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POLICY: 2011 AND BEYOND 

 
In January 2011 the Executive Council of the Association of Directors of Adult 
Social Services met in Manchester and continued what, since last May, has become a 
continuing review of its functions and policy positions. 

As well as debating many of the most pressing current issues among themselves, 
Council members also invited three professors to come and give them their view of 
the current policy content; the options facing ADASS within them, and their view of 
which direction the Association should take. 

What followed was a lively debate in which the future role of adult social services, 
within a very new financial world, and a familiar demographic one, was given an 
exhaustive analysis. 

The following three papers from the three speakers are offered to ADASS members 
and the public alike with a view to widening and extending the debate. 

 

Andrew Kerslake is Emeritus Professor and Associate Director, Institute of Public 
Care. 

Jon Glasby is Professor of Health and Social Care and Director of the Health Services 
Management Centre, University of Birmingham. 
 

Peter Beresford is Professor of Social Policy, Brunel University and Chair of Shaping 
Our Lives. 

Professor Andrew Kerslake 



 

OCIAL CARE FACES a time of change which has not seen since the 
Community Care reforms of the 1990s. Such changes are being driven by major 
reductions in local government budgets, an increase in demand for care services 

brought about by the demographic growth of the older peoples and learning disabled 
populations, and an increased need for organisations and agencies to work together1. 

Faced with that triumvirate of issues the task for senior care managers, in the 
following order, is to: 

• Divert demand 
• Reduce demand 
• Manage the demand that remains better and more cheaply. 
• Stimulate the development of a more diverse market. 
• Provide leadership. 

Reducing demand  

Target intervention on the biggest drivers towards hospital admissions and care 
homes 

Local authorities need a better understanding of the routes and pathways older people 
take to high intensity care and repeat hospital admissions. In particular, this means 
identifying what are the key  `trigger’ points along that pathway that may lead to a 
‘step down’ in people’s capacity to care for themselves; what interventions may 
change or divert that outcome, and when are services best offered to people.  

Improve health performance 

Connected to the above point is that social care directors need to have a good 
understanding of those aspects of health care that have an impact on the likelihood of 
older people needing care and support. A range of recent reports by the Royal College 
of Physicians and others all indicate that in key areas, eg, falls, dementia, continence, 
and stroke, health care performance is notably poor. Social care cannot drive forward 
a preventative approach without health care targeting greatly improved practice in 
these areas and without public health working to identify how key populations may be 
targeted2. Even where performance is scored as ‘reasonable’ often the benchmarks are 
set so low it is surprising that any Trust falls below the threshold 

Develop higher volumes of housing into which care and support can be delivered  
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At the heart of the wider policy agenda has to be the development of housing suitable 
for older people (as compared to older peoples housing) into which care and support 
services can be easily delivered. Therefore, abandoning approaches such as lifetime 
home strategies may prove to be a very shortsighted approach by government. In 
effect, each local authority needs to look at its planning and housing policy, 
understand how that matches its future demographic profile and explore how it can 
stimulate the development of housing for purchase that older people like and want.  

Safer, warmer, level access housing reduces health care costs3 as well as ensuring 
people remain in the community for longer. 

Test interventions as to whether they promote independence  

There tends to be an automatic assumption that all care and support is inevitably 
beneficial, particularly if it emanates from the voluntary sector. However, there is a 
need to question this assumption and explore whether some interventions actual 
encourage people onto a care pathway when alternative interventions could have 
increased their independence, eg, do aids and adaptations always increase peoples 
independence or do they hide shortfalls in physiotherapy and create dependency? 

Develop a multi-skilled, multi-tasking workforce outside the traditional boundaries of 
health, care and support  

As many older people have testified, in a range of research, poor health and a need for 
care and support can generate the attention of a plethora of agencies, each performing 
single tasks, and frequently only ‘signposting’ people to other services, when a range 
of co-ordinated interventions are needed. This could be changed by developing a 
workforce that could multi-task and straddle basic health, care and housing provision.  

This is particularly important in rural authorities where often the highest densities of 
older people live and where travel absorbs a significant amount of work force time 
and resource.  

Diverting demand  

Establish the cost-benefits of carer support  

All authorities will have a strategic approach towards carers yet often it is an 
undifferentiated approach. Can managers identify what it is that leads to carer 
breakdown and high intensity provision? What policies are in place to prevent this 
occurring? There is evidence in terms of dementia care that even relatively low levels 
of targeted support to carers can make a considerable difference in their capacity to 
care for longer. 

