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WE ARE USED to the concept of 
‘different’ in adult social care. For years 
we have been modernising, innovating, 
refreshing, changing and integrating. 
Happily we are now doing more and 
more in co-production with people 
who use services, families, our public 
sector partners, staff and the third sector. 
The landscape of care is dramatically 
different as a result of the personalisation 
and choice agenda, combined with a 
greater focus on independence and 
harnessing the strengths of individuals 
and communities. We have seen new 
providers, new options and enriched 
opportunities. We can be justifiably 
proud of delivering savings of £1bn 
last year while improving quality and 
driving towards greater efficiency and 
productivity. 
Good information, prevention, 
personalisation, better use of resources, 
partnerships, safeguarding and 
improving quality are the bedrock of our 
combined endeavour to improve services. 
The focus on wellbeing and improving 
health gives a new momentum for 
improving outcomes for people. But 
our current financial and demographic 
context means that doing more of the 
same is unlikely to be enough. 
Currently we are unclear to what extent 
the White Paper will address the financial 
deficits and specify the future models 
we will deliver (See Richard Webb, page 
16). Whatever its content, we know that 
our ambition must take us to the next 
level in delivering ‘different and better’ 
options and solutions. This will need 

as a minimum strong leadership, good 
relationships and a shared commitment 
to releasing everyone’s resources.
On a good day I know that the creativity 
and sheer determination and endeavour 
of individuals, communities and 
organisations will find ways through 
to sustain and improve. On a bad day I 
sometimes wonder whether the sheer 
pace and volume of change can be 
sustained. Fortunately the good days far 
outweigh the bad ones!
My inspiration this week was Tony, who 
opened our staff engagement event. He 
has a learning disability and confidently 
described his previous life in a day centre 
and his transformed life now, taking part 
in many different community-based 
activities. He is a reminder that different 
can be better and, in this case, less costly. 
Stories like this are legion. In the same 
week we have also started on site with  
a new wellbeing centre.
The breadth, depth and complexity 
of activity required to deliver change 
is immense. Typically we are working 
differently with:
Individuals:  Consolidating the 
personalised approaches and 
encouraging self management and care 
with better links to universal services 
and partners,
Communities:  Harnessing the strength 
of communities and the power of 
volunteers, developing social enterprise, 
user-led services and new models of care,
Providers: New financial and business 
relationships emphasising quality and 

cost; new housing options and services 
for prevention, independence and 
improved wellbeing,
Health partners: New landscapes 
for commissioning, providing and 
public health; renewed focus on more 
imaginative and successful ways of 
integration.
Our vision in Leeds includes the 
development of a new and dynamic 
partnership between public, voluntary 
and private sectors, including those 
not traditionally engaged with the 
social care sector. We are seeing Leeds 
firms taking the traditional concept of 
Corporate Social Responsibility to new 
levels. Some companies are partnering 
VCFS in capacity building and long-term 
ventures as well.
Whatever the future, we know that 
expectations will continue to rise and 
finances will continue to fall. Excellent 
services will continue to be delivered every 
day and crises will occasionally occur. The 
pace of change and delivery will increase 
and opportunities will be created. We 
have made the case for change and it 
will come!  It helps to be optimistic (and 
realistic) and I own up to both. None of 
us has any illusions about the scale of the 
challenge and continued need for ADASS 
influence on national policy. We have the 
opportunity through our networks and 
programmes to ensure that, together, we 
can be ‘different AND better’.

Sandie Keene 
Vice President, ADASS
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A MARKED RE-GEARING of the 
Association’s stance on reform occurred 
in the past months as President Peter 
Hay warned of the “potential for the 
implementation of the current NHS 
reforms to create systems and ways of 
working that undermine the goals we 
share.”

In his March blog he regrets the lack of 
a clear vision of integration, seeing it as 
a failing in the Health and Social Care 
Bill which could fatally undermine joint 
commissioning ventures in the future. 

He writes: “we have heard many calls 
for better integration between health 
and care from many politicians over 
recent months. We continue to share 
the frustration at the current state of 
integration and haven’t weakened in our 
aspirations to improve the situation,” and 
goes on to call on government to raise 
the level of debate on how we reach our 
shared ambition of `strengthened and 
better care in our communities’.

“We want to strengthen community-based 
care. Yet the question of how to design 
links with the care systems and councils as 
the lead in shaping that system seems to 
be low down the design criteria. The final 
twist is that clinical commissioning groups 
eager to make progress seem equally 
uncertain about where the traction is for 
more integrated commissioning.

“This might just be a stage in the design 
of the structural changes within the 
NHS. Our worry is that it potentially 
undermines the shared aspirations for 
integrated responses in localities.”

(See Leadership’s not a spectator sport 
Page 15)

ADASS turns up heat  
on social care reform 
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upfront WELCOME TO...

...A WARM WELCOME to Warwick 
University and to this year’s annual 
spring seminar. This is the first time 
the Association has held an event at 
an academic venue for a generation, 
and it feels good to be back, dealing 
with some very hard, down-to-earth 
and worldly issues.

And what a treat we have in store!  
The programme, this April as ever, 
truly reflects the important themes 
we have all dealt with as individual 
DASSs as well as an Association, 
and draws upon those experiences 
to point us very firmly towards the 
opportunities and challenges of the 
future.

It’s great to have Sir Bob Kerslake 
coming to us to reflect on the views 
of the Department for Communities 
and Local Government on our 
current world. And then have Ros 
Altmann, director general of Saga, 
come to speak about partnership 
and social care reform.

A warm welcome to them; to all 
our excellent workshop leaders, as 
well as to Paul Burstow and David 
Behan for their support; the speakers 
Jo Cleary has assembled to take 
forward the successful seminar on 
recruitment and equalities from 
last December, and to colleague 
from the NHS Confed and the King’s 
Fund to keep us up to date with 
developments in  our understanding 
of integration. ADSW President 
Andrew Lowe’s take on that subject 
from a Scottish perspective will be 
particularly interesting.

As we gather here this week, I am 
conscious that just down the road, 
a family friend  who has dementia, 
is spending her days in a former 
Southern Cross home. The spring 
seminar is about a time to think, to 
debate, to relax and to return to the 
day job with renewed purpose – our 
family friend will be a keen reminder  
of that for me this week.

Richard Webb 
Honorary Secretary,  
ADASS

SARAH PICKUP, DIRECTOR of 
health and community services for 
Hertfordshire County Council becomes 
President of the Association following 
the AGM on Wednesday April 18. 

Previously she has been the ADASS lead 
on carers, resources and, for three years, 
was the Association’s honorary secretary. 
She has also played a vigorous role in 
the eastern region of which Herts is a 
member.

She said this week that it was a 
‘tremendous honour’ to have been 
elected to represent her peers at 
a national level:  “we have had an 
exceptionally busy past 12 months, and 
I have every expectation that that pace 
will continue into 2012 and beyond,”  
she said.

Meanwhile Sandie Keene, DASS for 
Leeds City Council, becomes vice 
president. Other changes within the 
Association include the appointment 
of Ray James (LB Enfield) and Sarah 
Norman (Wolverhampton City Council) 
as assistant honorary secretaries.

(See Comings and Goings, Page 8 and 
Tailor-made for the new age Page 10)

Top spots

Ray James

Peter Hay



The social model 
prevails
EARLY DIAGNOSIS IS vitally 
important in enabling people with 
dementia to plan ahead; gives them 
potential access to information early 
on, the ability to seek peer help and 
support if appropriate; to make their 
voices heard and to prolong their 
choice and control over their lives.

In it submission to the All-Party Group 
on improving dementia diagnosis, 
ADASS stresses its belief in the social 
model of disability: “something 
caused by the interaction between 
the individual and the wider society 
and environment. The individual 
with a disability is as much disabled 
by society as by any innate physical 
condition.”

The submission, prepared by ADASS 
dementia lead Simon Williams 
(Merton), also stresses that much can 
be done to help people with dementia 
to manage the condition “and to work 
both with that person and with wider 
society to make it possible to live well.”

The report is available at  
www.adass.org.uk
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A WIDE-RANGING REVIEW of services 
for older people has argued for greater 
investment in social care as well as a 
reduction in the barriers to health and 
social care integration*.

Drawn together as a review of the 
Association’s seminal 2002 publication 
Inverting the Triangle of Care the new 
guide has been produced by the older 
people network chaired by Dwayne 
Johnson (Halton) and Dawn Warwick (LB 
Wandsworth).

Although stressing the fundamental role 
of local government and communities, 
the review calls on central government to:

•	 Help change assumptions about 
old age, then draw on the Law 
Commission findings to put in place 
legislation, supported by clear 
guidance and advice, about what 
older people can expect from the 
state, and what they will be expected  
to contribute,

•	 Incentivise community-based care 
and wellbeing services and encourage 
clinical commissioning groups to 
invest more in community-based 
health and social care, “and reduce the 
use of acute provision for older people, 
particularly those with dementia.”

•	 Make sure choice and control can 
work: review the implementation of 
personal budgets and direct payments 
with older people and identify  how 
they can be overhauled,

•	 Protect quality and supply in the 
market,

•	 Reduce barriers to integration. The 
report says: “we are not convinced 
that further top-down changes in 
the structure and organisation of the 
health and care and wellbeing services 
will achieve the aspiration for better 
working practice.”,

•	 Invest more in social care. The 
government should work with ADASS 

and other partners to address the 
Dilnot issues; explore how the market 
for personal social care insurance can 
be developed, and ensure that the 
NHS is able to provide or pay for the 
full range of continuing care support.”

Publication of the report, copies of which 
are due to be distributed to directors 
at this year’s spring seminar, has been 
seen as an important general review 
of services for older people, and as an 
important contribution to ADASS’s work 
on the forthcoming White Paper, due 
later this spring.

* The Case for Tomorrow; Facing the 
Beyond ADASS 2012

The case for tomorrow

upfront

Dwayne Johnson

Simon Williams
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upfront

ADASS MOVED TO 
reassure residents 
and members on 
the viability of 
Four Seasons – the 
company which took 
over the running of 
some 140 care homes 
and responsibility 

for up to 20,000 resident following the 
collapse of Southern Cross last year.

The Association’s reassurances stemmed 
from a second viability analysis which 
was drawn up by Impact Solutions with 
the full cooperation and support of the 
company. It followed the leaking of an 
earlier, unfinished report which, due to 
the incomplete information available to 
the authors, was used to create some 
considerable concern among residents 
and staff.

