issues arising in practice.
This comprised 12 hours of discussion and debate. These sessions were attended by 4
academic research practitioners, 18 local authority social workers from 3 English local
authorities (2 in London, 1 in the West Midlands) and 16 homelessness practitioners from 8
homelessness organisations (4 from London, 1 in the South West, 1 from the West Midlands
and 2 from the North of England). Homelessness organisations included voluntary sector day
centres, outreach programmes, specialist hospital discharge schemes and social enterprises.
The consent of participants to report on the meetings was secured at the outset.
Detailed notes were taken at each meeting and these notes were then read and analysed,
adopting a thematic approach. This involved identifying recurrent themes within and across
participants’ comments, as well as in their interactions with one another (Attride-Stirling, 2001).
The focus was on identifying commonalities in practitioners’ experiences of negotiating tensions
in and beyond their institutional settings, as they related to the implementation of the Care Act
2014. Emerging themes from the study groups were shared with participants for comment and
review.
The main limitation of this paper is that the findings are not based on empirical research.
However, as Care Act 2014 implementation is still in its infancy, with little published research
available, we thought these discussions would be of interest to other stakeholders and
researchers keen to begin scoping this new field of collaborative practice.
Findings
A number of recurring themes emerged from the ‘community of practice’ discussions with local
authority social workers and voluntary sector homelessness practitioners. The findings can be
grouped under three key contextual areas: (i) legal change, (ii) homelessness and (iii) the local
authority as an organisation.
The context of legal change
A) The homelessness practitioners’ perspective
The Care Act 2014 and accompanying statutory guidance (Department of Health, 2016; 2017)
were central to the ‘community of practice’ discussions. Homelessness practitioners reported
frustration and powerlessness when making referrals and navigating adult social care systems.
They attributed this to a lack of knowledge and formal training about the Act as well as being
unclear about the remit of local authority social workers. Yet this group also discussed
innovative ways of taking responsibility for their learning, while citing examples of using the Act
to advance homeless people’s needs. Homelessness practitioners outlined two key ways in
which they did this.
First, homelessness practitioners spoke about harnessing the language and terminology of the
Care Act 2014 to optimise the likelihood of their referrals being accepted by statutory adult
social care. One participant reflected that their referrals had previously focused on narratives of
vulnerability and difficult life circumstances to construct need, likening their referrals to ‘an East
Enders storyline’ (referring to the UK soap opera). When they mapped this ‘storyline’ to the
Care Act’s terminology regarding eligibility outcomes and aspects of wellbeing, they found that
they recorded fewer referrals that did not result in an assessment from adult social care. To
build on this success, one participant described how he had designed a ‘toolkit’ (Ornelas &
Meakin, 2016). This was designed to guide practitioners and service users through the relevant
elements of the Act, with a particular focus on how to work with the new eligibility regulations. It
was felt that the ‘toolkit’ helped staff to better frame their advocacy and articulate care and
support needs with greater structure and clarity, thus improving communication with adult social
care. While it was reported that there had been some initial concern among social workers that
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the toolkit was a ‘competing’ assessment tool, when it was established that it was intended as a
communication and training aid then most of these fears were allayed.
The ‘toolkit’ was subsequently shared with the community of practice and other members
agreed to pilot this in their own areas. In later meetings, similar results were reported with
regard to this innovative practice development having resulted in more positive outcomes from
referrals. This engendered a growing sense of confidence and proficiency in navigating referral
and assessment processes for adult social care.
Second, homelessness practitioners reported that the Act’s reconfiguration of safeguarding was
helpful in ensuring referrals were taken on by the local authority. The Care Act 2014 places
safeguarding on a statutory footing and has formulated safeguarding as being inclusive of ‘selfneglect’ in its statutory guidance (Department of Health, 2017). Braye (2016) has argued that
this will enhance governance around practice in this area and this appeared to be borne out in
discussions. Homelessness practitioners spoke about how previously rejected referrals were
often subsequently accepted by adult social care when self-neglect was explicitly mentioned.
They believed the concept of self-neglect helped them to underpin care and support needs with
risks, particularly when related to addiction, acquired brain injury, severe mental health issues
or other people who may be unable to make decisions around their care and support needs.
Although both of these approaches suggest homelessness practitioners adapting to adult social
care’s terminology and processes, these practitioners remained critical about the power
asymmetry inherent in having to make such modifications in order to be considered for care
and support. They argued that the adult social care system continued to be configured around
how people could fit into the system, rather than how the system could meet people’s needs.
B) The statutory social workers’ perspective
The local authority social workers had all received training from within their organisations on the
Care Act 2014. They reported anecdotally that people who are homeless were being referred to
them at higher rates than in previous years and this was attributed to an increase in
homelessness and cuts to homelessness services rather than changes to the law, though the
discussion led to reflections and acknowledgement of this as a possible factor.
Despite the greater levels of familiarity and confidence in working with the Care Act 2014
amongst these participants, there was some debate as to how certain aspects of the Act were
being rolled out. For example, recent case law (SG v London Borough of Haringey [2016])
regarding ‘accommodation-related support’ was discussed but those attending were unclear
how their local authority would respond. A hypothetical case study was discussed involving
someone who was able to complete their personal care independently but struggled to achieve
eligibility outcomes linked to social inclusion (for example, accessing and engaging in work,
training, education and volunteering). Social workers agreed that the person in this case study
appeared to be technically eligible, but accepted that it was uncertain whether this person
would be considered eligible in practice. There was also uncertainty as to how people who were
homeless could be supported to meet outcomes linked to inclusion.
Social workers agreed that the new safeguarding regime had brought clarity around
responsibilities and that they were managing self-neglect in different ways to the previous
community care regime. A number of social workers agreed that self-neglect could be a useful
way to conceptualise the needs of homeless people. However, this was often experienced in a
‘threatening’ way in referrals from the voluntary sector. For example, they spoke about the
language of safeguarding being conflated with risk and blame. This meant that referrers
sometimes explicitly told social workers that the local authority was now aware of a
safeguarding issue such that it would be ‘their problem’ if anything happened to the person. Not
only was this experienced as an unwelcome and defensive threat, social workers also
explained that this was not in keeping with the ethos of the Care Act or safeguarding which
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sought to balance risk with the principles of independent living, choice and control. It was also
asserted that the existence of a safeguarding concern did not mean that services could be
forced upon a homeless person. This provoked some tension among the participating
practitioners around whether autonomy was being given primacy by social workers without
respectfully challenging why the person was refusing care and support. In other words,
homelessness practitioners suggested the emphasis on autonomy and freedom to refuse care
and support could result in an effective abandonment of the vulnerable homeless person by
social workers.
At the same time, it is important to note that social workers generally spoke about the Care Act
2014 in positive terms, equating it to their ability to practice in a way that was more consonant
with social work values. For example, social workers found alignment with terms like ‘personcentred’ and ‘strengths-based’. This finding builds on Cornes et al.’s (2016) thesis that the Act
may allow for homeless people’s access to more personalised forms of adult social care.
However, caution is required when using the vocabulary of personalisation (Beresford, 2016)
and strengths-based practice (Slasberg & Beresford, 2017) in terms of whether this represents
participatory or, conversely, ‘top-down’ iterations of personalisation. Further research will help
clarify this particular issue.
The context of homelessness
A) The homelessness practitioners’ perspective
Encountering the experience of homelessness was part of the day-to-day work of the
practitioners in this sector. They were intimately aware of how homelessness could have a
deleterious impact on an individual’s physical and mental health and social care needs. They
spoke about how homeless people’s vulnerability was often perceived by social workers to be a
‘housing problem’ to be dealt with under housing legislation and departments and therefore not
accepted as a social care referral (Whiteford & Simpson, 2015; Maseele et al., 2013).
Participating homelessness practitioners viewed the loss of ring-fenced Supporting People
funding as a regressive step and openly questioned whether the Care Act’s implementation
could compensate for this.
Homelessness practitioners spoke about the importance of building trusting relationships with
homeless people, who had often experienced multiple losses and rejections. They noted the
high turnover of social work staff (see, for example, Research in Practice, 2015) and the
problems this posed in terms of establishing stable and meaningful interprofessional practice,
and thus in helping homeless people to agree to referrals. The lack of consistent social work
engagement was seen to undermine (and marginalise) the support needs of people affected by
homelessness.
A key obstacle in accessing adult social care for people who are homeless was the difficulty in
establishing ordinary residence. This manifested itself in three distinct ways. To begin with,
local authorities often disputed whether they had a responsibility to accept a referral. This was
particularly problematic if the person had changed address or sleep site regularly and across
local authority borders or had difficulty evidencing their address history. Related to this, several
practitioners noted that local authority housing departments often placed homeless people in
temporary accommodation ‘out of area’ (i.e. outside of the person’s ‘local connection’). This
housing solution then led to a social care dispute between the original local authority’s adult
social care team and their counterparts in the receiving local authority. Third, and finally,
release from prison represented another problematic issue. The Care Act stipulates that the
local authority in which the prison is situated should assess a person’s needs. However,
practitioners noted that people who were being released from prison often had networks in
other local authorities and they often ended up with unpredictable living arrangements post
release. This led to difficulty when formulating social care plans.
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B) The statutory social workers’ experience
Social workers emphasised their genericism in the sense that they are not specialists in
housing and homelessness. Indeed, most social workers acknowledged that homeless people
are commonly viewed and understood as an ‘atypical’ group in terms of mainstream social work
practice. At the same time, social workers said that they sometimes had trouble interpreting the
referrals that they received from homelessness organisations. They described referrals with
impenetrable jargon or narrative accounts of vulnerability, which did not specify a physical or
mental health problem (the first requirement in the new eligibility rules). One example was the
use of street names for certain substances in referrals (e.g. ‘Monkey Dust’). This account also
validates the efforts of homeless practitioners to develop a toolkit as an aid to improve
interprofessional communication.