Define the task that community groups can cost effectively deliver  

Government is placing an increased emphasis on the voluntary sector and their 
concept of ‘Big Society’. Local authorities need to use the evidence available to focus 
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their support onto those elements of the voluntary sector where there is clear evidence 
that it delivers cost effective benefits.  

‘Piggy back’ state funded provision onto self funders  

The days of the local authority as a direct provider or funder of service provision are 
rapidly diminishing. For example, there will be little funding available for local 
authorities to develop Extra Care Housing in the future. However, authorities can use 
their existing assets better. For example re-examining the sheltered housing estate and 
looking at how its value can be used to better support people with care and support 
needs.  

Existing assets such as land and vacant properties owned by the local authority, 
together with planning controls can be used to encourage the private sector to develop 
schemes where the LA can ensure there is sufficient stock available at a social rent.  

Reduce the number of self funders who run out of money  

A number of authorities are reporting increases in the number of older people who 
were previously self funding their care and who are now running out of money and 
falling back on state support. Authorities need to be able to track this trend to put in 
place agreements with providers about how this may be better managed and to offer 
financial advice and support (perhaps via a third party) which can ensure that the 
finances of those who fund their own care can last longer.  

 

Managing demand better  

Incentivising prevention in home care  

There is a general need across health and social care to measure performance and 
identify success through the outcomes achieved rather than through the volume of 
services provided. This is particularly true in home care where incentives are 
perverse, ie, the provider benefits from people’s needs increasing rather than 
diminishing. How can home care providers be encouraged to take on wider tasks and 
participate in funding service delivery not by the volume of provision but by the 
outcomes they have achieved? 

Defining who residential care is for  

Much time and energy has been spent on developing strategies and approaches to 
avoiding residential care. This is right and proper given that it’s both high cost and the 
vast majority of people say they do not wish to live in it. However, the danger is of 
creating a residual service; a dumping ground of poor quality provision that is under 
resourced and unmotivated. There is a need for local authorities to be clear about who 
they think residential care is for and why and adjust their strategic policy approach 
accordingly. 

Making sure the Joint Strategic Needs Assessment (JSNA) is a live and working 
process rather than simply a descriptive document  

Many JSNAs, the first time around, were long and descriptive documents that did 
little to help social care directorates make commissioning decisions or target 



resources. That has to change and this time JSNAs should be focused on how can 
local demand be managed better using the analytical skills that public health 
researchers clearly posses. 

Tracking and planning ahead potential learning disability provision  

All authorities need to have a clear understanding of the resource implications of 
learning disability transition from children’s to adult services. Given that this is 
known well in advance there is no reason why authorities should not begin planning 
with service users and their families some four years ahead in order to ensure that; 
appropriate provision is available and wherever possible that high cost placements are 
avoided. This also suggests working better with the market of learning disability 
service providers in order to achieve that outcome.  

Managing the ideology of personalisation alongside the reality of funding   

Part of this is about discriminating between offering people choice and control and the 
mechanisms by which this might be achieved, ie, personal budgets. An overt 
concentration on the latter will potentially lead to higher costs as greater volumes of 
brokerage and support might be needed for service users with high level needs.  

Caution is also needed if the government extends personal budgets to include 
residential care. Given that there are more people eligible for state funding and whose 
needs could justify residential care than currently receive that service then the danger 
is of demand being forced up as older people come under pressure from health 
services, relatives and advertising campaigns to accept that residential care is their 
best option 

Stimulate the development of a diverse market. Providers, service users and LAs are 
likely to benefit from closer relationship being established between providers of care 
and the local authority. Developing market position statements that clearly identify 
the LA’s future role and behaviour towards the market will help. However it is also 
important to define what good care looks like, understand the outcomes it delivers and 
the associated costs-benefits, and then promote that model with providers and service 
users.  

Innovation that government seeks is also not cost neutral. If providers are to develop 
new forms of provision and new approaches, then the costs of such innovation also 
have to be shared. It may make sense for social care, working in collaboration with 
business enterprise to establish local  innovation and development funds. However, it 
is also about establishing mechanisms to support small and vulnerable providers, this 
might involve everything from improved business planning to paying bills quicker to 
ease cash flow in small organisations. 