In a press statement, ADASS President 
Peter Hay said “We have been concerned 
for some time now that ill-informed 
comments to the media could have 
been at best unsettling, and at worst 

unnerving, for many elderly people. The 
new viability study should go a long way 
towards reassuring all 20,000 of them 
that their homes, and their futures in 
those homes, are safe and secure.”

He acknowledged that the analysis 
confirmed what was already known: that 
Four Seasons carries substantial debt 
even following the rescheduling exercise 
it underwent recently. However, he said, 
the study also shows that the company’s 
revenues are solid; occupancy rates 
higher than the average for the industry, 
and that the debt ought to be managed 
in an appropriate and satisfactory 
manner before the end of this year.

He also explicitly drew the case into the 
debate over the financial regulation of the 
industry by describing Four Seasons as “a 
beacon of transparency, lighting the way 
that I wish and hope all others will follow as 
our sector begins the long task of solving 
issues concerning the proper scrutiny and 
regulation of company finances.” 
 
(See It’s how markets work on page 19)

Seasonal fluctuations

Minding  
the gap
AN AGE UK REPORT arguing that  
social services are forcing up fees to non-
council funded residents was rejected 
by ADASS, who agreed with other parts 
of the report showing that insufficient 
funds are available within the overall 
health and social care system.

According to ADASS President Peter 
Hay, “we have repeatedly warned of 
an undeniable funding gap between 
the demographically-inspired rise in 
the costs of social care and the money 
available within the local authority pot 
to pay for it. We have also consistently 
called for a radical, new settlement 
which brings in additional funding  
while allowing social care to concentrate 
more firmly on preventative and 
enabling services.”

Mr Hay, however, warned that Age 
UK and care home owners should 
distinguish between the problems 
caused by the overall shortfalls in the 
volume of resources, and the way in 
which those scarce resources are spent. 
He said: “it is far, far too simplistic to 
argue – as some do – that private home 
owners are charging non-council funded 
residents more because local authorities 
are refusing to pay reasonable fees”

“By all means let us 
have a debate about 
prices. But for the sake of 
transparency and clarity 
let us also have a debate 
about costs: and yes, 
about acceptable levels  
of profit too,” he said. 

Dignity 
report 
welcomed
A report  from the Dignity 
Commission* which seeks to 
reassure older people that they will 
be treated by care services with a 
dignity which upholds and even 
enhances their sense of self-respect 
has been welcomed by ADASS.

According to the Association, the 
report “works with the grain of our 
aims to ensure that older people 
throughout the care system – 
whether at home or in hospitals or 
residential/nursing home settings – 
live with the security and the peace 
of mind they deserve.”

It also congratulated the 
Commissioners on their ‘percipient’ 
understanding that achieving the 
dignity and respect for older people 
they seek is not just a social care and 
NHS issue, but a wider issue for the 
way in which modern our culture’s 
perception of age, and the ageing 
process, is failing to keep up with 
the changing  realities of what it 
means to grow older in the early 21st 
century

* A report for consultation by the 
Commission on Dignity in Care for 
Older People The Commission is an 
independent body set up by the NHS 
Confederation, Age UK and the LGA

Peter Hay



IT HAS TAKEN the 18 months since 
the final CQC annual performance 
assessment in November 2010 for many 
of us to adapt to a new world without an 
external regulator, whom we used to rely 
upon to tell us how well we were doing. 
ADASS – with the Local Government 
Association, DH, Think Local Act Personal 
Partnership, CQC and Solace – decided 
to take the initiative, after last year’s 
spring seminar, in thinking through what 
would need to replace the regulatory 
regime we had all got to know and love. 
A Towards Excellence in Adult Social 
Care (TEASC) board was set which has 
taken a co-production approach from 
the beginning, supported by funding 
from the DH through a Memorandum of  
Understanding with the LGA.

This coincided with the LGA publishing 
their Taking the Lead offer for the local 
government  sector  as a whole,  which 
set out  the  three key principles which 
underpin the TEASC approach:

•	 Councils are responsible for their  
own performance

•	 Stronger accountability to local people 
drives further improvement

•	 Councils have a collective 
responsibility for performance in the 
sector as a whole

The seven councils judged as adequate 
by CQC in 2010 provided an early 
opportunity to implement the range of 
approaches to challenge and support 
them in improving services and 
accounting to local citizens. All councils 
were encouraged to produce a local 
account as a way of building an open 
dialogue with people who use services 
locally, and reporting to them on 
progress in delivering improvements.

The last six months have seen a change 
of pace, as all nine ADASS regions 
have put forward their plans, following 
workshops and events. This really is 
being led by councils locally, with 
collective responsibility achieved by 
being brought together by ADASS 
regions. My role as national programme 
director, on a part time basis, is to work 
with ADASS regions to build an overall 
framework, so that the TEASC board 
can agree the model of sector-led 
improvement which has been developed 
by them, for sign off by the LGA. 

There will be a number of questions 
which are  identified which will need to 
be answered at a national level, such as 
what has been described as the ‘Tipping 
Point’, where risks are such that there 
needs to be intervention at a national 
level. This will also require clarity on 
the role of ADASS regional chairs, LGA 
principal advisers and DH regional 
directors, and the governance which will 
need to be in place for this to work.

The TEASC board has agreed the 
priorities for 2012/13 when  funding is 
found. These are to support the ADASS 
regions to implement plans for sector-
led improvement, and identifying and 
resolving issues at a national level 
which are necessary for the model to 
operate. This will mean implementing 
the elements of sector-led improvement 
regionally, such as self assessment, local 
accounts where councils choose to use 
them, and peer challenge. 

This will require agreement on the 
approaches which will be taken and 
the data which will be used, pending 
the outcome of the zero-based review 
of data. It will also depend on sharing 
experience and materials between 
regions, and on being able to access 
support easily. Nationally, the priority 
will be to reach agreement on decision-
making on sharing intelligence and 
escalation, probably in the light of 
concerns over safeguarding, on member 
governance for sector-led improvement 
in line with Taking the Lead and the 
Children’s Improvement Board, and in 
finalising the TEASC model.

Looking beyond some of the new 
language, I think the shift is best 
characterised as one where it is for 
each DASS to be self-aware of the 
performance of services for which they 
are responsible, now that the annual 
performance assessment is no longer 
there to tell you that your council is 
‘excellent’, performing well’,  
or ‘adequate’. It will be the engagement 
with people who use services (through 
local accounts, for example), data on 
outcomes, self assessment and peer 
challenge through taking collective 
ownership for performance, which will  
equip DASSs to be self-aware.

While undeniably complex, it is a great 
opportunity, and it is for us to shape. I 
have always thought that people who 
work in adult social care are natural 
problem solvers and resourceful. We 
will need to use those attributes to 
the full in developing the model of 
sector-led improvement, in the context 
of the deficit reduction programme, 
the changing landscape of the NHS, 
and progress on personalising services 
through Think Local Act Personal.  

Oliver Mills 
National Programme Director

Towards Excellence in Adult Social Care

ADASS Futures, April 20126

Sector-leD Improvement

Oliver Mills
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FOR MANY YEARS ADASS has had 
an active and influential role in the 
often vexed subject of NHS continuing 
healthcare (CHC). With the current 
financial climate and the forthcoming 
changes in the NHS we can expect a 
challenging couple of years ahead. But 
there are also opportunities to be seized 
which could help realise our longstanding 
aim of achieving the fair, transparent 
and consistent application of the 
national framework throughout England. 
Fundamentally, this is a citizens’ rights 
issue. We must not return to the position 
of individuals or the LA funding care that 
is in law the responsibility of the NHS.

Rita Lally, DASS 
Buckinghamshire, and Jeff 
Jerome (until recently National 
Director for Social Care 
Transformation) have continued 
to co-chair our national 
reference group which has 
representatives from each of the 
ADASS Regions in England and 
now routinely invites colleagues 
from the DH to its meetings. 
The group has met regularly for 
several years, supported by an 
independent consultant (Jim 
Ledwidge), and has achieved a 
great deal. 

Our reference group contributed 
to the development of the original 
national framework in 2007, published 
separate advice for local authorities 
at that time, worked closely with the 
Department of Health (DH) to review 
and update the framework in 2009 and 
then jointly produced the DH practice 
guidance (published in March 2010). 
More recently it has worked with the 
DH in preparing updated FAQs which 
were published in November 2011. 
Throughout it has provided support 
and advice to individual LAs where 
requested.

Over the past few years the reported 
number of people receiving full 
NHS funding for their care has risen 
considerably – from around 31,000 in 
March 2007 to 55,499 in September 
2011. But the statistics and local 

knowledge still indicate significant 
inconsistency across the country in how 
the framework is implemented.  
We have been very concerned to ensure 
that budget pressures and quality, 
innovation, productivity and prevention 
(QIPP) programmes drive better 
commissioning for CHC, rather than 
drive attempts to restrict artificially the 
number of people deemed eligible for 
NHS funding.

So what about the future? We know 
that the legal responsibilities that PCTs 
currently have in relation to CHC are to 
be taken over by clinical commissioning 
groups and that the SHA responsibilities 

will broadly transfer to the national 
commissioning board. We anticipate that 
CCGs will (individually or collectively) 
look to commissioning support units 
to undertake the eligibility assessment 
process and also procure care for people 
eligible for CHC. 

But we also know that CHC is a complex 
issue requiring both strategic and 
operational co-operation between 
the NHS and social services. GPs have 
traditionally only had a peripheral role 
in, and limited knowledge of, CHC. 
There is a lot of work to do if we are to 
ensure that the legal constraints and 
requirements are fully understood 
and delivered in the transfer of 
responsibilities. We expect that fitness 
to deliver CHC will be an authorisation 

issue for CCGs.

We believe that health and wellbeing 
boards potentially have a useful role in 
relation to CHC, but they will need to be 
supported in this. Whether and when 
CHC will be on HWB agendas depends 
on local priorities. We hope that it will 
receive attention as a crucial aspect of 
effective inter-agency working, rather 
than be ignored until a crisis emerges.  

In collaboration with the DH our 
reference group has already produced 
CHC briefing papers for HWBs and for 
CCGs/PCT clusters (available on the 
ADASS website). We must continue to 

work with SHA leads and with 
the DH to prepare for the 
transfer of responsibilities. 
This is a big task and as part 
of this we are jointly updating 
the framework and practice 
guidance to reflect the 
‘architectural’ changes in the 
NHS.

We are also working closely 
with the DH personal health 
budgets team towards 
implementing the Secretary 
of State’s announcement that 
everyone in receipt of CHC will, 
from April 2014, have the right 
to request a PHB (including a 
direct payment for healthcare).

There is much that we need to do if we 
are to ensure that the technicalities of 
CHC translate correctly into the new NHS 
arrangements, and ADASS colleagues 
are strongly encouraged to address this 
important matter locally. 