Social workers described receiving referrals for homeless people who said that they were not
aware of the referral, were unhappy the referral was sent and did not agree with its content.
There were also examples of referrals for homeless people who could not be contacted. Often
social workers spoke about their difficulties engaging with people who are homeless. Some
debate emerged in the ‘community of practice’ when discussing cases where a homeless
person who may demonstrate some cognitive problems (perhaps an acquired brain injury or
suspected learning disability) refused support from local services. Some social workers felt that
not enough may be known about an individual’s situation for a worker to form decisions about
their capacity in a snapshot assessment. However, such an assessment might be required, for
example, when it is not known where this person is going to be living after discharge from
hospital.
Social workers acknowledged that ordinary residence may be an obstacle raised within local
authority settings and this linked closely with gatekeeping and the organisational context, which
we will look at next.
The organisational context of the local authority
A) The homelessness practitioners’ perspective
Homelessness practitioners spoke about the local authority as a ‘gatekeeper’ of resources and
felt that the system was set up in a way that required people to fit its requirements rather than
the system being set up to meet individual needs. They acknowledged cuts within the statutory
sector, but noted these were also having a significant impact on the voluntary sector’s ability to
effectively respond to the support needs of people experiencing Multiple Exclusion
Homelessness.
One common observation was the perceived lack of coordination between the housing
department and the adult social care department (particularly in London, where local authorities
hold both functions), despite the Care Act’s emphasis on integration. Some homelessness
practitioners reported being asked by local authority adult social care or housing departments to
mediate between these arms of the local authority who seemed to have limited
communications. Homelessness practitioners also claimed that these arms often operated in
adversarial or ‘gaming’ ways with one another, a process described by Whiteford & Simpson
(2015) as services ‘looking for ways in which individuals fall outside their eligibility criteria’
(p.130). This was cited as a source of frustration for those working in homelessness
organisations.
Another key theme around staffing and high turnover has already been addressed in this
article. This was important in terms of how the homelessness practitioners perceived the local
authority as offering a lack of continuity and a fragmented response to homelessness, which
frequently exacerbated the problem of engagement given many homeless people’s poor
experiences with statutory services.
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B) The statutory social workers’ perspective
Austerity, particularly in the form of local authority budget cuts, recurred as a theme for social
workers, who outlined various ways that local authorities were monitoring and attempting to
reduce what was being spent, including through increased management oversight and
incrementally lower cost thresholds for panel authorisation. Social workers spoke about how
this directly affected what they could reasonably offer and how this often fell short of what they
felt was required. There was evidence that homelessness practitioners perceived that social
workers exercised high levels of discretion at street level. In contrast, social workers thought
that in fact the space for practitioner discretion was shrinking on the basis of this organisational
climate. One way that this manifested itself was having less time to build relationships with
service users. This perhaps responds to claims by homelessness practitioners that social
workers were not proactive about engaging hard to reach populations.
As already noted, social workers described the Care Act 2014 as enabling ‘good social work
practice’ with its references to ‘person-centred’ and ‘strengths-based’ practice, but felt that the
implementation of such an ambitious piece of legislation in times of austerity was extremely
challenging.
Discussion
Having outlined three key themes, which emerged from the communities of practice approach,
it is useful to consider how these fit with broader theoretical debates, and how they contribute to
what is known about the implementation of the Care Act 2014 and interprofessional working in
this area. We will also consider how all of this can support future research agendas.
Legal literacy is a theme that has gained increased attention in the field of social care in recent
years and can be defined as the ability to connect ‘legal rules with the professional priorities
and objectives of ethical practice’ (Braye & Preston-Shoot, 2016, p.4). Local authority social
workers spoke about the Care Act’s requirement to think about wellbeing and eligibility in new
ways. Working with people who are homeless and other previously excluded groups constituted
a developing area of practice where these new rules were being operationalised and tested.
Social workers often reported a lack of clarity and ambiguity around how this new set of legal
rules would be applied, especially the eligibility outcomes linked to social inclusion. Meanwhile,
the homelessness sector has had to grapple with the withdrawal of ring-fenced Supporting
People funding and the need to understand how the Care Act 2014 might apply to their client
group. This has been experienced as significantly challenging in the context of homelessness
practitioners’ limited understanding of, and formal training in, adult social care law. The
aforementioned toolkit represents one innovative way that homelessness practitioners tackled
this gap in their knowledge and, in doing so, found a way to link the presenting needs of people
who are homeless with the law. This served the dual purposes of helping to enhance homeless
practitioners’ knowledge of the law and their ability to apply this by using the tenets of the law to
advocate for the person they were working with.
This appears to demonstrate these practitioners coping with legal change by seeking to
become legally literate, building the skills, knowledge and professional values associated with
understanding and interpreting the law (Preston-Shoot, 2014).
Increased contact with homeless people was cited as a source of difficulty for some social
workers, in terms of encountering their relatively atypical and diverse forms of ‘vulnerability’ and
navigating how these would fit the eligibility systems of social care provision. Vulnerability is a
contested concept and its usage is changing in both adult social care and housing sectors. In
housing law, vulnerability has been connected with ‘priority need’ and ‘full’ housing duties, but
recent case law has brought the relative nature of this concept and the existence of degrees of
vulnerability into focus (Loveland, 2017). Its use in connection with local authority housing
duties may explain its use by homelessness practitioners in the context of adult social care.
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However, the adult social care sector has shifted away from the use of the term ‘vulnerable
adult’ (Department of Health, 2017), due to the inherent suggestion of a lack of agency and the
term is otherwise problematic in associating vulnerability with membership of ‘othered’
marginalised groups (e.g. people experiencing homelessness) (Herring, 2017). It is often
theorised in social work literature alongside ‘risk’, using the concept of ‘resilience’, which can be
uncritically bound up with the politics of neo-liberalism and individualisation (Garrett, 2016).
This was interesting as some of the homelessness practitioners noted that social workers in
adult social care would often point to the ‘resilience’ of rough sleepers who ‘presented well’,
correlating this as a type of heuristic process indicating a lack of eligible care and support
needs.
‘Presenting well’ seemed to refer to a range of factors, including good levels of mobility and
maintaining normative levels of personal care. However, homelessness practitioners
repackaged this as a performative strategy to survive and a survivalist attitude adopted to
manage the adverse nature of rough sleeping in particular. This was strongly gendered as it
was mostly associated with male rough sleepers. Homelessness practitioners reported that this
presentation often belied an inability to achieve a range of ‘inclusion’ type eligibility outcomes,
as outlined earlier. They said this was sometimes not picked up by social workers who
constructed this as ‘independence’ and consequently decided the person was ineligible. Social
workers noted that independence, choice and control are central principles in the delivery of
adult social care, especially in situations where homeless people did not wish to accept care
and support from the local authority. However, homelessness practitioners often argued that
social workers gave primacy to the principle of autonomy as an orthodox position, and at the
expense of ‘respectful challenge’ around things that homeless people were not coping with.
As discussed briefly in the introduction, the concept of MEH may be a helpful intervention in this
regard. For example, this tension was less likely when focused around discussion of specific
vulnerabilities, such as acquired brain injury. Practitioners from both groups tended to agree on
the complexity of mental capacity assessments and decision-making in this ‘grey area’,
consistent with Holloway & Fyson’s (2016) outline of the challenges faced by social workers
working with this group.
It should be noted that there is some concern that the Act’s implementation alongside the
concurrent budget cuts and the context of austerity will stifle the progressive elements of the
Care Act 2014 (Whittington, 2016). Local authority social workers noted that although the Act
appears to offer renewed consistency with social work values (e.g. strengths-based practice
and person-centred care), the significant fiscal cuts to local authority budgets are likely to
undermine the potential for change (Slasberg & Beresford, 2017). Social workers’ accounts of
increased management oversight and requirements for panel ratification of care and support
plans that previously could have been agreed at team level are consistent with debates around
the changing nature of discretion and ‘street level bureaucracy’ (Ellis, 2011). Having said this,
homelessness practitioners argued that some inconsistent responses to referrals signalled that
discretion continued to be alive and well (Dobson, 2015; Evans & Harris, 2004).
Linked to this, as well as our earlier observation about social workers welcoming the
consonance of aspects of the Care Act with their professional values, the organisational climate
in local authority social work teams in the wake of financial cuts was described as demoralising
(see also Whittington, 2016). Social workers linked this to an inability to implement care and
support plans that they felt were appropriate due to resource insufficiency, strongly echoing the
conditions for moral distress amongst frontline practitioners (Mänttäri-van der Kuip, 2016).
However, this also seemed to create positive attitudes for participating social workers about a
commitment to working with homeless people. This seemed to reflect practitioners’ ability to
effect change in the form of empathetic attitudes to homelessness and critically self-reflective
practice in spite of difficult circumstances (Fantus et al., 2017).
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Before concluding, it is worth briefly discussing the community of practice approach and its
implications for interprofessional practice. Specifically, this intervention is not a ‘magic bullet’
(Cornes et al., 2014) and does not necessarily eliminate conflict or adversarial communication,
but it did appear to harness the positive aspects of shared learning. This resonates with
Engestrom’s (2001) activity theory around the productivity of sharing concerns and differences
in interprofessional settings. It certainly appeared to help break down some of the barriers
between different practice groups through practitioners’ shared concern to address the care
and support needs of people who are homeless in the context of the changes made possible
through the implementation of the Care Act 2014.