Leadership  

In the past we have focused in social care on being good managers. The new agenda 
now requires not only management but also leadership from senior managers. 

* Across social care: motivating the staff that remain and developing the new skills 
required by a very different agenda, people need to be skilled in working with and 
analysing the whole market, in targeting provision and in cutting out waste and 
duplication. 



* With public health:  making sure that contractual negotiations and discussions with 
public health ensure that they can do the analytical work which enables targeting of 
provision and can capture effective data about market trends.  

* With GPs: the health service may not belong to social care but the consequences of 
its performance deeply affect the potential of social care to perform well. Directors 
need to be proactive in new commissioning arrangements with GPs and 
knowledgeable of the impact that poor performance has and how it might be changed.  

There is a strong need to create a health power base outside hospitals through the 
appointment of community-based consultants in old age, health and medicine. 

* Across the local authority: it is important to make sure the authority understands 
that older people and disability in particular are an authority wide responsibility not 
just a social care responsibility. For example, in Herefordshire in 20 years time a third 
of the population will be aged over 65 and the population aged 80 and over will more 
than double. This is not just an issue for social care but an issue across the local 
authority requiring responses from travel and transport, leisure services and planning.  

Andrew Kerslake is Emeritus Professor and Associate Director, Institute of 
Public Care. Contact: Bath office, 01225 484088: Oxford office 01876 790312 

akerslake@brookes.ac.uk 
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Professor Jon Glasby 

 
LTHOUGH IT MAY seem a very harsh statement, some commentators 
would argue that the current adult social care system is fundamentally broken.  
This is not the fault of people working in current services or even of recent 

policy makers.  Many would argue that we simply have a 1940s (or maybe even a late 
nineteenth century) system based on 1940s demography and assumptions which is 
now no longer fit for purpose in terms of the way we live other parts of our lives in 
the early twenty-first century.   
 
This has probably been becoming clearer for some time – although the current 
financial situation has brought these matters very much to a head.  Ironically, the 
result could be a situation where the financial difficulties we face force us to consider 
fundamental change that might not have been possible without this level of challenge 
and upheaval. 
 
Against this background, this short article explores some of the ‘P’ themes from the 
recent adult social care vision – although space prevents a detailed discussion of all 
seven.  First is ‘prevention’ – and this is clearly crucial in the current context.  We 
have debated prevention before – via the Audit Commission’s work on ‘breaking out 
of the vicious cycle’ and work by the former ADSS and the LGA on ‘inverting the 
triangle of care’ in older people’s services.   
 
However, knowing how to invest in order to embed a preventative agenda remains 
problematic and the issue of evidence is paramount.  By definition, prevention can 
take a long time to be effective (longer than standard policy timescales) and proving 
you have prevented something (that otherwise would have happened without your 
intervention) is complex.   
 
While the NHS has often looked to economic and quantitative forms of evidence, this 
is an area where practice is likely to be far ahead of the research base.  If we don’t 
know what works, we need to focus on what we know doesn’t work, try something 
different and learn by doing and reflecting – a form of ‘practice-based evidence’ 
rather than ‘evidence based practice’.  It may be that ADASS members and 
organisations like SCIE are particularly well placed to do this with their emphasis on 
broader forms of knowledge such as the practice wisdom of front-line staff and the 
lived experience of service users and carers. 
 
Second is ‘personalisation’ – about which much has already been written.  However, 
if personalisation is to thrive then the key will be to have the courage of our 
convictions and to dare to let go.  All the evidence and experience to date suggests 
that personalisation can flourish when we’re clear about how much money is available 
to spend on meeting an individual’s needs, and then enable them and those close to 
them to be more creative and innovative about how they go about meeting their needs.   
 
The biggest risk is that we regulate the new system to death, killing any scope for 
innovation instantly and allowing the old system to reinvent itself under the guise of 
the new language.  If we can avoid this danger then adult social care could be at the 
forefront of a broader series of changes across the whole of the welfare state, helping 
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other services and sectors learn more about how to personalise support and enhance 
choice and control.  With a government committed to creating a ‘Big Society’ adult 
social care is already taking a lead role, and the personalisation agenda is too 
important to allow to fail. 
 