But it is more than this. CHC is 
fundamentally a ‘whole system’ issue and 
is about hearts as well as minds. There is 
huge potential both for conflict and for co-
operation between agencies. We have to 
remain determined to ensure not just that 
decisions about CHC eligibility are fair, but 
also that individuals get the best possible 
care and case management whichever 
side of the eligibility line they fall.

Jim Ledwidge 
On behalf of the ADASS CHC  
National Reference Group

upfront

CHC: hearts as well as minds

Decisions about CHC must be ‘eligible and fair’
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AGenDA

ADASS IS BREAKING new ground 
with the offer of a placement to a 
graduate trainee from the National 
Skills Academy scheme. Thanks to Jo 
Cleary’s connections with the NSA she 
was sighted on the benefits both to a 
management trainee and to ADASS. 

We were delighted to welcome Lizzie 
Comley (See profile, p9) in January for a 
year in the life of ADASS. We are uniquely 
placed to offer her a view from the 
top. Within her first two weeks Lizzie 
had been involved in a seminar with 
David Nicholson on the emerging NHS 
Commissioning Board, a Westminster 
debate with Paul Burstow, the launch 
of the LGA’s Towards Excellence scheme 
and spent a day shadowing Peter 
Hay, giving her an insight into policy 
development at its inception. 

At the nuts and bolts end there is the 
opportunity to see how the organisation 
runs on a day-to-day level, involvement 
in the planning of the spring seminar, 
connection to sponsors, a glimpse of the 
ADASS finances as well as involvement in 
the development of ADASS consultation 
responses. 

Jonathan Gardam is Lizzie’s supervisor 
and Richard Webb has kindly agreed 
to mentor her. This has the potential to 
lead to front-line experience, making 

the link from strategy and policy to its 
outworking for people who use services. 
Combined with learning days and 
assignments set by the NSA, exchange 
of experiences with others on the 
programme, the whole makes for an 
exciting entry into adult social care.

Other staffing arrangements have seen 
us extend Jonathan Gardam’s contract 
until March 2013, with Linda Doherty 
continuing her secondment to Think 
Local, Act Personal, now transferred from 
ADASS to SCIE, over the same period. 
This gives us stability for the next year on 
the policy front. We have seen delightful 
photos of Catherine Cunningham’s 
baby; the resemblance of Miya Grace to 
Catherine is quite striking – and I’m not 
usually good at seeing these things (see 
below).

One unexpected shock to the system 
came in January when Charity Business, 
the outsourced provider of the ADASS 
financial services, collapsed without 

warning. We have mitigated the impact 
as far as possible to the Association, 
taking up essential book-keeping in 
house on a temporary basis. Fionnuala 
Morrissey has been able to step in to 
keep payments and invoices on track 
so thanks are due to her and to finance 
colleagues in Lambeth who met the 
deadline for the immediate VAT return. 

We have managed to retrieve our 
electronic and hard copy data so that 
the accounts for 2011 can be rebuilt. 
These will exceptionally be presented 
to the General Meeting in October this 
year. Going forward we are exploring an 
SLA with a local authority to provide the 
quality and stability that we need.

Another new development is the 
establishment of closer links between 
ADASS and Research in Practice for 
Adults (RiPfA). We are looking for ways 
of working which will be mutually 
beneficial, harnessing updated research 
reports to current ADASS policy priorities 
for example and drawing on RiPfA’s 
experience of Twitter as an early adopter. 

There really is never a dull moment…

Mary Gillingham 
ADASS Business Manager

ADASS membership changes 
August 2011–March 2012 
 
New Permanent Directors
Margaret Willcox  Gloucestershire  
Jo Ollson Thurrock Council 
Grainne Siggins LB Newham 
Bev Maybury Calderdale 
Andrew Webster Tri borough (DASS  
Hammersmith and Fulham, Westminster 
City Council, Kensington and Chelsea) 
Sally McIvor Blackburn with Darwen  
Graham Hodkinson  Wirral 
Caroline Taylor  Torbay

Leavers
Andrew Milner North East Lincolnshire  
Lesley Heale Solihull  
Jenny Owen  Essex  

Denise Radley on maternity leave from 
Peterborough for 2012 
Graeme Betts  LB Newham  
Moira Wilson Bradford 
Jean Daintith Kensington and Chelsea  
Mike Cooke  Camden 
Teresa Bell  West Berkshire Council 
Kim Curry Leicester City Council  
Gladys Rhodes Blackburn with Darwen 
Anthony Farnsworth  Torbay

Movers  
Dave Martin moved from 
Gloucestershire  
to Solihull (as Interim) 
Lorna Payne from Thurrock  
to LB Havering 
Andrew Ireland from LB Havering  
to Kent 

Terry Rich from LB Bromley to 
Peterborough (as Interim)
Associates 
Joined  
Sally Burton  
Jenny Owen  
Jean Daintith  
Left
Brian Latham
Peter Westland 
Elaine Mchale 
Margaret Whellans  
Heather Stephens
Carol Caporn  
Bill Mckitterick 

Deceased
Margaret McGlade 
Jay Morrish 

DASSs’ contact details available at www.adass.org.uk/index.php?option=com_content&view=article&id=180&Itemid=161

Never a dull moment



 

Coming to spend a year with ADASS as 
part of a National Skills Academy scheme, 
Lizzie Comley is just about fresh from 
University – Nottingham – where she 
graduated with a degree in History, last 
June. Why History? 
  “I’ve always been interested in politics,” 
she says (though she harbours no interest 
in becoming a politician) “and, until I was 
allowed to study government and politics 
in the sixth form, history was the closest 
I could get.” Modern political history was 
what she majored in, with a dissertation 
on the development of education policy 
from the 1948 `tripartite’ system onwards 
(with particular focus on the grammar 
school debate?)

Born in Birmingham with a father who 
had come to England from Londonderry 
when he was five, it wasn’t until she 
left for Nottingham - just over three 
years ago – that she’d left the home 
she’d grown up in. Both her parents, 
recently retired, still live there. “We were 
a small family – my older sister and an 
aunt and two grandparents, but very 
close,” she explains. Close emotionally 
and geographically, with Nottingham 
being close enough for her to drive the 
50 minutes home every Sunday for the 
traditional roast despite the rigours of 
her degree course…

But it was close enough in another 
way, such that Lizzie spent her gap 
year between school and University 
eschewing the delights of foreign parts 
whence other people’s wanderlusts 
might lead them. Instead she devoted it 
to caring for her grandmother who was 
then well advanced in dementia.

The experience with her grandmother, 
now dead, clearly resonates. It was 
obvious how her relative had benefited. 
But what had Lizzie gained, as an 
18-year old, from the experience? She 
doesn’t even have to think about it: - 
friendship. “I’d always been rather wary 
of her when I was younger. But during 
that time I spent with her I really got to 
know her, and appreciate what a great 
sense of humour she had.”

But that was after she’d left a school 
– Lordswood Comprehensive in 
Birmingham – which she had clearly 
loved, and in which she thrived. 
Academically she came away with A 
Levels in History, British and American 
Government and Politics, English and 
Sociology. But she speaks warmly, too, 
of the enormous amount of sport she 
indulged while there. Netball, athletics 
and women’s football were three she 
excelled in – an interest which she 
regrets she did not take further into  
her University days.

Instead, along with her studies and by 
now almost obligatory job in the service 
sector – in her case waitressing – she 
threw herself firstly into a fund-raising 
charitable organisation called Karnival, 
and then, latterly into helping organise 
and run the student music festival – an 
experience which will undoubtedly 
stand her in good stead as the annual 
conference approaches...

 The graduate trainee scheme of the 
National Skills Academy for Social Care 
caught her eye last year and during the 
back end of 2011 she opted to spend a 
year with ADASS rather than in any of 
the delivery organisations that had been 
on offer. “I can’t see myself wanting to 
be a front line manager in the future,” 
she explains. “I am far more interested in 
policy and policy development. Coming 
to ADASS seemed a perfect way to gain 
experience of these issues at the highest 
levels.”

She has already spent time with Peter 
Hay and Andrew Cozens, and her 
work programme seems tailored to 
exposing her to as many rigorous and 
robust policy experiences as possible. 
A day listening to senior managers 
and civil servants from across the four 
nations de-briefing themselves on the 
Southern Cross imbroglio was a sharp 
deep-end experience of the perils of 
commissioning, for example.

Within a few weeks of joining the 
Association she’d come up with some 
pretty firm views on the experience: on 
how welcoming everyone has been – 
not just people in the business unit “but 
the directors that I’ve met and other 
people from the sector. On top of all 
this I’m grateful for the time and interest 
they have taken in what I’m doing; what 
I hope to achieve in my time here, and in 
any ways in which they can help me.

“It has been particularly interesting 
learning how ADASS works and seeing 
what it can achieve. The commitment 
demonstrated by everyone I have come 
into contact with is really impressive.” 
And as to her immediate team? “I have 
absolutely no doubt that Jonathan is 
going to take great care of me!”

“I’d always been rather 
wary of her when I was 
younger. But during that 
time I spent with her I 
really got to know her, 
and appreciate what a 
great sense of humour 
she had.”
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A sharp, deep-end experience

Lizzie Comley
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WITH A DEGREE in economics – from the 
University of Sussex – her membership 
of Cipfa and a solid grounding in local 
authority finance before she moved into 
social services, incoming ADASS President 
Sarah Pickup could almost have been 
tailor-made for an age in which the whole 
social care world has moved more rapidly in 
her direction than she could possible have 
imagined when she started out. As debates 
within social care move more towards the 
concerns of the commissioner and away 
from the dilemmas of delivery, so maybe 
economics takes its rightful place alongside 
social administration (shh! Don’t tell 
Professor Titmuss!)?

WELL, THAT’S A debate that won’t be 
concluded in these pages. Sarah was 
born in Ramsgate, Kent, in 1962. And 
went on to lead a nomadic infancy with 
her parents and rapidly growing number 
of siblings – Sarah’s the eldest of four 
and has since repaid the compliment 
by having four children of her own. 
Her recently deceased father had been 
in insurance, but it was his and her 
mother’s wanderlust that took the family 
all over the UK as well as to sojourns in 
Jersey and Australia. 

She’d been to a fair number of primary 
schools before the travelling came to a 
close and the family took up residence 
in Bromley where, at 11, she went to 
a local Roman Catholic convent, her 
ninth school in all. There, she studied 
the `standard stuff’ before heading off 
to Sussex and a student’s life: one from 
which she emerged into the depths of 
the 1984 recession aged 21, with none 
of the harsher drawbacks that afflict 
students graduating now. She’d had a 
grant for one thing, and was therefore 
borne down only by `debts which had 
been self-incurred’ and not imposed as 
virtually a necessary condition of being  
a student in the first place.