Conclusion
The use of a community of practice approach as an interprofessional practice development has
yielded a number of interesting themes which will be studied further through a formal research
bid. It seemed important, however, to share the immediate themes arising in the context of
limited research evidence in this area following the implementation of the Care Act 2014. We
have provided an illustration of how ‘communities of practice’ can break down the barriers
between practitioners from different organisations through shared learning and professional
development. We have also shown how this approach can be used to support the development
of research and scholarship as well as academic practitioners helping to inform and support
practice in this field.
Having outlined a number of emerging themes and illustrations of practice dilemmas as well as
emerging strategies, it remains to be seen if these relate to pockets of practice or whether
these reflect a wider picture. This will be assessed by means of future research. In the
meantime, it is anticipated that the themes discussed in this article will help to contribute to the
emerging knowledge base around the challenges and opportunities that people who are
experiencing Multiple Exclusion Homelessness encounter when accessing adult social care in
England.
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The failure of the National Eligibility Criteria – what next?
Colin Slasberg, CQSW
__________________________________________________________________________
Abstract
Social care has traditionally managed the tension between demand and supply through
strategies rooted on the demand side. The concept of ‘eligible need’ is used to limit spending so
it matches budget. The strategy has been very successful in its primary objective. However, it
has had seriously undesirable side effects. Fair Access to Care (FACS), the form given to the
strategy from 2002, was held responsible by Government for persistent inequity. FACS was
replaced with a single national set of criteria in 2015. The new strategy was built on the same
core principles as FACS. Recent evidence, including new data generated through use of the
Freedom of Information Act involving 30 councils, shows the inevitable failure of the national
criteria. Persisting inequity is not the only price being paid. The eligibility process has been
shown to be responsible for disempowerment and depersonalisation for service users and
carers, waste of resources and concealment of information about the cost of meeting needs for
wellbeing. The strategy of personal budgets through upfront allocations to nullify these ills is
now shown to have failed and cannot succeed. The eligibility process remains dominant for all
but a very small minority able to escape the mainstream system. Whilst many believe the most
pressing issue is to adequately fund social care, it is hard to sustain this argument in the
absence of credible information about what would actually be adequate. It will not be until social
care switches from a demand side to a supply side approach to control spending, replicating
the way demand and supply is managed in health, that it will be possible for social care to
commence a journey toward a service that is both personalised and financially sustainable.
Parliament, through the Care Act, has made the required change possible by replacing
eligibility of need with affordability of need as the means to control spending. Government,
through national policy, is ensuring the relevant provisions of the Care Act lie dormant.
Keywords: Eligibility criteria, personalisation, Care Act, resource allocation, equity
Context
Perhaps the most vexing and longstanding challenge confronting the delivery of social care is
how to reconcile demand with supply. Demand is in the form of needs for care and support.
They arise from the complex interplay of a range of factors – the nature and severity of each
person’s impairment, how long they have lived with it, the attitudes and personal resources they
bring to bear, the attitudes and personal resources of those around them, the attitudes and
resources of the wider community and of society as a whole, the person’s physical living
environment. Each factor is highly variable, making the combinations almost infinite and unique
to each individual. Consequently, demand takes the form of units that are highly variable in
nature and in the cost of meeting them. Supply comes in the form of a budget, determined by
political priorities both centrally and locally.
The challenge has long been addressed through application of eligibility policies. These set out
the range of needs that will be met using criteria designed to result in spend matching budget.
Prior to 2002, each council set their own formal criteria. Concern this was leading to inequity
between councils led to creation of a national policy – Fair Access to Care Services (FACS).
FACS set out descriptions of four bands of ‘needs’. Councils then decided how many of the four
they believed they could afford to meet with all needs in those bands to be deemed ‘eligible’
(Department of Health, 2002). However, the problem of inequity persisted. The Audit
Commission (Audit Commission, 2008) had drawn attention to major inequity between councils
in 2008. A Commission set up by Government to review the funding of social care observed
that people who moved between councils experienced very different levels of provision,
concluding there was a ‘postcode lottery’ (Dilnot, 2011, p.12).
Research, Policy and Planning Vol. 33 No. 1 © Social Services Research Group 2017/18 all rights reserved
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Government held the choice councils had about how many of the FACS bands they would treat
as eligible responsible for the inequity. The solution was to require all councils to work to the
same criteria. The Regulations to the Care Act (Department of Health, 2014a) required all
councils to work to the same single set of criteria. The new National Eligibility Criteria would set
a single threshold to provide ‘more transparency on what level of need is eligible’ (Department
of Health, 2017). Need in one part of the country would be seen the same in any other, making
assessments of need consistent and transportable.
Delivery of the National Eligibility Criteria
Early doubts the strategy would work were raised when the University of Kent, in a study for
Government (Personal Social Services Research Unit, 2015) found that councils were
assessing for eligibility in much the same way they always had, merely changing the
terminology. Hopes suffered a further and even more severe blow following a study published
in 2017 (Institute for Fiscal Studies, 2017). It found large variation in spending per head of
population persisting in 2015/16. The highest spending 10% averaged £445 net spend per
1,000 adult population and lowest spending 10% £325 (p.17). The finding of inequity resonated
with other researchers. The King’s Fund and Nuffield Trust (King’s Fund, 2016) found more
than ‘a six-fold variation between councils in their rates of people supported in care homes, and
an eight‑fold variation in their provision of home care’ (p.16).
Variation in spend is, of course, not an issue of concern if the differences can be explained by
variations of levels of need and therefore demand in the communities served. The Institute for
Fiscal Studies (IFS) tested the spending variations against the range of factors usually
expected to impact on need, such as the percentage of the population who are older, the Index
of Multiple Deprivation, percentage of the population who are benefit recipients, percentage of
the population who rent their homes. However, they found the relationships to be either nonexistent or, at best, weak.
Freedom of Information request
There is, however, one factor that could account for the variations without compromising the
integrity of the National Eligibility Criteria. The Care Act allows councils to choose to provide, if
they so wished, a greater level of need whatever the prevailing national eligibility criteria
requires them to meet.
To test whether councils are using this provision in a way that would account for the variations,
30 councils were asked the following questions under the Freedom of Information Act:
1. Does your council’s policy in relation to resource allocation to individuals explicitly provide
or allow for any assessed needs that require council funding, but not deemed eligible
under the Care Act, to be met?
2. If the answer to question one is yes, do you monitor how much assessed need deemed
not eligible need is met, and if so, is it measured in terms of volume of need or the
amount of money required or both?
The councils were chosen to reflect a mix of rural and urban and different types of council with
a sample size sufficient to be considered reasonably representative; 28 councils responded. All
but two of those answered ‘no’ to question one. This made question two not applicable in their
cases. The two councils who said their resource allocation policies did allow for meeting needs
above the eligibility criteria did not, however, monitor the volume of needs or spend under this
provision. This raises questions as to whether these two councils are merely regurgitating the
formal legal position in their policies, but in practice not actually behaving differently to the other
councils. Nonetheless, they were excluded from the following analysis. Not one of the 30
councils, therefore, monitored demand beyond needs they deemed to fall within the National
Eligibility Criteria.
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Diagram 1. Net spend (£) per 1000 adult population in 2015/16.
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Diagram 1 shows the spend in 2015/16 in relation to the 26 councils that acknowledged they
only met ‘eligible’ needs (NASCIS, financial return and JSNA populations). The councils are
named given that the source data is publicly available and gives greater transparency. The
range of values broadly reflects the range IFS found for all councils. This confirms the sample
to be reasonably representative.
Eligibility criteria and spending levels
So what can explain the fact that the same range of ‘eligible’ needs in Gateshead results in
60% more spending than it does in Leicestershire, with all stops in between? Whether
Leicestershire or Gateshead are doing the better job of meeting actual need is another matter.
They are both meeting needs they claim to be the same.
The Government view that the postcode lottery under FACS was due to councils choosing how
many of the four bands to meet was simply never credible. Evidence available to Government
before the change in policy made this much clear.
 The 2008 Audit Commission report was clear that the differences in spending between
councils were not explained by differences in the number of FACS bands councils had
declared to be eligible. Nor could they discern any other factors at play.
 In 2014, the Government’s own impact assessment in preparation for the Care Act
concluded that ‘there is little relationship between a local authority’s stated local threshold
and how that authority is meeting needs’.
(Department of Health, 2014b, p.46)
 The impact assessment also noted that the ‘vast majority of councils’ operated the same
number of FACS bands – the top two called ‘critical’ and ‘substantial’ respectively – thus
undermining the view that differences in the number of bands deemed eligible could
account for a ‘postcode lottery’.
By the time of the changeover from FACS to the National Eligibility Criteria, there were just
three councils who operated at just the top band of ‘critical’. These councils sought additional
funding to get them up to the levels of all other councils so they could meet the higher levels of
demand expected under the new national criteria. Government had stated the expectation was
that the new national criteria would replicate the ‘critical’ and ‘substantial’ FACS bands.
The impact assessment had already addressed the situation of the three councils who were
‘critical’ only. They said that ‘whilst it might be expected that those local authorities would
provide fewer services and spend less per head than other authorities’ it actually found
‘spending is either close to or above the median of their statistical neighbours, and in some
cases, the proportion of services provided to over 65s is significantly above the median’.
Government duly refused the request of these councils for more funding. When the councils
threatened judicial action, all parties agreed to a detailed study to determine the impact of the
change from FACS to the national criteria following application of the new criteria. A separate
Freedom of Information request to the councils concerned to discover the outcome resulted in a
response in June 2017. The Department of Health letter to the councils said ‘the case for a new
burden on the councils has not been established’ and accordingly ‘no additional funding should
be awarded’ (Slasberg, 2017a). Thus not only did a restricted threshold under FACS result in
spending any different from the rest of the country, but application of the National Eligibility
Criteria had not led to increased spending levels.
Evidence since implementation of the National Eligibility Criteria merely confirms what was
known prior to its implementation. Formal eligibility criteria do not determine the level of needs
met or spend by councils.