Third is health and social care ‘partnership’ – and the risk is that current relationships 
will get increasingly strained as all services face significant financial challenges.  We 
may already be seeing this in some areas of the country, and debates about issues such 
as ‘delayed transfers of care’ may well get much more acrimonious as an early 
warning sign of deeper malaise.   
 
In some areas of the country, health and social care partners appear to be gearing up 
to focus more on core business, carrying on with more of the same and simply trying 
to shave ‘x%’ off the top.  In contrast, other health and social care communities seem 
to be recognising that it was ‘more of the same’ that got them here in the first place, 
and that the situation is so difficult that only something fundamentally different will 
suffice.   
 
Against this backdrop, the emergence of GP consortia may destabilise existing 
relationships – but also bring an opportunity to develop more locally-based, 
neighbourhood approaches.  Most GPs live and/or own property in the areas where 
they work and are very stable – it’s not uncommon for someone to be the local GP for 
many years.   
 
Unlike other rapidly changing NHS structures, this gives a sense of community, 
permanence and place that could link in exciting ways to more patch-based 
approaches in social care and to boarder developments in regeneration and other areas 
of the local authority.  The language of local democracy and accountability is also 
genuinely exciting – although translating this into a meaningful reality will require 
significant commitment and joint ownership. 
 
Last but not least is ‘productivity’.  In previous work for Downing Street and the 
Department of Health, the Health Services Management Centre at the University of 
Birmingham has argued that spending on adult social care is not ‘dead money’ that we 
can no longer afford in a difficult financial context.  Instead it should be seen as a 
form of social and economic investment that has the potential to improve people’s 
lives whilst also making savings in other parts of the welfare state.   
 
The full report is available elsewhere (see below for details), but the research explores 
how a reformed social care system could achieve possible future savings in the NHS 
and social security, as well as extra income from Tax and National Insurance if 
various social care user groups could be supported into employment.  In a worst case 
scenario, little would happen and costs would double within twenty years.   
 
In a more likely scenario, some things would improve but the system would still 
struggle financially.  In a best case scenario, adult social care could manage roughly 
within current researches – although we need actively to invest in social care on the 
understanding that this would produce savings elsewhere.  Whether we can find ways 
of encouraging such a whole systems approach remains to be seen. 
 



Overall, the current policy context has a number of implications for how ADASS 
plans its work and sees its role.  The first challenge is to articulate what adult social 
care has to offer – and to make the case above for this being a form of social and 
economic investment.  With low public understanding and a high degree of stigma to 
overcome, this task of awareness-raising is crucial but unlikely to happen quickly.   
 
Perhaps more immediate is the need to be clear about the role of ADASS – is it there 
to provide peer support and ‘respite’ from current challenges?  Is it there to take a lead 
around improvement?  Is its role to challenge current policy and stand up for its 
members, staff and service users?  If the latter, how should ADASS balance influence 
behind the scenes with external and public challenge?  These are difficult balances to 
strike, and one option would be to conduct a short piece of work looking at how other 
sectors and organisations handle such tensions. 
 
Most importantly of all, many of the social workers I meet seem to feel very isolated 
and alienated – as if personalisation is giving them empowering language but that 
they are being set up to fail by a financial context that makes it impossible to deliver.  
Some also feel that their directors may not necessarily be on their side and that they 
might be using the language of personalisation to justify cuts in the number of social 
workers that they would have wanted to make anyway.   
 
Some of these workers also feel as if their professional values and status is under 
threat as a result of the partnership agenda, with the NHS dominating adult services 
and education dominating children’s services.  Of course, all this may be true or it 
might be completely misplaced – but Directors and ADASS have a key role to play in 
standing up for social work and helping it to be clear and confident about what it has 
to offer.   
 
Overall, these are unprecedented times – and are either a major threat to what we do 
or an opportunity to do things differently and to grasp nettles we’ve always wanted to 
grasp.  Quite possibly they are both at the same time. 
 
Jon Glasby is Professor of Health and Social Care and Director of the Health 
Services Management Centre, University of Birmingham. 
 
For details of HSMC’s work on the future reforms and costs of adult social care, 
see: 
 
Glasby, J., Ham, C., Littlechild, R. and McKay, S. (2010) The case for social care 
reform – the wider economic and social benefits (for the Department of 
Health/Downing Street).  Birmingham, HSMC/Institute of Applied Social 
Studies (also available online from the HSMC website: see 
www.hsmc.bham.ac.uk). 
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Professor Peter Beresford 

 

 WANT TO  start with two very basic unremarkable, current, real world examples. Both 
of these relate to people I know where I have seen things develop over a period of time.  