Economic and financial sense is a 
commodity Sarah had in abundance 
then, and has in abundance now: 
expertises which were developed 
really quite by chance after graduating. 
Uncertain of what would occupy the rest 
of her life she flung her ambitions wide. 
“I applied for banking jobs, and got quite 
a long way down towards becoming 
a policewoman,” she says, although 
admits that at that time, in Brighton, “it 
wasn’t terribly fashionable to be a police 
officer…”. She had to cross a picket line 
even to get to the careers convention! 
Arts administration, civil service… 

Hardly any area of human occupation 
was ignored. But she finally began her 
adult life as a trainee accountant with 
the London Borough of Richmond – 
quite by chance as she is the first to 
acknowledge – “I’d never even thought 
of it as a career,” she says. But having 
been offered the post and accepting it 
she stuck with it, despite other possibly 

more alluring temptations occurring 
soon after she’d started. She stayed the 
course for four years, moving to the 
borough with her partner, Mike, whom 
she’d met in her University days and 
was subsequently to marry. She wasn’t 
always happy with her role – “when it 
came to audit I began to despair and 
applied to be a recruitment consultant. 
But thought better of it and carried on…”

She had just finished her final 
accountancy exams when another 
advert caught her eye – this time 
as a principal technical assistant 
at Hertfordshire County Council. It 
involved being part of the authority’s 
financial research team – a discipline 
she had really taken to, rather than 
straightforward accountancy, while at 
Richmond. She decided to give it a go 
despite looking at a map of Greater 
London and discovering that `it was 
in the North!’ She recalls the times 
by recalling the top echelons of the 
department she had joined: 

“There was a county treasurer, a deputy 
county treasurer, an assistant county 
treasurer and possibly a senior assistant 
county treasurer as well. There are more 
jobs than these being done by just the 
one person now,” she reflects.

That was in 1988, and she has been with 
Hertfordshire ever since, although the 
beginnings were inauspicious.  
A previously unspotted fatal flaw was 
discovered in her final exams for the 
Cipfa award, and she had to redo her 
project – an examination of the skip 
service in Richmond, her college having 
convinced Hertfordshire that they hadn’t 
been sold a dud. She re-did it under the 
supervision of Bill Ogley, who was later 
to become the county’s chief executive, 
and finally passed with flying colours.

She stayed in financial research for a 
while, then “continued with my career 
of having babies and changing jobs. 
I worked on the implications for the 
authority of the introduction of the poll 
tax; the (then) Association of County 
Councils’ police committee; did a bit 
of capital accounting; became a VAT 
expert. Absolutely exciting thing: I knew 

profIle: Sarah Pickup

Tailor-made for the new age
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absolutely nothing about front line 
services whatsoever.”

After her first baby (Jack) she went back 
into the education accountancy team 
as a principal accountant for Ken Baker’s 
local management of schools (LMS). A 
year and a half later another maternity 
leave arose and after baby number two 
(Maddy) she returned and was promoted 
to finance manager for education. She 
remembers with some anxiety still the 
fact that her first-ever budget was for 
education – at the time the biggest 
budget in a big-budget county council. 
“For six months I wondered if I could do 
it. And after six months I knew I could.”

She well exemplifies the pressures faced 
then – and almost certainly now – by 
young mothers going back to work fresh 
from maternity: “It was really touch-and-
go with two young babies at home and 
a boss who wasn’t really sure I was up to 
it. You see he’d always stayed late when 
he’d had my job previously. I couldn’t –   
I had no nanny to go home to – so I just 
had to get the job done. You have a lot 
to prove when you go back to work after 
having children…”

Prove it she did, and carried on in 
that post for two years until her third 
maternity leave (which produced Joe).  
It was then that the post of AD resources 
in the then social services department 
arose and “despite the fact that the 
advert specified that they didn’t want a 
qualified accountant I thought I’d give 
it a shot anyway. So I applied.” She got 
the job just as Ian White (ADSS President 
1993/94), who interviewed her, was 
appointed as a new director, treading 
in the shoes of Herbert (now Lord) 
Laming and setting up his own new 
team. “His view was `no way am I having 
a management board for a department 
like this without a qualified accountant 
on my team’, so he appointed me.”

Four years later, in 1999, there followed 
a fourth and final baby (Lizzie), and this 
time she returned to a world where 
the NHS was reconfiguring; the county 
council was considering pioneering the 
split between adults and children’s, and 
mental health and learning disability 

services were being more intimately 
integrated with health. The due date for 
the separation was 2001 at which point 
Ian White was due to leave and Caroline 
Tapster (who retires as chief executive 
from the county council this year) was 
designated as director for the new adult 
care department. At that point Sarah 
took on her role (AD Commissioning)  
as well as sustaining her own.

When the split took place formally she 
stayed in the AD commissioning role, 
and stayed there until 2003 when chief 
executive Bill Ogley moved to the States 
of Jersey as Cx, and Caroline became 
Hertfordshire’s chief executive in his 
place. Sarah acted up as director, and 
her career reached its present peak the 
following year when she was confirmed 
as the director of adult care services 
(as it was then). It was apposite – she’d 
only recently returned from a 3-month 

public service leaders’ scheme within 
the Department of Health. Her ADASS 
career started at the same time, just 
as she started on her career as acting 
director. “It was a great experience,” 
she says, “working with all the carers 
organisations nationally, and gave me an 
early introduction to ADSS/ADASS. I still 
didn’t know what the president’s team 
was and all those sorts of things.” 

Meanwhile her job title, and range of 
responsibilities remained flexible. For 
a six-month spell after a director of 
finance left she was the official Section 
151 statutory official responsible for 
finance. She was also lead on corporate 
performance and treasurer for the police 
authority during the same period. “I did 
quite a lot of broader, corporate things. 
It’s always important to keep an eye on 
the wider council,” she says.

Director of adult care services until 
last year it wasn’t until then that, with 
the departure of another director, a 
redesign took place where Sarah took 
on responsibilities for libraries, corporate 
customer services and adult learning. 
The department was accordingly 
renamed ‘health and community 
services’ to reflect these changes. And 
since then it has started putting in place 
some of the most robust integration 
measures yet to be seen. Major, county-
wide deals with Serco, and departmental 
agreements over home care with Saga 
are prominent features of the new 
Hertfordshire. 

There has also been closer ties with 
health over reablement, co-location of 
staff, and a new responsibility for the 
crime and drugs strategy unit until the 
police were brought on board, Herts staff 
integrated into the service, then fire and 
probation departments subsequently 
included. In many ways she is aware of 
a growing synergy between her work 
directing a major county’s social care and 
community services, and her function as 
the incoming ADASS president.

Is the approach she’s adopting 
in Hertfordshire one that she see 
necessarily as being part of a national 
ADASS picture? “Yes. But you can turn 
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that on its head. My experience as a 
director will influence my view of the 
Association. But the approach we’ve 
adopted here also follows the framework 
set out by ADASS for making best use of 
reducing resources. 

“That’s all about shifting the emphasis 
so that first and foremost we’re trying 
to inform, advise and prevent people 
needing higher level services. If they 
do get to a situation where they 
need some extra support we can give 
them recovery, reablement, and/or 
rehabilitation getting them back out 
from needing our services. Then, when 
people do need ongoing support make 
sure that it’s personalised, that they use 
cost-effective, personalised budgets 
making absolutely the best use of the 
money that we can. 

Some money will thus be pushed back 
up the system.” But she is cautious about 
denying that most of our money will 
always be spent on looking after people 
with the highest need. “You need to 
make sure you’ve carved out enough 
to prevent as many people as possible 
coming through to those high-needs 
levels. But you can’t stop them all.” So is it 
a case of simply not being able to invert 
the triangle of care?

“It’s about inverting the emphasis of 
care isn’t it? I don’t think you’ll ever say 
that you can spend more money on 
prevention than you will on high-level 
needs. If you think about the population 
of people with learning disabilities, 
we can help support them to live their 
lives more cost-effectively with better 
outcomes. We can help them become 
more independent. But we can’t prevent 
the impact of a learning disability. 

There’ll be some people with very high 
needs who, however well we manage it, 
however good it is and however good 
their life expectancies are, are still going 
to cost a lot of money. We always need 
to make sure we get the best value out 
of that money. So, for example, if there 
are people who can be reabled we ought 
to do so: it will be good for them and 
good for us. That is an ADASS message, 
and one that I find helpful here in 
Hertfordshire.” There is absolute synergy 
between using what she learns and does 
in ADASS and in the county. 

Another enduring imperative, she 
believes, is to look at partnerships where 
they add value. Do things together 
where you get a better outcome or a 
reduced cost: “We’re not always as good 
at that as we should be because all the 
rules are different and there’s a lot of 
discussion about why integration hasn’t 
happened – the recent Select Committee 
report picked up on that. We’ve been 
saying it for years: why don’t we do it? 

“You need enough energy moving in the 
right direction to make things happen. 
Sometimes the sort of financial crisis we 
have at present can push you in the right 
direction, and sometimes the shutters 
come down. The job of directors, with 

our professional partners, is to make 
sure that we get the best out of this crisis 
rather than create more of a crisis by 
retrenching.”

And then an essential optimism: “All of us 
might privately despair about how we’re 
going to solve this issue of cutbacks. 
But it’s no good just despairing. You 
can despair, but then you’ve got to 
take a deep breath and work out a way 
forward. Despair doesn’t do it really. 
Though I’m sure we’ll all have moments 
when we do…”

A question about how Sarah sees the 
next 12 months shaping up elicits a 
laugh: “One thing the last 12 months tells 
us is that you can’t necessarily predict 
the next! What we do know is there’s 
going to be a White Paper on social care 
which is likely to take on law reform 
and reinforce the Coalition’s social care 
vision. More generally, perhaps, a push 
on health integration perhaps more 
determinedly than before. 

“Also, either in the WP or beside it there’ll 
probably be a response to Dilnot. If the 
framework even in principle is accepted 
there’s a lot of work to be done on the 
practicalities. 

“You’ve got to take a  
deep breath and work  
out a way forward. 
Despair doesn’t do  
it really.” 

What will it mean on the ground? There’ll 
need to be a look at charging policies, 
FACS. And probably you’ll have to 
change the whole charging guidance.  
A lot of work to do.”