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What does account for variations in spending levels?
If eligibility criteria do not determine spending levels, what does? Both logic and evidence point
to a very simple answer. Each council’s budget – howsoever it is set – determines if a need will
be deemed eligible and therefore funded. Under a policy of only meeting needs that it is legally
bound to meet, councils have no choice other than to create a circular definition of need. A
need that requires public resources can only be acknowledged if there is resource to meet it.
Wide variations in budget between councils, along with year-on-year fluctuations of budget
within councils, means delivery of this process must be highly localised. The process is led by
budget holding managers with the skills and seniority required to control the flow of demand
through the assessment process. The eligibility decision is subsequently presented using the
terminology of the formal eligibility criteria of the day. This serves to create the impression of
consistency and delivery of policy. It is a wholly misleading impression.
Henwood & Hudson first drew attention to eligibility decisions being made by ‘street level
bureaucracies’ (Henwood & Hudson, 2008, p.122) rather than application of whatever the
prevailing formal criteria happen to be. Henwood & Hudson believed individual practitioners
were the ‘street level bureaucrats’ who therefore effectively determined eligibility. However, this
view does not square with the systemic pattern of the variations between councils as a whole
and between user groups across the country. If individual practitioners were driving the
decisions, a more random pattern would be expected. Direct evidence that the ‘street level
bureaucrats’ were indeed not practitioners, but managers delivering councils’ policy came from
a study for the Department of Health into the way FACS operated (Personal Social Services
Research Unit, 2012). Testing practitioners from different councils using a series of case
vignettes, the study found large variations in how practitioners assigned cases to the different
FACS bands. However, they also found a ‘correlation between the eligibility policies set by local
authorities and the level at which their care managers banded individuals’. At best, individual
practitioners have been able to push the boundaries set by managers in order to maximise the
level of support to individual service users, but their impact is very limited.
The success of the eligibility process in its primary objective is shown by the annual budget
survey by Directors of Adult Social Services. This showed that overspending in 2015/16 was
less than 2% of gross budget (ADASS, 2017, p.10). This was the case despite not only coming
during a period of austerity, but during a period of extraordinarily high levels of budget volatility.
The IFS found that between 2009/10 and 2015/16, the 10% of councils who cut spending the
deepest did so on average by an astonishingly high 31%. At the other end of the scale, 10% of
councils actually increased spending by an average of 7% (p.28).
This evidences how the circular, resource-led definition of ‘need’ at the heart of the eligibility
process ensures spending follows budget.
The Government’s role
Government policy, knowingly or otherwise, covertly invites this process. It does so through two
devices. Firstly, the Statutory Guidance to the Care Act (Department of Health, 2017) is silent
on the critical question of how councils should address the challenge of managing affordability,
thus leaving councils to their own devices to meet the key imperative of matching spend to
budget. The Guidance merely advises councils to be cost effective in their choice of services to
meet the needs they have deemed eligible. However, cost effectiveness does not deliver
affordability. It is improbable in the extreme that the aggregate cost of meeting all assessed
needs for wellbeing that require council resources, even in the most cost effective ways, will
match whatever the council’s budget happens to be. It will in all likelihood exceed it.
Secondly, the National Eligibility Criteria are constructed in a way that makes them capable of
an almost limitless range of interpretations. Under the National Eligibility Criteria, the key
judgement is whether a need will have a ‘significant impact on wellbeing’ (Department of
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Health, 2014a). FACS achieved the same effect by using descriptions of the bands that were
highly convoluted. The Commission for Social Care Inspections noted that for councils ‘FACS is
subject to wide and varied interpretation, with different custom and practice in different teams
and specialisms’ (p.32) and to the public ‘Fair Access to Care’ means nothing to the person in
the street’ (2008, p.31).
National criteria – whether under FACS or the National Eligibility Criteria – are, in reality, not
criteria at all.
Does it matter that needs are assessed and resources allocated in this way?
Whether or not it matters depends upon the perspectives of the key interests within the system.
 To political and sector leaders whose sole concern is to keep spending under control,
then it clearly does not matter. It’s a system that works. If they are also motivated to keep
spending on social care at the lowest possible level, they will have the bonus of a system
that always denies there is any funding gap. They are able to take the view that all
councils are meeting all needs that have a ‘significant impact on wellbeing’.
 For political and sector leaders whose perspective includes a desire for fairness, the
system will be of real and obvious concern.
 For service users and carers the disempowering and depersonalising nature of this
system matters greatly. In 2008, the link was made between the eligibility process and
assessments being based on ‘deficits’, being ‘standardised’ and ‘service led’ (Commission
for Social Care Inspections, 2008, p.4). Government acknowledged the findings but saw
no need to make any fundamental changes to FACS. That was because it believed a
programme of ‘significant transformation’ was in place that would promote ‘personalised
support through the ability to exercise choice and control’ (Department of Health, 2010,
p.5). The key device to achieve the transformation would be the allocation of resources
‘upfront’ to create a personal budget. It was expected there would be ‘a seamless
approach between personalisation programmes and the determination of eligibility’ (p.6).
However, the Care Act 2014 did not define personal budgets in this way, but as merely
the financial value of the services the council had decided to offer to meet the needs it
had decided to meet (HM Government, 2014, para 26). This amounted to no change from
the previous legislation. It is now evident that the personal budget strategy will not deliver
the transformation expected in 2010 (Slasberg, 2017b). Other than for a very small
minority with the skills, energy and time to escape the mainstream system (Slasberg &
Beresford, 2016) the eligibility process remains dominant along with its ill effects.
 For those whose priority is to secure the best value for money from the resources made
available, the current system is a matter of great concern. There is currently a widely held
view within the sector that the system creates dependency leading to calls for strengthsbased practice to become the new norm (Think Local Act Personal, 2017). The basic
premise is that practitioners should cease to practice in ways that promote dependence
and instead practice in ways that promote independence. However, what is not explained
is why practitioners should have chosen, en masse and over several decades, to practice
in ways that are not already based on strengths and promotion of wellbeing. Not only is
practice that promotes dependency against the best interests of service users but, in the
case of social workers, is in contravention of their Code of Ethics (BASW, 2017).
The evidence suggests that the prevailing practice has not been a matter of professional
choice, but the inevitable product of the system within which practice takes place. The
‘cliff edge’ eligibility test requires people to minimise their strengths and maximise their
weaknesses in order to secure resource; the prevalence of depersonalised assessment
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practice has been the product of a system that requires practitioners to fit people into predetermined categories of locally determined ‘eligible’ needs.
 Finally, those who wish to secure an adequate level of funding for social care are
continually thwarted by the absence of information about the real cost of meeting all
needs for wellbeing. The system ensures that ‘eligible’ needs are always met, thus
undermining claims of underfunding.
Is there an alternative?
The core problem stems from the simple economics of supply and demand, with demand
expected to be greater than supply. Social care’s strategy to address the tension is rooted in
the demand side. ‘Need’ is shaped to match supply. In healthcare, the same problem is
addressed through a supply side strategy. If we have something wrong with mind or body and
there is a health treatment that can do something about it, the system does not require the
doctor to deny it. We may have to wait if the resources are not immediately available and the
urgency is not great. The resulting length of waiting times provides a measure of the gap
between needs and resources, with resulting political pressure.
There is nothing in law or practice to stop social care being managed in the same way. But it
would require the Guidance to the Care Act to be changed (Slasberg & Beresford, 2014). The
National Eligibility Criteria, which determine when an assessed need is a legal duty to meet,
should be set at a level equivalent to the ‘blue-light’ services in the NHS – life and limb – and
expressed in clear and robust terms so they are authentic criteria that can be applied
consistently. These are needs it would be unthinkable not to meet as the consequences would
be too dire. All other needs – those that determine quality of life – would be met subject to the
availability of resources using the power to meet assessed needs under the Care Act. Crucially
the existence of these needs would never be denied. Equity would flow from the aggregation of
information about how much assessed need is met and how much is unmet. This will make
possible informed adjustments of the allocation of resources between councils and between
user groups.
At a strategic level, the gap between needs and resources would cease to be solely a matter for
epidemiolocal projections, along with speculative and anecdotal information from interested
groups, all of which have very limited impact on the decision making processes that determine
public spending levels. Information about the gap between needs and resources would become
a matter of real time information as is the case in healthcare. This would place social care on
the same footing as health. Diagram 2 illustrates the proposal.
Councils might well say they already operate at a life and limb only service. But that cannot be
true of both the councils that spend the least and the ones that spend the most, or the councils
that were able to cut their spending by over 30% and those who increased their spending since
2010. The need to emphasise deficits as the means to secure resources creates a siege
mentality that shapes perceptions. If, however, it is genuinely the case that a council is only
able to deliver a life and limb service, robustness of the criteria will make it plain to all interests
that life and limb is indeed all that council is delivering. Such a council would be palpably failing
in its duty under the Care Act to deliver wellbeing. That is something the political system and
the council’s local community should know, and have the opportunity to put right.
Conclusion
The Care Act has created the framework for an authentically rights based approach to social
care, supported by the force of law. This contrasts with claims that social care should be rights
based, such as the ‘right’ for independent living, but which has never existed as a right with
legal backing. The right the Care Act has created is to have all needs to enable wellbeing that
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require public funding to be assessed and costed, regardless of whether they can be currently
afforded. All such needs will thus be fully acknowledged and in the public arena.
Many would, of course, have preferred the Care Act to go further, and to create a right to all
assessed needs to enable wellbeing to be funded. However, the unpredictability of knowing the
cost of meeting all needs for wellbeing would mean such a legal right would require an open
cheque approach to funding. Not only has Parliament not done this, it is perhaps improbable to
expect it might have. It would have given social care an advantage over other public services
unlikely to obtain public support.