First is about the mother of a friend, Dave. Her name is Jenny. This could almost be a 
story of Big Society. She’s in her 80s, lives at home, has a carer coming in three times a day 
and has increasing problems with dementia. A neighbour, Jim, who is in his 70s but mentally 
OK had her front door key so he could pop in and help as needed. But on one visit a carer 
found that he had been regularly sexually abusing Jenny.  

Suddenly, confused comments she had been making became clear. She has started to imagine 
people in the house and become frightened. Again, over Christmas, she went out of doors in 
the freezing cold and another neighbour and Dave (over the phone) had to try and persuade 
her to go back indoors. Truth is she needs someone with her overnight because that’s the most 
difficult time for her. Instead it is looking more and more likely that she’ll have to go into a 
home. 

Second are Rog’s parents. They are both now very old; both need support, but neither wants it 
from paid carers. They want Rog to help. But Rog has his own small business. It’s doing OK 
but he’s taking more and more time trying to support his parents. He’s beginning to look 
worried and worn out. He can’t persuade his mum and dad to accept paid care – they have 
fears about what it will be like and what it might lead to. But this is untenable for Rog. He has 
no support to help him work out what to do. He is getting more and more worried and 
overloaded, even though other relatives are also doing their best. 

These examples are far from unusual. They raise much broader issues about the state of social 
care here. They highlight that: 

• Routinely, services and support for people are seriously inadequate, resulting in 
things getting worse and service users, notably - in these examples older people - 
having more and more constrained, difficult and worrisome lives.  

 

• But it is not only the problems facing older people that we know are enormous and 
likely to get worse as numbers and proportions increase and social care is not on a 
footing to cope. 

 

• Also another age group, middle aged people – here their offspring - can expect to face 
increasing difficulties and strains trying to provide necessary informal support to 
service users without a social structure or specific infrastructure suited to help. These 
are people at the time of maximum productivity and economic contribution. Yet this 
is being compromised and put at risk in a growing number of  cases. 

 

Such examples begin to tell us that: 

• We need a truly radical review of social care to develop an appropriate and feasible 
vision for the future. 
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• Sadly, current positive moves to personal budgets, self directed support and 
personalisation seem to be being undermined as they are being challenged by broader 
and bigger cuts leading to increased restrictions on eligibility criteria, cash ceilings 
and, of course, serious attacks on disability benefits. They are increasingly being seen 
as a cover for cuts rather than a real improvement. 

 

• Cuts in general services as well as dedicated support services of the order currently 
taking place and in train can be expected to have a devastating effect on already 
inadequate provision 

 

All this is happening and is likely to colour, shape and limit future funding proposals and 
legislation. But contentious policy, trammelled by the government’s much criticised 
understanding of the public deficit, is a hopeless basis for constructing long term social care 
arrangements that we know need to be sustainable, and will gain serious consensus and 
provide an adequate basis for securing the rights and needs and of the large and growing 
number of the population needing social care support. 

When I say that we need a truly radical review of social care, let me just say a little more 
about what I mean by that, by running some facts - some commonplaces taken as givens - 
past us. I am focusing here on just one issue that is coming the way of social care with 
increasing urgency and intensity: issues relating to older people. But there are others, for 
example: 

• The increasing survivability of early term babies with significant and multiple 
impairments 

 

• The increasing longevity of many adults with major and multiple impairments 
 

• The increasing tendency of people with inherited impairments and impairing 
conditions to have their own children 

 

• Major changes in end of life conditions - from being terminal to being much longer 
term  

 

• The emergence of long term impairing conditions associated with so called life-style 
issues, for example, obesity 

 

All of these have major implications for social care and its resourcing. All are increasingly 
important and are having a growing impact. 

I am just focusing on one: dementia. Let’s look at how issues have been structured and 
presented: 

Indisputable fact 1 



There is and will be a massive increase in dementia because of the rising numbers and 
proportions of old and very old people. 

Indisputable fact 2 

Dementia can be a fearsome phenomenon: personally, medically and socially draining  

Indisputable fact 3 

These problems will demand larger social care input and make more demands on formal 
services and more intense demands on family members as carers. 