That’s an over-arching set of things. But 
the new President is also acutely aware 
of a burgeoning agenda round quality, 
safeguarding, dignity. And the wider 
issues thrown up by reports into the 
state of care for older people in hospital, 
and a big agenda about markets and 
commissioning, judicial reviews and  

profIle



ADASS Futures, April 2012 13

profIle

Hertfordshire County Hall:  
‘robust integration measures...’

the price we pay for care. 

Sarah is adamant that “we’ll all do better 
if we help our providers. Help them train 
staff, help them deliver efficiencies, do 
what we can do to help them reduce 
their costs. There are some providers 
who are a few steps back from where 
we want them to be in terms of quality. 
But we need to help them get there. 
We’ve got to work together. It’s not 
about doing their jobs for them; it’s 
not the same as running it inhouse, 
but it is about not reneging on our 
responsibilities to older people.”

Some of the current work with providers 
is looking at cost and price for the first 
time. She acknowledges that there aren’t 
any single answers. Maybe a bit of a 
matrix might arise which says `you can’t 
deliver a decent quality of care without 
a decent number of staff  for the level 
of need. So you couldn’t expect to get a 
residential care placement for less than it 
costs to employ the staff to do it…’

 “I don’t know if the national discussions 
will succeed. But if we don’t try them 
they certainly won’t! Sometimes things 
seem very hard to do – so hard that 
you’re inclined not to start. But if you 
don’t start, you won’t finish.”

“There are some providers 
who are a few steps back 
from where we want them 
to be in terms of quality.” 

At heart she concedes her belief 
in herself as a general manager. “I 
happened to come into it through 
accountancy. In management and 
leadership there are so many things that 
cross disciplines. You’ve got to know 
your business. You’ve got to know your 
staff and understand what they do. I 
haven’t got to go and do a social care 
assessment. But I’ve got to 
understand what they’ve 
got to do and what the 
issues are when they’re 
doing it.”

She has never felt impeded by not 
having had a social work background. 
And acknowledges the debt she owes to 
Ian White – himself a general manager – 
who encouraged her to believe she could 
do this. “I feel passionate about social 
care. But I feel passionate about public 
service generally. We have got to have 
people who can match the best people 
in the private sector. The more we work 
with them the more we’ve got to have 
the kind of skills that they’ve got.”

Her home life is hectic and centres on 
the four children (two at University, one 
in the sixth form and one just starting 
secondary school); an ‘enormous’ family 
– there were 47 Pickup relations to 
lunch last Boxing Day, and they were 
mainly on her husband’s side alone…), 
a book club and the local pool and 
gym. Until recently she sang in a choir, 
but has temporarily given that up due 
to time pressures. In all this she is ably 
supported by Mike who, apart from 
being a half-time University lecturer 

is pretty well a “full-time tutor and 
adviser to various children’s essays 

and assignments…”
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There was a time when quality 
improvement was seen as a core function 
for the social care regulator. This is no more. 
CQC has been consistent over the last 18 
months in saying that their role is about 
assessing whether services meet essential 
standards, not about assessing  
or measuring quality above these write 
Sarah Norman and Paul Najsarek.
THIS AT A TIME when the Department 
of Health’s performance and capability 
review of CQC lays bare the challenges 
that the organisation faces fulfilling even 
this limited remit, we have to accept that 
CQC is not going to pick up the quality 
improvement role again.

This leaves a significant space. CQC 
would argue that the compliance 
bar they set is very high, with over 
50 per cent of organisations recently 
inspected failing to meet all essential 
standards. But this is still leaves a big 
space, not only in the provision of public 
information about the quality of services 
above essential standards but in what 
incentives there are for providers to 
strive beyond the essential.

What responsibility does local authority 
commissioning have for filling this 
space?  Sector-led improvement includes 
providing leadership to providers in this 
area. It is part of market-shaping, and 
the quality of the local market was one 
of the things we were asked to include in 
our local accounts.

Indeed in the past, lots of local 
authorities have paid quality premiums 
to encourage higher quality services. 
The practical difficulty is that many 
of these were founded on the quality 
ratings provided by CQC. Do we 
now need to add to our contract 
monitoring arrangements to make these 
judgements ourselves?  This would 
inevitably require more resources and 
would require some sort of additional 
assessment or inspection activity which 
would be bound to add to the burden 
on providers.

What about self-funders? Even if 
commissioners published their own 
assessments of quality for self funders 
to view, this would only cover provision 
where some places are being paid for 
by adult social care. In many parts of the 
country there are many services which 
are only purchased by self-funders. 
Moreover, as personalisation increases 
even services paid for by social care 
are now being purchased by micro-
commissioners.

Are there ways in which we can 
empower self-funders and personal 
budget holders as micro-commissioners 
to assess collectively the quality of 
services and use their purchasing power 
to incentivise improvement? Some 
of the social media websites being 
developed mean this is not such a daft 
idea, with organisations like SCIE seeking 
to develop websites where people who 
use services can provide feedback and 
expedient-type ratings.  

This is not without dangers. Local 
authorities that have been subject to 
‘compassion in care’ – type campaigns 
against the closure of council homes 
can testify to the dangers of pressure 
groups seeking to provide a distorted 
picture of the quality of provision, 
although SCIE’s proposal includes some 
robust moderation arrangements. More 
significantly though, while ratings and 
assessments from people who use 
services on the quality of provision 
in areas like dignity of care could be 
very revealing, it would be much more 
difficult for such approaches effectively 
to rate other areas like management 
of medication or pressure sores. These 
are areas where we need an expert 
assessment – like a regulator!

It is also hard to see how the most 
vulnerable would benefit from these 
types of assessment. Consumer power 
can play a significant role in driving up 
quality. But it requires consumers to be 
empowered to be able to judge quality 
and make their voices heard, and to be 
able to access the voices of others. It is 
hard to see how those with dementia, 
or profound learning disabilities would 
easily benefit from this.

What about NICE?  In health the quality 
standards produced by NICE are seen as 
an important way of driving up quality 
and NICE is now starting to develop 
quality standards in social care. But 
compliance with these in health is 
monitored by a plethora of different 
organisations including strategic 
health authorities, commissioners and 
professional bodies. Who will do the 
monitoring in social care?

Will Healthwatch have a role to play?  
How can we support Local Healthwatch 
to not just develop a consumer voice 
but to develop a robust evidence base? 
What can we do to develop customer 
feedback and complaints processes to 
support the transparency and quality 
agendas?

Finally, we can’t forget in the year 
that Southern Cross collapsed, that 
financial fitness is also very important 
for sustained quality of care. This is hard 
enough for commissioners to judge, 
given the complexities of large provider 
finance, let alone self funders and micro 
commissioners – yet CQC acknowledges 
it is not effectively covered by their 
registration arrangements. This is 
definitely a space that needs to be filled.

Sarah Norman and Paul Najsarek 
Joint chairs

ADASS Standards  
and Performance Network

QuAlItY

So who will monitor social care?

Sarah Norman Paul Najsarek
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on reflectIon

One of the many things I have come to 
appreciate most over this year is Drew 
Clode’s wry humour, writes Peter Hay.  
As a final joke he has got me writing up the 
year in 1400 words… I can think of some 
single words. And the full story is probably 
book length! That challenge is typical of 
the extremes of being President – so here’s 
reflections and praises!

THE EXTREME ENDS of “will they/won’t 
they reform” are still being played out. 
ADASS has coped with uncertainty and 
ambiguity while holding a steady line 
of advice. We want Government to take 
the chance to implement a new system 
based on prevention and wellbeing. We 
have been part of building consensus 
across the sector on reform. In  revisiting 
All Our Tomorrows the Association has 
made a serious contribution to the work 
beyond the White Paper to turn vision 
into reality.

To keep you reading I’ve peppered 
this with some (unexpected?) praises! 
The response of a Department already 
carrying a controversial set of reforms 
in health has been to take up the 
challenge. That the work of Dilnot, the 
Law Commission and the engagement 
exercise has been energetically taken 
forward into Government is at one level 
a huge step forward. The downside 
(always that extreme too!)  means that 
ADASS will see any stepping back as a 
conscious government decision to live 
with the current system.

The engagement with reform on the 
ground has been part of the excitement 
of the year. The way that councils have 
really thought through new approaches 
to the work they will be doing in health 

and wellbeing boards and in public 
health are examples of carving reality into 
the reform agenda. The willingness of 
councils to `give it a good go’ is one of the 
least celebrated features of public life. 

Councils took that energy into the 
work of the Future Forum, and health 
and wellbeing boards emerged as a 
positive force in increasingly divisive 
reforms. With the benefit of hindsight, 
that division perhaps meant that the 
work by the Forum on integration was 
weakened. For some, integration may 
be about avoiding the challenges posed 
by competition and possibly poor 
performance? The thoughtful work done 
to define integration as the experience 
of citizens must sit behind the need to 
revisit what all this means. 

As we edge towards planning for a long 
age of austerity the need to succeed in 
creating new approaches together will 
become vital to successfully adapting 
to that climate. Some of the concerns 
of directors about early development 
of commissioning support away from 
councils reflect those underlying 
tensions. We have a lot to do to make a 
reality of the oft–asserted simplicity of 
better outcomes and efficiency through 
integration. 

Peter Hay

Leadership’s not a spectator sport
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Through co-production we have 
become a partner in delivery. We have 
responsibilities for the implementation 
of Think Local Act Personal, where the 
Making it Real outcomes framework is a 
real step forward in measuring progress 
for citizens. In sector–led improvement 
we took some initial steps, but expect 
the pace to have to quicken. 

We should celebrate the commitment 
the previous adequate councils have 
shown to determinedly tackle their 
improvement agenda. There is also some 
great sector–led work underway: anyone 
who thinks peer challenge is a soft 
option should read some of the robust 
work now emerging. Underneath this 
lurks the shifts and changes in difficult 
financial and political spots that can 
threaten performance. How we support 
and challenge ourselves to shine lights 
into dark corners applies in all our day 
jobs as well as in the Association.

Half way… and of course there was 
Southern Cross and Castlebeck, showing 
what happens when the values of social 
care go missing. Neither organisation 
was strong on involving people in 
governance. Nor transparent. Castlebeck 
illustrated the dangers of commissioning 
without a line of sight that connects to 
the vulnerable people for whom the 
service is purchased. 

To respond to the failure of Southern 
Cross, ADASS supported its members, 
who in turn made a massive 
commitment to finding solutions. Local 
Government was at its finest, through 
collaboration with Government and 
others in the sector. 35,000 people 
saw in the end a smooth transfer to 
new providers. It’s a demonstration 
of the best values of public service. 
Using research from the University 
of Birmingham and our collective 
experience, ADASS was able to challenge 
the doomsayers who had every older 
person thrown out of closing care homes 
into the car parks. The next surprise 
recognition goes to the journalists who 
sought to get the reassurance message 
to frail older people and their relatives.