The delivery of the right to have all needs for wellbeing assessed would be a major advance,
arguably the first, and essential, step toward a social care service fit for the modern era. The
‘lived experience’ of need would replace ‘eligible’ need as the basis for all assessments, thus
personalising the process; the true level of resources required to deliver wellbeing would be
known; authentic equity could become a reality; independence and strengths-based practice
would replace deficit and dependency inducing practices. Firm movement toward securing the
resource to enable all to have an appropriate level of wellbeing cannot realistically begin until
we know what the true cost would be.
Perpetuation of a demand side approach to spending control is ensuring this new rights based
approach is not being realised. As long as this persists, it is likely social care will remain
trapped for the great majority in its inequitable, depersonalised and impoverished state.

Diagram 2. Replacing eligibility policies to control spending and placing social care on a similar footing to health.
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Abstract
The privatisation of adult social care has transformed the way in which these services are
provided in the UK since the 1980s but has been the subject of relatively little critical
examination. This article explores the nature and extent of privatisation and suggests that the
model is reaching a tipping point in terms of funding, workforce, consumerism and market
sustainability. An agenda for addressing these problems is outlined.
Keywords: Adult social care, privatisation, limitations of markets, regulation

Introduction
The term adult social care (ASC) refers to personal care and practical support for adults with
physical disabilities, learning disabilities or mental health issues, as well as support for their
carers. The care needs of such adults are rising as people live longer and are beset with
multiple health conditions and disabilities – the number of people aged over 65 in the UK will
rise by more than 40% in the next sixteen years and by 2040 almost one in four people will be
over 65 (Health and Social Care Information Centre, 2015). Policy responses to this situation
are acknowledged to have been inadequate and it is now common to refer to ‘the crisis in social
care’. This article examines the longstanding fragility of the ASC sector and suggests that the
service is reaching a multiple ‘tipping point’ in terms of funding, workforce, choice and market
sustainability. Some options for change are then identified.
Policy failure and service fragility
The first major post-war policy shift on ASC came with the publication in 1968 of the Seebohm
Report (1968). Structurally the report proposed (at local authority level) the amalgamation of a
host of small sections and functions into one powerful and overarching social services
department with its own chief officer. This was to be matched at national level by a minister in
central government with a corresponding field of authority. It resulted in a few short-lived years
of coherent policy-making. Since then ASC has been shaped by two key policy parameters –
the growth of marketisation and the reduction in public funding following the global recession.
The ways in which these factors have evolved and intersected has led to an ongoing crisis in
ASC. Four ‘fragilities’ are identified: funding; workforce; consumerism; and market provision.
Fragility of funding
Local government services have borne much of the brunt of the Government’s austerity
programme since 2010 and despite efforts by councils to protect ASC there have been
significant service cuts since 2010. In the case of older people, a joint report from the King’s
Fund and Nuffield Trust (2016) has estimated a reduction of 26% in the numbers receiving
help. More broadly the Association of Directors of Adult Social Services tracks social care
budgets and expenditure annually and in its most recent report concluded that the sector had
reached ‘tipping point’ (ADASS, 2017). It was pointed out that the pressure is not simply arising
from higher numbers of older people but also from the increasing care needs of younger adults
with learning or physical disabilities or mental health problems.
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These funding restrictions have also had a significant impact on NHS services, with hospitals
having to admit patients who could be better dealt with in the community, whilst also being
unable to discharge older patients into the community (House of Commons Library, 2017). Most
importantly it has impacted upon vulnerable individuals and their families who have had to
increasingly fund their own care without any limit to the amount they are required to spend. All
told a recent report from Ipsos MORI (2017) estimates that the number of older people in
England unable to get the social care help they need has reached 1.2 million – a 48% increase
since 2010.
It is not, however, simply the volume of support that has been affected, but the quality. The
recent national review by the Care Quality Commission (2017) rated a fifth of services as
requiring improvement or inadequate, with almost a quarter deemed to be unsafe. The
granularity of what this means for daily life is indicated in a survey of over a thousand care
workers by Unison (2017) which reveals the lack of time to wash, bath or shower residents (or
even converse with them), along with rationing of basic supplies like continence pads,
wheelchairs, wet wipes, gloves and hoists.
Fragility of the workforce
The ASC workforce is now characterised by low pay and insecure working arrangements. A
review by the House of Commons Public Accounts Committee (2015) reported evidence that:
care workers median pay was as low as £7.90 per hour; those working in community settings
were frequently not paid for travelling time; up to 220,000 direct care workers were being paid
below the statutory minimum wage; and around one third of care workers were on zero-hour
contracts whereby they had no guarantee of how much work they might have, when they would
be required to attend and had no access to sick pay, holiday pay or employer pension
schemes. More recently the underpayment of staff doing sleep-in shifts has been ruled unlawful
by HM Revenue and Customs (Community Care, 2017).
There are, moreover, differences between workers in the statutory, not-for-profit and private
sectors. Research carried out by The Smith Institute (2014) comparing the median hourly
wages by occupation across the three sectors shows the private sector performing
comparatively badly, and the gap widens further when other payments, training and pensions
are taken into account. The point has arguably been reached where it is broadly no longer a
feasible ambition to acquire skills or a profession and pursue a stable career with an enduring
and reliable organisation in ASC.
All of this has led to a workforce crisis in ASC with growing problems of recruitment and
retention. There are over 80,000 vacancies in the sector and annual turnover rates are
alarmingly high at around 27% (Skills for Care, 2016). This pressure has led some providers to
employ staff without thorough checks on their immigration status which in some instances has
led to immigration enforcement and emergency closure. The impact of immigration policy on
the UK social care workforce is now set to deepen with the introduction of a requirement that all
skilled workers from outside the EU who have been living in the country for less than ten years
will need to earn at least £35,000 pa to settle permanently. One survey (Independent Age,
2015) suggests that migrants from outside of the EU make up the largest number of foreign
nationals employed across the UK adult social care sector – for every seven care workers, one
is reckoned to have been born outside of the EU. There is now the additional further
complication of the uncertainty of the status of EU citizens working in the UK following the vote
to leave the EU – around 6% of the social care workforce consists of EU nationals but this rises
to 12% in London (Skills for Care, 2016a).
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Fragility of consumerism
A market requires ‘customers’ who seek and digest information to inform their choice of
product. From this perspective the care home market in particular has some characteristics of
an inefficient market – entry is often unplanned, is made in response to a personal crisis and
with very low rates of switching to a different provider in the event of dissatisfaction (National
Audit Office, 2011; Competition and Markets Authority, 2017). In the UK this dilemma is
intensified by the cost of paying for care. Currently anyone with assets of over £23,250 has to
pay the full cost of their care – for those being cared for in their own homes that figure only
takes into account any savings, stocks or shares, whilst for those moving into a care home the
value of their home may be taken into account, depending on circumstances. The costs people
face can be catastrophic – one in ten who enter the care system at their own expense end up
paying over £100,000 in fees.
This requirement to use the value of assets and savings, allied to the tightening of restrictions
on access to state funded care, has resulted in a large growth of self-funding ‘customers’
whose existence has seemingly become vital to the survival of care providers. By 2014 around
£10 billion was being spent by people paying for their own care and support compared with £14
billion spent by councils, and in some wealthier parts of the country self-funders constitute the
majority of the care market. Overall only about 37% of older people have their care home fees
fully met by local authorities; another 12% pay ‘top-up’ fees on top of this funding, 10% are paid
by a different statutory body (the NHS) and 41% are paying wholly on their own account (Local
Government Association, 2014; House of Commons Library, 2016).
There is now compelling evidence that these self-funding residents – often ‘choosing’ their care
at short notice and in crisis – are paying higher fees and cross-subsidising state-funded
residents, and that without this the social care market would not be considered viable.
Research by the best known market analyst in this field indicates that self-funders are paying
on average 43% more than state-funded residents in the same home, for the same type of
room and the same level of care (Laing Buisson, 2015). This has resulted in a scramble on the
part of care providers to attract self-funding rather than state-supported users, with the
attendant danger of the development of a two-tier market. Indeed, the Competition and Markets
Authority is now threatening to enforce consumer law to prevent any such cross-subsidy, which
could further reduce the financial viability of care homes dependent upon local authority funded
residents (Competition and Markets Authority, 2017a).
Fragility of market provision
The election of a Conservative Government in the UK in 1979 under Prime Minister Margaret
Thatcher quickly led to a questioning of the post-war welfare settlement and of the role of
professional and bureaucratic models of service delivery. At first a policy shift towards
outsourcing was confined to compulsory competitive tendering for such services as school
meals, rubbish collection and leisure services, but the aspiration was much bigger – a belief
that the best corrective measure was to promote choice through the extension of markets into
state welfare services.
The policy significance of social care services is that they have been part of this trend for many
years – indeed they could be regarded as the first neo-liberal public services pilot. In 1988 the
Conservative Government commissioned Sir Roy Griffiths (the head of a supermarket chain) to
review the funding and organisation of community care. His rapidly completed report (Griffiths,
1988) proposed an increased role for the private and voluntary sectors in residential and
domiciliary services, but with the local social services authority assuming the lead role in
commissioning this care. His recommendations fed into the subsequent 1990 National Health
Service and Community Care Act under which local councils were recast as ‘enabling
authorities’. Funding for this new role was accompanied by a requirement that 85% of it should
be spent on the ‘external’ purchase of services.
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The transformation towards an ASC market has progressed steadily since the passage of the
1990 Act. Early talk of a ‘mixed economy of care’ with local authorities, private companies and
the voluntary sector competing on a ‘level playing field’ soon evaporated. In 1979, 64% of
residential and nursing home beds were still provided by local authorities or the National Health
Service; by 2012 it was 6%; in the case of domiciliary care, 95% was directly provided by local
authorities as late as 1993; by 2012 it was just 11% (CHPI, 2013). This also means the bulk of
the ASC workforce – around 72% – is now employed in the private and voluntary sectors, along
with another 14% employed by individual service users making use of ‘personal budgets’
(Institute of Public Care, 2014).