Now lets run some other indisputable and evidenced facts against these. 

Evidenced Fact 1 

Expert work on dementia has highlighted different rates of dementia in different groups 
according to their health status and history. 

Evidenced Fact 2 

Much can be done to reduce and delay the damaging consequences of dementia through 
social and medical interventions. 

Evidenced Fact 3 

These interventions are not routinely available 

Evidenced Fact 4 

The lives of many people affected by dementia are unnecessarily damaged and their quality 
impaired. 

Evidenced Fact 5 

The lives (and productivity) of many people close to them are also unnecessarily damaged 
and impaired because present social care policy centrally relies on their input. 

Evidenced Fact 6 

Current proposals for social care, and the resourcing historically provided, offer little prospect 
of addressing these large scale high priority issues. 

Evidenced Fact 7 

Giving social care comparable priority that has in recent years been given to the NHS is likely 
to have a more serious impact. 

Conclusion 

It is difficult to see how this will be achieved and crucial integration made possible between 
health and social care unless the funding of social care is put on a similar footing to that of the 
NHS. 



Now to make sense of the policy context for 2011 and the future, the set task for this session, 
I want to look back a little to the past because I think it may be helpful. I want to take us back 
to Mr Major’s Conservative government, which now seems a long time ago - although to be 
truthful much of what we are hearing under the label of Big Society is a rerun of his 
unsuccessful policies framed in terms of ‘the active citizen’.  

This established a pioneering initiative in engaging citizens and service users and hearing the 
voice of public carers and service users in the context of social care. This was the national 
user and carer group for community care which was set up and met twice yearly with the 
Minister, in between times taking forward a range of local and wider activities.  

Its members were all service users and carers and were well networked in their local 
communities. There was a lot of enthusiasm in the group; the minister was supportive, people 
worked hard and there was good collaboration between service users and carers. I was 
privileged as a mental health service user to be a member of this group. 

But there was a fundamental problem. When we went back to our local constituencies, 
authorities and agencies the message was always that there wasn’t enough money from 
central government. When we took this message back to the minister and central government 
they told us that the problem was that the local authority wasn’t spending the money properly. 
We ended up being  piggy in the middle; the meat in the sandwich between these two sets of 
important and powerful institutions.  

Both claimed to represent and involve service users and citizens. Each blamed the other for 
the failure to provide adequate and appropriate support which we kept reporting. It was 
difficult to make much progress. Sadly despite a lot of commitment and energy at all levels, 
not much was achieved. 

I learned something important from this. If agencies and organisations were to have 
credibility – both with people and with central politicians and policymakers, then they had to 
make it convincingly clear that the interest they represented was not their own but that of 
people as carers, service users and general public. Otherwise their arguments would just be 
dismissed by government as self-interest. 

What this means for me is that ADASS, to ensure it is not marginalised or ignored, must 
powerfully and convincingly demonstrate that it is not concerned with its own interest, but 
instead that it is highlighting the broader concerns of public, carers and service users. It must 
be able to offer powerful evidence of their concerns about social care policy, practice and 
funding and their direction of travel. To do this it must establish and reinforce its own 
ongoing structures for effective public, service user and carer involvement as well as linking 
with others so that it can demonstrate the citizen origins of its concerns and for these not to be 
dismissible as merely reflecting its own organisational or narrow constituency concerns. 

So what is  my key point today and what am I prioritising from a citizen’s perspective for 
ADASS? 

ADASS has a crucial role to play in being a proponent of a radical vision for social care – 
long term thinking is something crucial it can help bring to bear. That for this to have 
credibility it needs to develop ongoing arrangements and structures for public, user and carer 
involvement. 



It will develop ongoing, systemic and equal relationships and alliances with user led and carer 
organisations, working to co-produce ideas and proposals with them, strengthened by their 
input. In doing so it will give priority to addressing all dimensions of diversity and the 
equalities. 

These actions will provide a helpful basis for strengthening the ADASS’s credibility in 
relation to central government and for giving greater weight to its proposals and 
recommendations which will be more strongly evidence-based and rooted in public priorities 
and concerns. 

In this way it can make a citizen-based difference while connecting with current political 
concerns about big society and active citizens.  

Peter Beresford is Professor of Social Policy, Brunel University and Chair of Shaping 
Our Lives,  the national service user organisation and network. 
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