We continue to develop our learning 
from the experience: the work on 
market intelligence, management and 
commissioning going into discussions 
this spring is robust. Working with 
providers we are changing mindsets 
and behaviours. I have seen fantastic 
providers, who invest in their workforce, 
have dynamic apprenticeships, want 
excellence and do that for councils 
and self–funders at the same price. I 
know that there is good and bad in 
both commissioning and provision – 
overcoming that range of variation will 
be part of the next stage.

I have met many amazing people and 
the commitment and values of the vast 
majority in our sector mean that I have 
had great company and  stimulating 
conversations. I hope too we have 
strengthened ADASS’s place in the 
world beyond England – with our sister 
associations in Cymru and Scotland as 
well as colleagues in Northern Ireland 
– and the continued links with ESN to 
Europe.

My final awards and recognition are 
for all those working in this diverse 
system to make it work in spite of the 
obstacles of antiquated law and broken 
funding. Some of the results produced 
are astounding. I am excited by just 
what could be done if we channelled 
all that energy into the right system. 
Above all, I met with people facing 
challenges beyond my experience and 
whose fear at being old or disabled in 
the age of austerity is tangible and real. 
Yet somehow with dignity and integrity, 
these people are helping shape and 
design both their care and support and 
that of others.

I am clearly going soft – handing out 
praise to Government Departments, 
Journos, public sector workers and 
people who use care services. Surely 
time for a lie down?! I had a challenging, 
fantastic experience, but my real passion 
is the day job and I am determined to 
apply the learning from this year to 
the contribution I am able to make to 
Birmingham. 

I hope that also works as some level of 
repayment for the city’s superb support 
to me over the year. This is an amazing 
association of directors that continues to 
grow stronger in what it does together 
and how it applies that in the places we 
serve. Behind the public face is a great 
back office of advice from members and 
associates, the support of the staff and 
the President’s team all of which I have 
valued.

And finally – in the new media world I 
have watched tweets to recognise the 
wittiest 140 letter summary of some of 
my activity. Some don’t bear repetition. 
Good was “Speaking for reform in 
Manchester. Masses of support in town 
with red and white scarves” (and yes, 
the supporters weren’t ADASS on a 
day trip!). My favourite was when Lord 
Warner joined us at a seminar just after 
the Dilnot Commission report. Some 
wag tweeted “At joint working in the age 
of austerity, where the Lord has made a 
surprise appearance!”

At its extremes it’s been fun and terribly 
serious. Thank you for all the support 
and above all else for the enormous 
opportunity that it has been to be the 
ADASS President.

Throughout my year, I took a risk based 
on the advice of Peter Latchford at 
last year’s spring seminar: to not allow 
social care leadership to be a spectator 
sport. As the stories of my life and 
family experience have shown, we are 
all participants in this agenda. I have 
always been a very private person, but 
the connections this has made with 
our cause have been stunning. I’d like 
to record my thanks for allowing me to 
draw on our shared lives together – for 
we are all participants in adult care. 

That is why I remain optimistic and 
determined that it’s time to create a 
social care system that is good enough 
for all – because there’s every chance 
that this is about you and me.

Peter Hay 
ADASS President 
2011–2012

on reflectIon
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It is not an overstatement to say that 
adult social care is in the midst of  major 
challenge and opportunity. Here, Richard 
Webb helps to articulate the key themes 
which ADASS  believes are critical in taking 
forward  a modern, sustainable adult social 
care  system that is fit for the aspirations  
and demands of the 21st Century.

“NOW THIS IS not the end. It is not 
even the beginning of the end. but it 
is, perhaps, the end of the beginning.” 
Throughout 2011, adult social care has 
never been far from the headlines or 
the lips of politicians and policy makers, 
stimulating an urgency and momentum 
for much needed reform. This is a unique 
period: one in which  the combination 
of events has created a catalyst and 
consensus for real change based 
upon the principles of transparency, 
accountability, responsibility  and 
equality, and is something that ADASS is 
more than willing to embrace and play 
its part.

ADASS has continually  argued that 
adult social care  is worth reform, 
providing support and care to over one 
million  people each year through a 
combined social care workforce of some 
1.6 million (greater than the total NHS 
workforce). This gigantic endeavour is 
not remote and faceless, but rather very 
personalised, focusing  upon supporting 
individuals to take responsibility 
for improved health and wellbeing 
outcomes and in doing so bringing  
wider benefits to society as a whole, 
including reducing  the burden upon the 
state (particularly acute NHS care).

The highly anticipated ASC White Paper 
is an important step in these reforms. 
It brings together the government 
responses to both the Dilnot and Law 
Commissions  and will (hopefully) set out 
the policy landscape to shape the reforms 
going forward. While the exact details of 
the White Paper are not known, ADASS  is  
keen to reaffirm  what it believes will be 
the critical  aspects that the White Paper 
needs to address to bring about the 
reforms so eagerly awaited.  

These aspects are built around three 
guarantees that President Peter Hay 
announced in October 2011 and to 
which ADASS firmly believes will broker a 
new and dynamic relationship and offer 
between the individual and the state.

Improved quality and personal 
experience: freedom from anxiety 
and the fear of undignified 
treatment: 
These to be achieved through: 

•	 Radically improving regulation in 
the wake of Southern Cross and 
Castlebeck,

•	 Effectively integrating services 
between local government, the NHS 
and other organisations. However 
this is not about structure but  more 
about shared objectives and pooled 
resources,

•	 Continuing to drive to personalise 
services, including across the NHS 
and local government, in a way which 
emphasises quality, personal control 
and dignity and respect, as much as 
the volume of personal budgets; 

•	 Robust local accountability 
frameworks, with enhanced scrutiny 
roles of health and wellbeing boards,

•	 A reformed adult social care workforce 
that is valued and equipped to meet 
the needs of individuals,

•	 People who use services and carers 
being actively involved in what happens 
in their lives, in designing services and in 
holding agencies to account for quality 
and outcomes, including through 
approaches such as kitemarks, care 
versions of Trip Advisor etc.

Sustainability: freedom from 
financial insecurity in old age or if 
experiencing disability (allowing 
individuals to plan ahead with much 
more certainty):
These to be achieved through: 

•	 A new financial settlement between 
the citizen and the state (building on 
the findings of the Dilnot Commission 
on Funding of Care and Support) that 
provides access to high quality care 
and support and financial security for 
older people, disabled people and 
people with mental health issues,

•	 Widening the Dilnot proposals to  
include community-based adult 
social care alongside residential 

whIte pAper

Many a hurdle still to cross

Richard Webb
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settings, creating equality across the 
system and freedom for individuals to 
unlock equity to meet their personal 
outcomes,

•	 Applying a series of ‘fairness’ tests 
including the potential scope for 
a progressive contributions model 
rather than fixed caps based around 
financial and property assets,

•	 A more proportionate consideration 
of the proposed thresholds to reflect 
differing housing equity values across 
local authorities,

•	 Clarity as to which costs would be 
counted within the cap,

•	 Wider exploration of deferred 
payment approaches and equity 
release, providing more variations to 
allow for individuals to plan ahead,

•	 A joined-up approach across 
Government departments to ensure 
that the impact of budget reductions 
locally and nationally does not 
fall disproportionately on older or 
disabled people  and the ability of 
local authorities  in responding to 
need  i.e. cumulative impacts of 
welfare reforms and perverse national 
instruction. 

Clear rights and responsibilities: 
freedom from a lack of clarity about 
the social care system
These to be achieved through: 

•	 Adopting the Law Commission’s 
proposals for the reform of adult social 
care law,

•	 Reforming the Fair Access to Care 
Services arrangements and the 
related eligibility systems to eliminate 
post-code lotteries (ADASS welcomes 
portability of assessments alongside 
local determination of resources to 
meet assessed need according to local 
market conditions),

•	 Effective, accessible and joined up 
information, advice and guidance,

•	 Clear guidance to remove the current 
loopholes in the system (e.g. people 
setting up third-party trusts to avoid  

 

current care 
cost contributions, issues around 
joint ownership of assets, etc). This is 
critical in making the system fair and 
transparent,

•	 A demonstratively reduced 
burden and top-down national 
instruction upon local authorities, 
enabling flexibility to then respond 
(commissioning) to local needs and 
objectives within a local framework.

In addition to these three guarantees, 
ADASS maintains that reform must be  
securely underpinned by a long term 
sustainable funding settlement for 
adult social care. Reform is not possible 
without  this, and  recent events and 
debates have clearly expressed that the 
system is bust. Rising demographics with 
an exponentially increasing complexity 
of  conditions combined with poor 
financial settlements (ADASS’s budget 
survey confirmed budget reductions 
for adult social care of  £1 billion in 
2011/12 ) is not the backcloth to achieve 
a modern adult social care  system fit for 
the 21st Century.

 The positive impact that adult social 
care can have upon the national 
economy is well documented and 
presents a compelling case for a long 
term sustainable funding offer. The 
upstream impacts upon NHS activity 
are clear and when combined with 
positive experiences of individuals 
enjoying improved health and wellbeing 
outcomes, the case becomes even 
stronger. 

ADASS welcomes  recent decisions by 
Government to put in place transfers 
of NHS funding to adult social care, but  
argues that this needs to be extended to 
create a holistic system that encourages 
personal responsibility and minimises 
the cost to the state through more 
integrated early intervention and 
prevention.

ADASS believes that the Dilnot report 
provides a good starting point for 
developing a long term sustainable 
settlement between the individual and 
the state in terms of planning ahead for 
personal care costs. If the question is 
‘to do Dilnot or not to do Dilnot’ then 
the answer has to be ‘do Dilnot’: this is 
a once in a generation opportunity to 
re-cast the current system: to improve 
how care works, and to promote greater 
fairness and opportunity for all. Dilnot’s 
recommendations can be modified to 
make them more progressive – however, 
the overall principles have managed to 
gain much broader consensus nationally 
than previous attempts to resolve these 
issues.

ADASS notes that local authorities are 
well-placed for delivering a new funding 
settlement, bringing together, as it does, 
a commitment to personalisation; the 
current commissioning of adult social 
care;  the highly valued expertise of 
public health; a joint health and well-
being leadership role with the NHS; 
extensive engagement with individuals 
and communities; strategic partnerships 
with the voluntary, community, faith 
and independent sectors; and the 
commissioning and delivery of a range 
of financial advice, assessment and 
inclusion services.