A ‘tipping point’?
In combination these four fragilities raise serious questions about the sustainability of ASC
services and support. The Government’s response broadly consists of the injection of small
amounts of funding, usually accompanied by complex restrictions and requirements. This has
included the option for councils to impose a 2% (later 3%) social care levy on council tax and
the transfer of some funding from the NHS via the Better Care Fund, accompanied by the
imposition of fines for delayed transfers of care from hospital (ADASS, 2017). None of this has
been sufficient to prevent the service slipping towards tipping point.
The most serious problem with the creation of this market in social care is the prospect of
significant market failure and the impact of this on people who are at very vulnerable stages in
their lives. This is not a question of a handful of small individual providers failing to meet
regulatory standards and being deregistered; rather it is the prospect of one or more major
providers covering thousands of service users leaving the care market. The first major casualty
was Southern Cross in 2011 (Scourfield, 2012), a large company responsible for 31,000 older
people mostly concentrated in one geographical area in the north east of England.
A review of the stability of the care market in England (Institute of Public Care, 2014) identified
a range of reasons for the collapse of Southern Cross: a high rental bill as a result of the terms
of its leases following the sale and lease back of its properties which amounted to £250 million
pa; a drop in income that resulted in a reduction in property maintenance which in turn led to
lower occupancy; loans attracted higher interest rates because the company had no properties
against which to secure loans; market confidence fell and share price dropped; poor
management and quality of care led to adverse inspection reports and further decreases in
occupancy levels. In effect, Southern Cross was in a downward market spiral with no way of
ensuring continuity of care for its thousands of ‘customers’.
In the event, other private companies were persuaded to take over the operation of the
Southern Cross businesses and premises, but the IPC report suggested this was ‘a fairly close
run thing’ and that if another major provider had collapsed at about the same time, the rescue
might not have been possible. Moreover, the main company that took over the contracts – Four
Seasons – is itself now suffering large financial losses and having its viability called into
question (Dolan, 2016). As 2017 drew to a close this company – responsible for supporting
17,000 people – was reported to be on the brink of collapse, with only a US hedge fund said to
be interested in providing a bail-out package (Guardian, 2017).
There is little confidence in England that further market failure can be avoided. A survey of
almost half of all local authorities in England responsible for social care commissioning
(Department of Health, 2016) found that 77% had experienced provider failure in the year
2015/16 and 74% thought another failure likely in the coming year; a further analysis warns of
the loss of 37,000 beds in the care sector by 2020/21 (ResPublica, 2016). In the case of home
care, two of the top five providers (Care UK and Saga) recently decided to pull out of the
market. In the case of the latter, a declaration to the London Stock Exchange simply said that
the activity ‘no longer fitted with the Saga business model’. The Local Government Information
Unit (2017) has accordingly warned of an imminent collapse in the home care market.
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Where next?
The issue now is not so much whether or not ASC is in crisis but rather, what can be done
about it? The fundamental prerequisite is better funding – sector leaders estimate a need for at
least an additional £2.6 billion by 2020, along with reform to the ways in which individuals fund
some or all of their care (ADASS, 2017). However, there is also a need to change the role and
shape of the market in ASC. This could take the form of several ‘tests’ (CHPI, 2016).
Commissioning test
The remarkable stripping out of local authority provision since 1990 has simply not worked and
the role of the local state also needs to be rethought. Local authorities have been deprived of
the funding, knowledge, capacities and capabilities needed to manage change. These need to
be restored and rebuilt, as does municipal governance in general. It is now time to think more
radically about the meaning of joined-up services and support. This means looking at the
interdependence of not just the NHS and social care but also housing, skills development, job
creation, welfare benefits, schools and children’s services, transport, community safety and
more. There is one logical home for all of this and that is a revitalised system of democratically
elected local government with the skills and capacity to undertake an inclusive and
comprehensive strategic role (Commission on Strengthening Local Democracy, 2014).
Transparency test
In England the Government has been keen to encourage citizens to scrutinise the spending of
public sector bodies, but less interested in extending such transparency to private companies in
receipt of publicly funded contracts. A ‘transparency test’ could stipulate that where a public
body has a legal contract with a private provider, that contract must ensure full openness and
transparency with no ‘commercial confidentiality’. Non-statutory providers could also be made
subject to local political scrutiny processes and to the Freedom of Information Act from which
they are currently excluded (Gash et al., 2013).
Ownership/taxation test
The Southern Cross failure exposed the difficulty of regulating a private care provider owned by
a mix of property investors, bondholders, banks, shareholders and landlords. At a minimum, the
ownership of all companies providing public services under contract to the public sector,
including those with offshore or trust ownership, should be available on the public record. More
forcibly, a taxation test could require private companies in receipt of public services contracts to
demonstrate that they are domiciled in the UK and subject to UK taxation law (Corporate
Watch, 2012).
Workforce test
Given longstanding concerns about the treatment of staff, a further test could be around
workforce terms and conditions. All providers should be expected to comply with minimum
standards around workforce terms and conditions, training, development and supervision.
Commissioning bodies could also include procurement requirements designed to oblige all care
providers to participate in collective bargaining and to outlaw such practices as blacklisting
workers for taking part in trade union activities (Hendy, 2014).
Accountability test
Unlike public sector services, those public services provided by contract by private companies
are often immune from penalty or accountability for their performance, even in the event of
failure. At worst the big contractors are typically subject to short-term bidding bans (Bowman,
2015). Bringing democratic accountability into this situation is problematic. One option would be
to explore the possibility of some form of public ‘right of recall’ where contracted out services
are thought to be of unacceptable quality.
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Ultimately, however, we need to question the place of large tax-evading private chains founded
upon risky financial models having any place in the realm of personal care and support where
the free market struggles to profitably supply the services required to meet people’s needs. The
general argument that markets have become detached from morals has been put forward
strongly by Sandel (2012) who argues that without any real debate there has been a drift from
having a market economy to being a market society. As a result, markets and market values
have penetrated into spheres in which they do not belong. There may well be a place for a
mixed economy of small, local private providers and voluntary sector providers alongside a
revitalised role for local authorities, but the wholesale dash for privatisation in England cannot
be deemed to have been successful in meeting the needs of service users. The threat of a
collapsing market could be the catalyst for a radical recasting of policy.
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Innovations in Social Work Research: Using Methods Creatively Hardwick, L., Smith, R. &
Worsley, A. (eds.)
London: Jessica Kingsley Publishers, 2015
ISBN: 978-1-84905585-7, £27.99, pp.376

Systematic research can support improvements in social work, and, more widely, social care
practice, by adding specific forms of knowledge to that which comes from other sources, such as
individual experience and management information systems. Combining knowledge from such
sources to inform practice working with people, or to guide the development of local systems of
care, is the nature of evidence-informed practice. Without the generalisable evidence obtained
from robust research we may be led by our cognitive biases into practice that is inappropriate for
the context. Without the knowledge of a context, research may also lead us to adopt practices
unsuited to a person’s needs. This is what Croisdale-Appleby (2014)i seems to have meant by
proposing a ‘social scientist’ model for adult social workers, encouraging colleagues to be
routinely engaged in critical thinking about their practice, using a range of sources of knowledge,
especially appraisal of high quality research evidence.
To continue to produce good research evidence to support this kind of practice requires attention
to the research methods used, and how well they are fitted to the questions facing social work
and social care practice and policy. As the world and our understanding of it continually change,
so should our understanding of the most robust research methods and how to employ them.
Given this, it is good to see a book aimed at stimulating critical thinking about the research
methods used in social work research, and particularly seeking to encourage thought about
innovative approaches to research, to ensure a dynamic and relevant body of knowledge.
Hardwick, Smith and Worsley’s examination of innovations in methods in this sector is a timely
prompt to avoid falling into the habit of simply addressing research questions with tried and
trusted methods and methodological frameworks simply because they are what we feel
comfortable with. That way lies sterility, and probably irrelevance.
Following an introductory chapter setting out the context of social work research and practice and
the rationale behind the book, the chapters on innovative methods are structured into four
sections: Innovations in Design and Planning; Innovations in Research Methods; Innovations in
Data Analysis; and Innovations in Dissemination and Impact. Within each section are highly
stimulating chapters combining interesting and concrete questions on practice with pertinent and
approachable discussions of research methods. A concluding chapter provides a summary
discussion of some issues arising from the methods chapters and of more general concerns
facing social work research.
The first section of the book (Design and Planning of Research) includes chapters on action
research, a description of a randomised controlled trial (RCT), guidance on using archival
resources, a longitudinal study of outcomes for children with harmful sexual behaviours, and how
a systematic review was undertaken by directly involving people with dementia. Each chapter of
this section, and indeed of the whole book, very clearly discusses the research method in relation
to a specific aspect of the real world of social work practice, ensuring that readers are not faced
with overly abstract methodological concerns.
The discussion of an RCT, for evaluating a therapeutic intervention for children affected by sexual
abuse, begins by acknowledging that RCTs are not particularly innovative as a method (being
widespread in medicine, for instance), but that they are rare in social work. It is noted that there
are many opponents of the use of RCTs in social work, but this illustration of their use seems to
me to illustrate why an ethically and robustly conducted trial can be highly desirable. Without a
robust method to compare the new intervention with some other practice, how are we to know
Research, Policy and Planning Vol. 33 No. 1 © Social Services Research Group 2017/18 all rights reserved
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what is the best way to support these vulnerable young people? The authors discuss the
organisation of the trial and many practical issues, especially making it fit with the world of
practice, arguing in a highly readable way for the power of RCTs in social work research.