In conclusion  the Adult Social Care 
White Paper  in combination with a long-
term sustainable funding settlement  is 
a very  important  and essential part of 
this journey. But this  not the end-game. 
There will still be many hurdles still to 
cross. However the prize will be worth 
all the effort and commitment that is 
required.

Richard Webb 
Honorary Secretary 
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After thirty years of a fairly stable social 
care market the impact last year of the 
failure of Southern Cross, Britain’s largest 
private sector care home provider, came as 
both a shock and a wake-up call to local 
and central government, writes Andrew 
Kerslake. In the aftermath of the collapse, 
and once premises and care had been 
secured, attention focused on whether 
there was a need for tighter regulation and 
greater fiscal control as a means of ensuring 
such a collapse did not occur again. 

WHILE SUCH MECHANISMS are 
important, in the longer term many are 
beginning to realise there is a need for 
a different kind of relationship between 
consumer, purchaser and provider 
of care. Some of these changes have 
already begun with the growth of 
consumerism, in the shape of more self-
funders and, for those in receipt of state 
support, via direct payments. 

Southern Cross tended to have all 
the problems a failing business could 
have. Too much capital taken out; a 
programme of acquisitions that was 
too rapid and too widespread; homes 
potentially unviable due to size; and a 
model that separated the ownership of 
the asset from the operation of the care 
business. These factors came to a head 
as demand for places declined. There 
was no asset base to fall back on, and 
hence raise funds against. 

There is a strange irony that having spent 
30 years creating a market in social care, 
once it begins to behave like a market, ie, 
companies start, grow, decline and fail, 
the knee-jerk reaction is to try and stop 
it occurring. Therefore, while the move 
to a care market over the last thirty years 
might be seen to have offered lower cost/
price and greater flexibility it also means 
greater risk of sudden service termination 
to the consumer or at least rapidly 
diminishing quality. So if the question is 
‘could Southern Cross happen again?’ the 
answer is ‘yes’.

Yet has social care ever behaved like a 
commercial market governed by the 
rules of supply and demand? Having 
the largest purchaser (local authorities) 
separated from the consumer has always 
tended to create uncertainty as to who 
defines demand. When this is combined 
with a regulatory regime that strongly 
controls what is supplied, it is easy to see 
why there has been ambiguity as to what 
kind of market this is. 

Social care support for older people 
broadly divides into three sectors, with 
the following features: 

Supported housing 

•	 High start up costs. New 
developments, predominately of 
property for rent, have diminished 
since the Department of Health ceased 
its funding programme. 

•	 A product in sheltered housing that in 
many places looks and feels dated.

•	 Major concerns for developers are 
the time it takes to get a return on 
investment plus regular battles in 
obtaining planning consent. 

Community services

•	 Highly fragmented market. 

•	 Less secure than care homes given the 
lack of an asset base and low profit 
margins but equally  low start up costs 
and high demand. 

•	 Concerns over financial stability as 
block contracts are dispensed with 
and unfair competition with personal 
assistants (no need for police checks, 
no quality control or regulation). 

•	 Direct payments may drive higher 
administrative and advertising costs. 

•	 In England the largest company has 
around 6 per cent market share.

Residential care

•	 Highly fragmented market with five 
and a half thousand providers, mainly 
in the private sector. 

•	 Less secure than care homes given the 
lack of an asset base and low profit 
margins but equally low start up costs 
and high demand. 

•	 Concerns over financial stability as 
block contracts are dispensed with 
and unfair competition with personal 
assistants (no need for police checks, 
no quality control or regulation). 

•	 Direct payments may drive higher 
administrative and advertising costs. 

It’s how markets work

Andrew Kerslake
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For the last several years there has 
been much talk of an avalanche 
of older people. Yet an increase in 
demographics does not necessarily mean 
a proportionate increase in demand for 
care, or in particular, for state funded care. 

So what might happen to demand in 
the future? Probably the single biggest 
factor affecting demand in the short 
term is the relationship between health 
and social care. Currently 60% of all 
hospital beds are occupied by people 
aged 65 and over, with the growth in 
inpatient episodes in hospital for the 
75 and over group being greater than 
the growth in all hospital episodes put 
together. In addition, the key conditions 
that older people suffer from are all 
areas of poor performance by the health 
service, eg, dementia, continence, falls, 
strokes. Dementia which is probably the 
single biggest driver for high intensity 
care is likely to rise faster than other 
conditions. 

At the same time an extension of 
personalisation and direct payments 
could have an impact if it has the 
effect of increasing dependency or if 
the amount of funding available to an 
individual falls below the market price. 
In Scotland there are still questions as to 
whether free care increases demand and 
sucks more people into the system?

Finally, in England, demand is likely 
to be influenced by the outcomes 
of the government deliberations on 
Dilnot and the Law Commission report. 
Potentially this could influence the 
balance of subsidy in residential care, 
drive up demand for state funded care 
by setting a high income threshold of 
eligibility. Extending personal budgets 
to residential care might potentially have 
an inflationary impact. 

Here are ten steps to a better social  
care market

1 Monitor, reveal and engage
It is clear that local authorities and 
government need to be better informed 
about the market and recognise that 
in the future LAs will play less of a 
role in managing the market through 

procurement, and more of a role in 
analysing, supporting and facilitating  
its development. 

2 Recognise the potential for, and 
implications of, a turnaround/higher 
costs in the residential care market
In the short term care commissioners 
report an oversupply in the residential 
care market. This may not last. Given 
the considerable sums that have been 
invested in residential provision for older 
people, in the future providers may 
be keen to grow this market either by 
attracting those with personal budgets 
or through helping hospitals relieve 
pressure on beds by offering nursing 
care or its equivalent in the residential 
sector at a cheaper price. 

We know that older people rapidly 
become institutionalised in such settings 
and if an initial move were made to a 
care home the dangers of this becoming 
permanent, and hence re-inflating 
the residential care sector would be 
considerable. There are some instances 
of GPs developing residential care 
provision which potentially could offer  
a conflict of interest. 

3 Watch the economic indicators 
Nationally the continued recession and 
unemployment present a considerable 
problem. However, for the care sector 
this is probably something of a mixed 
blessing.

4 Diminish uncertainty 
Uncertainty creates price inflation 
through suppliers being less willing 
to take risks or deterring new market 
entrants. Therefore, the more certainty 
that can be introduced into the market, 
about price, about future purchasing 
trends, etc the more stable the market 
becomes. The need for better market 
intelligence is true for LAs, providers and 
the public. 

5 Reduce demand 
LA and community health actions need 
to be not just about managing demand 
better, which probably has a limited 
short term potential to drive down 
costs, but to reduce demand. To do this, 
there is a need to understand better 
what drives demand and makes for 
cost effective interventions. This cannot 
be constrained by current disciplinary 
boundaries between health, care and 
support and housing. 

There are also two other areas strategic 
commissioners will need to understand 
better; 

•	 The relationship between overall 
demand, self funders and state funded 
care, and 

•	 How future patterns of caring may 
change by relatives and the impact 
this might have on the social care 
market. 

mArKetS
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6 Actively influence spend
There is a need across the social care 
sector to come to sharper conclusions 
about what works well and for LAs 
to actively promote that model with 
consumers and suppliers. 

7 Encourage innovation
 The government in England wishes to 
see “a vision of a thriving social market 
in which innovation flourishes... Councils 
have a role in stimulating, managing 
and shaping this market, supporting 
communities, voluntary organisations, 
social enterprises and mutuals to flourish 
and develop innovative and creative ways 
of addressing care needs...” They will need 
robust evidence about what local markets 
offer and how they operate. 

8 Make quality more obvious
At a time when CQC is in retreat from 
measuring quality, there needs to be 
agreement with the market about how 
consumers are aware of quality and how 
the market overall constructs reasonable 
indicators. At the very least there might 
be questions as to whether care home 
residents should have greater legal 
safeguards both to protect themselves 
from poor providers or LAs enforcing 
unreasonable terms and conditions 
which have an impact on consumers. 

9 Incentivise improved dementia care
There is an increasingly unwritten 
assumption that dementia inevitably 
leads to residential care. Yet there 
is a range of innovative schemes 
that offer community and housing-
based approaches to dementia that 
successfully care for people in the 
community. These schemes need to 
be incentivised and much more widely 
promoted. 

10 Encourage good use of 
housing equity
There is a clear relationship between 
taxation and acceptability. If older 
people’s housing equity is increasingly 
seen as a windfall profit and is ‘taxed’ 
accordingly, in terms of it being seen 
that people can afford to pay more for 
their care, then more people are likely 
to be resistant/hide the money. It is 

probably much better to give people 
something they would wish to buy, 
eg, housing which lessens their need 
for care and support. This also has the 
advantage of freeing up family housing. 
Good quality extra care housing has a 
number of benefits: 

•	 It can help the economy by 
encouraging new building. 

•	 Housing can be built at a higher density 
using relatively small urban sites. 

•	 It frees up family housing. 

•	 Successful schemes are heavily 
advocated by their users. 

•	 It allows people to retain their  
‘housing equity’. 

The focus of debate in the aftermath 
of Southern Cross has been about how 
much control should be exerted over 
the sector, chiefly through regulation. 
Part of the problem is being able to 
answer the question, what are you 
trying to regulate for – company failure, 
mitigating the effects of failure or 
supporting the market? Concern has also 
been expressed about the role of private 
equity houses in the sector; caricatured 
as organisations simply looking to make 
short term profits by any means.

Bearing in mind regulation has a natural 
tendency to address past rather than 
future problems the danger is that 
an excessive burden is placed on the 
many without catching the few whose 
performance is of concern. As one 
private provider put it recently “we 
spend a fortune in time and money 
conducting police checks yet in ten 
years we have never had anyone with an 
undisclosed criminal conviction. There 
must be a better way we could achieve 
the ends we are trying to reach, without 
imposing an excessive burden.” 

Others will argue that Southern Cross is 
a good example of the market working. 
An ineffective company went, nobody 
had to move and other companies 
came to the rescue, although it could be 
suggested that it is ‘still early days’. 

In terms of private equity it is also 
perhaps worth remembering that the 

sector needs investment. It is unlikely in 
the short term to come from the public 
purse. Private equity can provide that 
and a good degree of business acumen 
as well as having a logical desire to 
make companies successful. It might be 
better to negotiate how that investment 
could work rather than seek to cut off 
its supply. Nonetheless the sector needs 
investment which is unlikely in the short 
term to come from the public purse. 
Private equity can provide that and a 
good degree of business acumen as 
well as having a logical desire to make 
companies successful. 