To illustrate the range of methods discussed in the book, the second chapter about method
argues for the need for researchers to use methods to ‘get close to’ practice by undertaking
observations of face-to-face encounters. More specifically, this includes direct observations of
interactions between social workers and parents. The author discusses the rationale for this and
the key ethical and practical challenges faced when using this approach. He also demonstrates
how methods can be complementary so as to provide a more rounded (triangulated) view on an
issue, as some of the observations discussed were part of a project based on an RCT.
Both the chapters considered so far raise a point that potential readers need to bear in mind, as
neither reports findings from the research it discusses. This book is about methods and their
application to social work, and readers should not come seeking specific evidence to inform their
practice.
The chapters of the second section, Innovations in Methods, cover examples of ethnographic
approaches to research, using visual methods, and mobile observation. The opening chapter of
this section again argues for methods that get as close as possible to the daily world of practice.
Led by an ethnographic methodology, the author describes research in which he observed
practice in its real interactive environment, and he was highly mobile in following social workers
in their frontline encounters. He argues that these have not been especially widely researched in
social work, and that hence ‘mobilised ethnography’ constitutes an innovative method. By
discussing a case example from the research, the author illustrates the power of such close
observation in allowing the researcher to see the detail of practices used by social workers to
better engage parents and children with whom they are working. The practice included moments
of uncertainty and hesitation on the part of the social workers. These detailed observations were
discussed in more detail with the social workers after the practice encounters. The author argues
cogently that the research interview on its own does not offer the rich insights that observation of
practice does.
Making mobile approaches an explicit part of a study is also discussed in the next chapter,
concerned with researching the lives of marginalised young men. The authors built into the
project walking tours in which young men in the study led a researcher on a tour of local sites
associated with their own survival. During the tour they would discuss (and audio record) the
meaning of specific sites to the lives of the men. Alongside other methods in the study, this
allowed the researchers to get close to how the young men lived their lives and the meaning of
place within those lives. A relationship developed between the young men and the researchers
through walking and talking that might not have easily been achieved through other research
methods.
The final two chapters in Section 2 discuss the use of visual methods (e.g. the use of photographs
and drawings) in research. Both these highly stimulating and clearly argued chapters present
food for thought on how different methods can engage people, often in challenging circumstances
such as recovery from substance abuse, in ways that a questionnaire or interview would not.
They are reminders of the value of thinking carefully about how to fit methods to the topic and
the participants in research if we are to achieve robust and relevant findings.
Innovations in data analysis are discussed in Section 3. They include phenomenological (broadly,
how the world is experienced) approaches to validating meaning, the impact of language
differences in research and analysing data, and a quantitative analysis of longitudinal data drawn
from other research datasets. As in other sections, chapters present methods that are not
necessarily innovative in social research, but which they argue are at least underrepresented in
social work research. The discussion of each method encourages us to be highly sensitive to
details of the real world of practice, such as how older men understand and make meaning of
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their experiences, and of the importance of differences in language (English/Polish in Chapter
13) in shaping experience and identity.
Bringing participants in to all aspects of the research process, to help better understand the
subtleties of lived experience and data, is discussed in Chapter 14 in the context of participatory
research with adults with Asperger’s Syndrome. The author discusses practical and ethical issues
experienced during the research, such as disputes over analysis of some data, but argues that
the partnership approach underpinning the project led to a better understanding of the topic of
the research.
Secondary analysis of datasets from other studies, the British Cohort Study 1970 in the case of
Chapter 15, potentially offers an effective and efficient means of exploring research questions
(especially longitudinal ones) as much of the cost of many research projects is incurred in the
data collection phase(s). Challenges in this method include the fact that the data items might not
be exactly what the researcher needs, and/or may require some interpretation, and these issues
are discussed by the author; but the potential of this method in social work research ought to be
explored more.
It is encouraging to see the range of methods being described in the chapters in the first three
sections of the book. Experimental designs such as RCTs are powerful tools to evaluate the
effectiveness (and even cost-effectiveness if economists are involved) of different interventions
and models of care. Methodologists have evolved trials to include a number of variations of
design to address specific challenges, such as where randomisation of individuals to nonintervention or control elements is difficult or inappropriate. Research methods that get ever
closer to real world practice help answer other questions that trials may not in themselves answer.
Indeed, such methods are increasingly used complementarily in, for example, health research,
such that they answer different parts of a searching question about how effective an intervention
is, and the processes behind its implementation and operation. I would like to see wider
consideration of innovations not only in individual methods, but also in programmes of research
that help us to answer more complex questions about practice by integrating different methods.
The fourth section of the book reflects a recent turn in academia, namely a specific focus on
trying to maximize impact from a research project. Whilst academics in the past might well have
said they were concerned with impact, it has become an explicit focus for researchers following
the most recent Research Excellence Framework review of academic research activity. Impact
assessment has moved thinking beyond passive dissemination (where a report, for example, is
published and pushed out to potential audiences in the hope they will read it) to more active forms
of engagement with groups having a stake in the knowledge being generated through the
research. Considering how best to achieve impact has led to better evidence-informed
understanding of how this can be done (e.g. implementation studies), and has raised many
methodological issues about the nature of knowledge and power. These latter include questions
about whose concerns and interests are being addressed in research, and what is the place of
stakeholders, such as service users and practitioners, in planning and undertaking research, as
well as in using the evidence. The chapters in this fourth section reflect these concerns. They
address empowering women through participatory research, and using knowledge exchange
processes throughout a project to ensure it is relevant and robust, with a view to increasing the
amount of impact it achieves after completion. The final chapter of this section is another
concerned with increasing the voices and influence of non-researchers in the research process,
but is distinctive for several reasons especially in being one in which the service users
collaborating on the research are given their own space in the chapter to voice their experiences.
The chapters in Section 4 provide a timely reminder that impact is a critical and highly pertinent
issue for researchers, and that research and impact are complex processes unfolding over time
and involving many actors. They encourage thinking more clearly and differently about these
issues and how to actively work and widen influence in research.
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Following this discussion of the chapters in the book, I make two general points. First, one
touched on already, that it is not made clear by the editors what is meant by innovation. As noted
above, and acknowledged by some of the contributors, some of the methods discussed are not
generally innovative. Many are not common in social work research, but they are not necessarily
innovations in the sense of ‘being new’. Readers prompted by an interpretation of ‘innovations’
leading them to look here for radically new methods will probably be disappointed. The implicit
view of the editors seems to be more one of encouraging researchers in social work to extend
their methodological thinking and repertoire of methods, rather than to argue for completely new
approaches to research.
The second point is about the structure of the book, and is that the four sections constructed by
the editors (namely design, methods, analysis, and impact) risk being seen as overly rigid. One
implication of this is that as the authors rightly discussed their research projects in the round it
was not always clear why some chapters were placed in the sections they appear in. Another is
that there is a risk of some readers thinking they can consider only one aspect of the research
process in isolation from the others.
Indeed, the book seems underdeveloped in failing to fully discuss a more complete sense of
understanding high quality social work research and the place of different approaches and
innovations in it. The book makes a case for innovation as necessary to help social work research
address the goal of emancipation of the people whom social workers support. However, there
are other considerations for research that help make it robust, and therefore able to provide a
valuable contribution to the knowledge base for evidence-informed, reflexive practice. These
issues concerning the rigour of the research, i.e. its validity and reliability.
Methods and analysis, and innovations in them, have to be matched carefully to questions to
produce valid and reliable evidence; and this decision-making is entwined with other aspects of
the research process. However, the editors do not discuss these issues. Bringing together a
discussion about innovations in methods, an emancipatory or empowering stance, and
consideration of what makes research robust could have led to a very interesting discussion,
including of issues of power in defining what research is done and the approaches used. Such
issues are discussed across some chapters, for example in those indicated above that are
concerned with widening voice and influence in research; but if the editors had addressed them
head-on they could have more clearly set out the arguments, and why they are important parts
of thinking about innovations in social work research. Neglecting validity and reliability in research
in relation to the other points discussed in the text has left quite a gap.
The book nevertheless covers a very broad range of interesting research methods and issues,
and practice concerns, across many varied groups engaged with social work. It is highly
stimulating in all these respects, and contributors convey a passion for their topics. They left this
reader enthused about the intellectual challenges of choosing and operationalising research
methods and wanting to follow up references to learn more about some of the specific methods
discussed. Hence the book achieves what I am sure was the main goal of the editors and
contributors. It is very pleasing to see a publication that specifically tries to encourage the social
work research community to think more widely about methods rather than unreflectively remain
tied to trusted research methodologies and methods. The book is thus a welcome addition to the
processes of helping to extend the methodological and methods repertoires in social work, and
social care, research.
Michael Clark
Associate Professorial Research Fellow, Personal Social Services Research Unit, London
School of Economics
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Learning from Baby P – The Politics of Blame, Fear and Denial Shoesmith, S.
London: Jessica Kingsley Publishers, 2016
ISBN: 978-1-78592-0035, £15.99, pp.272

Sharon Shoesmith’s is arguably one of the most recognisable names in British social work in the
early twenty-first century. This is ironic, given that Sharon Shoesmith is not a social worker, but
rather has a background in education – as a former head teacher, special needs specialist and
inspector – who was Haringey’s first Director of Children’s Services at the time of baby Peter
Connelly’s death in 2007.
A quick internet search reveals that almost a decade later, with the publication of Shoesmith’s
book Learning from Baby P – The Politics of Blame, Fear and Denial, the press has not released
Shoesmith from the attributed burden of responsibility for Baby P’s death, and still overtly doubts
her motivation in writing a book. In August 2016, anticipating the publication, one of the tabloids
claimed that she planned to ‘cash in on the scandal that got her sacked from her role with
Haringey Council, launching a book called Learning from Baby P’ (Mail Online, 19 August 2016)ii.
Shoesmith makes clear in the preface that her motivation is very different: ‘The book is not about
me or my colleagues who were sacked from our jobs following Peter’s death. It is not about
seeking retribution or pursuing restoration’. She adds: ‘In particular, the book seeks to understand
the processes of blame, fear and denial that were so prominent in the responses to Peter’s death,
which might now with some degree of understanding provide opportunities to learn’ (p.12). In my
view this is what Shoesmith goes on to achieve.
This book makes no apology for its origin as a PhD thesis, and the layout and contents attest to
its academic roots. Shoesmith explains the rationale for the book’s structure, drawing on available
national data, theoretical perspectives, and an avowedly psychosocial analysis of national
responses (political, media, general public) immediately after the conviction of Peter Connelly’s
mother, her boyfriend and his brother for ‘causing or allowing’ the death of Peter (Baby P). The
reader is guided through an analysis of the nature and prevalence of familial child homicide, and
the author thoughtfully questions what we (as a society, as social work professionals, as
politicians and as academics) actually know about the phenomenon.
Given the personal nature and impact of her own involvement in the media storm that followed
the conviction of those found guilty of Peter’s death, Sharon Shoesmith is remarkably
dispassionate in her account of the ‘narrative’ which emerged about Baby P. She calmly analyses
the influence of social media, and the speed and ferocity with which members of the public leapt
onto the press and political interpretations of what was thought to have happened, and vilified
the work of the social workers, paediatrician and Shoesmith herself. The author argues that
‘blaming social workers was an easy response that had become habitual. Social workers were
expected by the public to carry the anguish that no one else could face’ (p.191). This anguish
focuses on the unpalatable truth that parents, and, most unacceptably, mothers are sometimes
responsible for the death of their children. Shoesmith spotlights the transference of moral blame
away from Peter’s killers and onto the social workers – particularly the assumption that they
should have been better able to identify and manage risk. She disassembles the construct in
theory and practice of local multi-agency working, and notes how partner agencies (who were
heavily involved at the time) stepped away from the uncomfortable limelight, leaving a few
individuals thoroughly exposed.
Shoesmith’s book describes the ‘perfect storm’ which was created when political, societal and
media attitudes came together and reacted to the death of this particular child. She explores in a
sensitive and considerate way why the stories of the deaths of certain children through familial
homicide hit the headlines and become instrumental in changing policies and lives, where others
slip past media attention almost unnoticed. For those children who are killed by family members
and who were previously ‘not known’ to statutory services, their manner of death is likely to have
been equally despicable, and yet this is somehow less shocking, as they were not evidently

40

Reviews

‘failed’ by those who were supposed to be looking out for them. Shoesmith highlights the
converse argument, that in fact the latter group were ‘failed’ in a different way as they had
escaped notice altogether, so had no one looking out for them at all.
Sharon Shoesmith carefully studies what we know about familial child homicide and
contextualises this within the boundaries of Haringey local authority and its history. She peels
back the layers of expectations placed on Haringey, including through the interpretation of certain
past events there such as the murder in 2000 of Victoria Climbié (another child killed by family
members), the political context regarding promoting gay and lesbian relationships in schools, and
the murder of PC Keith Blakelock in the Tottenham riots in 1985. By exploring perceptions of
Haringey as a failing and radical authority (which flew in the face of improvements inspectors
reported as being made) Shoesmith helps the reader to understand how the media temperature
was rising at the point at which the news broke of the convictions of Peter’s mother and kin as
his killers.
Shoesmith also draws attention to the profound effect on the wider social work world of Victoria
Climbié’s death. The reports by Lord Laming, and subsequent legal and policy changes,
influenced the whole of children’s social care. I recall listening to Lord Laming as he described
the findings of his report when I sat in the rapt audience at a conference in Cornwall, which pulled
together social work professionals from across the West Country. On reflection now, it is poignant
that as Shoesmith points out, eighty-two other familial child homicides occurred across England
and Wales in the same year that Victoria died; and yet their names are lost to history and their
stories did not attract media attention. Another reflection from that Cornwall conference is my
recollection of the audience predominantly comprising social work colleagues, with a much
smaller representation from partner agencies – a ratio to be later echoed, as Shoesmith
describes, in the partner agency responses to Baby Peter’s death.
In her well-argued examination of societal denial of crimes against children Shoesmith questions
the fabric of our understanding – she asks her readers to consider why as a society we have
become habitual in blaming social workers for failure to protect (a ‘cultural trope’) rather than
focus on the societal mechanisms we could employ to improve protection within communities.
Her construct of childhood is well referenced, and challenges us to recognise the imbalanced
value that society places on children, where sentiment has grown regarding the notion of
childhood being a protected time, and yet children still live in poverty and neglect. For
communities, policy makers and media professionals alike, the question from Shoesmith’s
perspective is that if the energy, time and resources that went into blaming social workers and
others for failing children were directed towards more constructive, protective activities, how
many child deaths could be prevented?
Similarly, Shoesmith’s evaluation of the entwined nature of social work, regulators and politics is
strong, and poses the question of how the more radical voice of social work has become ‘virtually
silenced’ in the latter part of the twentieth century. Shoesmith cites the work of Professor Eileen
Munro on child abuse case enquiries (1996) and comments that ‘almost half the inquiries she
researched did not fault social workers, but that several high profile cases publicly vilified social
workers for both identifying and failing to identify child abuse and familial homicide’ (p.45). Even
greater depth to Shoesmith’s analysis of ‘prediction and prevention’ as a problematic professional
construct would have been beneficial; this approach, and the aspirations that go with it, have
been both adopted by social work practice as ‘what we do’, and conversely have become the
stick by which the media persecute social workers who apparently fail to do so.
Shoesmith takes an analytical approach to the direct impact of the media, including social media
orchestrated in Haringey, and the political responses (including her own public dismissal on
television by the then Education Secretary, Ed Balls). Shoesmith asserts that ‘The case of Baby
P became another watershed in the history of children’s social care’. The impact was farreaching: for example, in the ‘Baby P effect’, which described the rise in the number of children
brought into care; in the recruitment and retention of social workers, which became problematic;
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and in Haringey Council, where social workers left in such numbers that the new Director had to
make an appeal to other London DCSs to ‘lend’ him staff (p.193). In my view, we are still battling
those effects today.
The final chapters of Shoesmith’s book aim to draw together the powerful arguments that she
has discussed through the text about the idealisation of motherhood and childhood, the lack of
knowledge (let alone evidence) about familial child abuse and homicide, and what she calls
‘emotional policy making’. This extends to discussion in 2015 of the idea of a proposed crime of
‘wilful neglect’ by members of the social work and teaching professions and elected council
members. Shoesmith notes that health and police colleagues were not proposed to be subject to
the same level of criminal responsibility and yet clearly had a multi-agency part to play in
protecting Peter Connelly and other children at risk.
When I mentioned to a colleague that I was writing a review of Sharon Shoesmith’s book, she
commented that it would be really good to find out about her individual perspective, including how
Shoesmith survived having been made such a scapegoat. My colleague might not be alone in
appearing somewhat disappointed to learn that whilst I believe that the academic thesis and
subsequent book written by Sharon Shoesmith has something of a cathartic element to it, she
deliberately does not bare her soul, and is thoughtful and analytical throughout. The emotional,
financial and reputational impact on Sharon Shoesmith and on the other workers who lost their
jobs as a result of Baby Peter’s death is graphically described, but so too is the careful
examination of society’s wish in effect to sanitise familial child homicide. It is easier to publicly
blame and humiliate workers (who were working to protect children) than it is to accept that a
mother has either caused or allowed her child to die.
As a text, this work took me some time to process, and the author’s adherence to academic
terminology is sometimes awkward as, for example, when she repeatedly and unnecessarily uses
the phrase ‘I argue...’ to introduce a proposition or line of discussion. The chapter on Blame, Fear
and Denial, doubtless necessary for the PhD, felt somewhat detached, and rather than the
lengthy explanations of the cited theoretical perspectives, I would have preferred to see those
theories used more directly to illuminate Baby Peter’s story. This book will justifiably be included
in the reading lists of social work students, but I do wonder how many will find it readily
penetrable. Having reviewed Professor Ray Jones’ publication The Story of Baby P: Setting the
Record Straight (RPP, 31(1), 2014-5), it is my view that his message is more easily accessible;
but that in the main body of her text, Sharon Shoesmith makes the greater challenge directly to
researchers and social policy makers, as to how much practice and policy change has been
based on reactive responses to individual tragedies rather than on a foundation of well analysed
data and tested knowledge.
Frustratingly, the final chapter, where suggestions are made for future action, is rather superficial.
Whilst Shoesmith has spoken with social workers (which should itself generate a strong
approach), her contact was apparently in a one-off workshop setting. The workshop outputs are
heartfelt, but many of the suggestions listed are already regularly put in place in councils all over
the country, making for a disappointingly weak ending to the book, and risking undermining her
earlier strong analysis. The final conclusion also puts the responsibility for change squarely with
the social work profession alone: does this then give others an ‘opt out’ clause with regard to
learning from Baby P about protecting children?
Andrea Morris
Locality Director, Children’s Services, Devon County Council
i

Croisdale-Appleby, D. (2014) Re-visioning Social Work Education. An Independent Review, London:
Department of Health.
ii
By James Dunn For Mail Online Published: 00:18, 19 August 2016 | Updated: 11:54, 19 August 2016
Article: ‘Shamed Baby P boss Sharon Shoesmith's ex-husband is caught with a haul of child porn – as she
prepares to cash in on the tragic toddler's death with a tell-all book’.
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