In the longer term if a successful market 
is to operate in the care system the key 
probably lies in the availability of good 
quality information. That is in terms 
of the information local and central 
government captures and relays to the 
public and in terms of the information 
companies have to publish as part 
of their registration to trade as a care 
provider. 

The rise of the social care consumer 
may also herald improved user sharing 
of information about providers. Greater 
transparency and visibility about 
performance and trends may yet be the 
best insurance against company failure.

This paper is based on a presentation 
made by Professor Andrew Kerslake of 
the Institute of Public Care at an ADASS 
Market Shaping Workshop, January 31, 
2012. A copy of the full paper is available 
from akerslake@brookes.ac.uk
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the lessons learned...
2011 was a defining year for ADASS in terms 
of its pivotal role in leading and supporting 
the sector’s response to the financial 
collapse of Southern Cross, the largest 
provider of residential and nursing care 
services to older people in the UK, writes 
Jonathan Gardam.  

THIS COLLAPSE WAS played out 
against an unprecedented degree of 
public and political debate and interest, 
requiring ADASS along with its partners 
to seek a measured, transparent and 
considered approach, bringing the many 
stakeholders together to support the 
solvent wind-down of Southern Cross 
and the successful transfer of homes to 
new operators

Much of this success was achieved 
through the working of a national 
contingency planning group that was 
largely coordinated and supported by 
ADASS, involving weekly conference calls 
and meetings between representative 
organisations of directors of adult 
social care, government departments, 
regulators and providers (including 
Southern Cross), the creation of  a 
national  database and communications 
strategy, and the development of robust, 
transparent market intelligence briefings 
to support the transfer.

Following the final transfer to new 
providers in late 2011, thoughts 
have since turned to reviewing the 
opportunities and challenges that 
national contingency planning presents 
in terms of mitigating potential risks of 
future large scale provider collapses. To 
this end a workshop was organised in 
January 2012 to consider these questions 
along with considerations about how 
to support shaping towards a vibrant, 
transparent and sustainable market. 

The workshop was attended by key 
representatives by directors of adult 
social care, Government departments 

and the regulators from across the 
four home countries. And while the 
workshop acknowledged that Southern 
Cross was a unique set of circumstances, 
requiring a unique response, the 
experience and acquired knowledge 
and skills is both highly valuable and 
transferable in meeting new challenges 
and opportunities.

In terms of lessons learnt, the key point 
was that the sector was not aware 
of – nor even properly prepared for – 
the collapse of a large scale provider 
spanning all four home countries. This 
presented many challenges in terms 
of the governance arrangements 
of leadership, accountabilities and 
responsibilities across the sector, as well 
as  not having a framework in place to 
anticipate such collapses and to respond 
when they may materialise.

Alongside these challenges, the 
workshop also identified a number 
of opportunities for the future. 
These reflected and built upon the 
strengthening relationship across 
the sector in working collectively, 
particularly in terms of effective and 
regular communication. This was seen as 
highly important and included effective 
sharing of market intelligence, keeping 
the public regularly updated and 
engaged (with specific reference to the 
highly successful public website exercise 
in conjunction with The Guardian) and 
regular contact between the various 
stakeholders.

In terms of next steps, the workshop, 
which included sessions held by the 
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Institute of Public Care, Impact Change 
Solutions and Government departments 
explored some of the tools that can 
be applied in future arrangements. 
These included the development of 
transparent financial risk triggers, a risk 
matrix and financial viability assessments 
of new operators. Some of the key points 
included the need for:

•	 Provider intelligence on financial 
viability over the long term,

•	 Consumer intelligence (to include 
self-funders and those in receipt of 
personal budgets) covering  market 
choice and perceptions regarding 
providers,

•	 Regulatory intelligence with option to 
share nationally. NB this intelligence to 

be held alongside user-perceptions of 
providers i.e. trip adviser data etc.

•	 Commissioning intelligence and 
analysis regarding  “are the right 
things being commissioned to meet 
new expectations and to encourage 
personal responsibility with minimal 
intervention?”

The workshop agreed that in taking 
forward arrangements to capture and 
analyse this intelligence it remains 
highly critical that there is no undue 
burden or unnecessary regulation; that 
such arrangements are transparent, 
and that future arrangements continue 
and expand upon the incentives to 
encourage high quality services.  

The workshop concluded with the 
general consensus further to develop 
arrangements that both addressed 
this need for better intelligence and 
a framework to work within, and 
several options were set out to include 
development of regulations and best 
practice guides, information sharing 
protocols, a review of company law to 
understand opportunities to validate 
financial viability of large providers, 
along with the continuation of the 
highly regarded financial viability reports 
and contingency planning meetings on 
a national, regional and local level. 

Jonathan Gardam 
ADASS Policy Officer

the lessons learned...

To Book – www.adass.org.uk  

24th – 26th October 2012  |  Eastbourne

This event is vital to councillors, directors, senior officers, directors of public health, policy makers and service
managers with responsibilities for children’s services and adult care in the statutory, voluntary and private sectors.

The National Children & Adult Services
Conference 2012

mjadverts_advert_155x219  17/02/2012  11:36  Page 1



ADASS Futures, April 201224

Chris Lee is a mental health worker whose 
play Shallow Slumber* recently enjoyed 
a highly successful west end run. Here he 
writes of what motivates his writings and 
how he “seeks to capture something of the 
moment of my panic” as he dwells daily on 
the social work front line.

WHEN THE BABY P case made the 
news, a sudden wave of panic broke 
over social workers everywhere. Must we 
always lurch from scandal to scandal, with 
the good news never registering and the 
bad news leading directly to the ending 
of careers? asks playwright Chris Lee.

The political interference showed how far 
power will go to avoid taking personal 
responsibility on high, hurling blame 
down the line so that local executions 
take place. It was an uneasy time to be a 
social worker. Although I work in a mental 
health team, many of the people we see 
are parents and there are child protection 
issues to be dealt with.  

We had a ‘near miss’ case and as the team 
manager I broke out in a cold sweat. Of 
course I have been thinking for many 
years about the public perception of 
social work. I wonder if to some extent 
social work exists to absorb blame, that 
that is in fact its main social function. For 
our very existence is an embarrassment 
to some sections of our culture: we help 
the feckless; we protect the dependent.  

Social work is always there to lap up the 
execration of the outraged. How could 
they have let this happen? When it is a case 
of not intervening in time, social workers 
are indecisive wimps, as evidenced by 
Climbie and Baby Peter. However just to 
balance things, there is another question, 
recently in cold storage but ready to be 
deployed if necessary: how could they 
have ridden roughshod over these poor 
people’s rights?  

When it is a case of intervening too 
decisively, social workers are jackbooted 
Nazis, as evidenced by Cleveland and 
Orkney. The double bind. Was it a 
mistake to claim for social work as a 
profession, expertise in child protection?  
No public comment will be made about 
the numerous success stories when the 
right thing happened and disaster was 
averted. At least in mental health we 
share the risk game with nurses and 
doctors and when things go wrong, as 
they inevitably do, it is not only social 
work that is singled out for damnation.  

But damnation is very attractive: a 
blood sport enjoyed by the great and 
the good. We now know that all public 
sector workers are to blame for years of 
excess leading to the current recession, 
as we flaunt our gold plated pensions 
in the faces of hard working bankers, 
and we bloat the state with our own 
dependency on a living wage and 
ethically tolerable employment. So if 
all public sector workers are vulnerable 
to preposterous accusations because 
it serves a political purpose, how much 
more vulnerable are social workers?  

For me, such nagging thoughts always 
end in writing plays. I wanted to capture 
something of the moment of my panic, 
as I shared with thousands of social 
workers across the land that collective 
groan. I decided to write a play that 
would not answer any of the questions 
raised above, because that would 
risk being seen as a naked polemic of 
defence. I don’t tell you if the social 
worker in my play is good at her job or 
not, that’s for you to decide.    

But what I do insist on is your close 
proximity to the scene of the crime. The 
audience is complicit in the action of the 
play; that is, it bears witness and may 
be too upset or aware of complexity to 
reach an immediate judgement. That’s 
the whole plan. Social workers interact 
with real human beings and it is not 
easy. Sometimes it is not safe, sometimes 
we face a barrage of abuse and threats 
both verbal and physical. 

I did an assessment the other day and was 
assured that I would be found in my own 
home and that I would be killed along 
with my family. It was a parting shot of 
course from someone in a very unhappy 
situation, but should I brush it off, as we 
all do, every day, just to carry on?  

Social workers get scared, make 
mistakes, and keep going. My play is 
merely a whisper of the truth. I wanted 
people to come and see our world, and 
at least leave thinking that it’s not so 
straightforward after all.

Chris Lee, Playwright 
Mental health worker

cuttInG eDGe

A whisper of the truth

* Shallow Slumber, by Chris Lee. 
Methuen/Drama, 2012. £9.99
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We all know that urgent and emergency 
care is an increasing problem for the NHS. 
What has often been less clear is the impact 
this has for older people and for social care, 
writes Julia Ross. 

HITHERTO THIS HAS been seen  
as medical or clinician issue. 
The Department of Health 
definition of emergency care 
reflects this;

‘Urgent and emergency care 
is the range of healthcare 
services available to people who 
need medical advice, diagnosis 
and/or treatment quickly and 
unexpectedly. People using 
services and carers should expect 
24/7 consistent and rigorous 
assessment of the urgency of their 
care need and an appropriate and 
prompt response to that need.’(1) 

So, all credit to the originators of 
The Silver Book, that a holistic view of 
emergency care is taken and recognised 
as mattering to the whole person and 
therefore of significance to whole 
system. Nicely titled, The Silver Book is 
a multi-disciplinary attempt to redress 
this. ADASS was invited right from the 
outset to contribute to the development 
of the quality standards, underpinning 
principles and future commissioning 
arrangements. So, none of the usual “and 
social care”

Despite the majority of urgent care 
being delivered in the primary care 
setting, an increasing number of older 
people are attending emergency 
departments and accessing urgent care 
services. This is partly related to the 
demographic shift that has resulted in 
a rapid increase in the number of older 
people, but may also be due to lower 
thresholds for accessing urgent care(2). 

Over the next 20 years, the number 
of people aged 85 and over is set to 
increase by two-thirds, compared with 
a ten per cent growth in the overall 
population. Hospital Episode Statistics 
(HES) indicate that patients over 70 

years of age account for more than 2 
million attendances per annum (15% of 
attendances). Older people are admitted 
to hospital more frequently, have  
longer length of stay and occupy more 
bed days in acute hospitals compared  
to other patient groups. 

 
 

We also know that they are more likely 
to become institutionalised after lengthy 
hospital stays which makes them less 
likely to go back home and more likely 
to be admitted to residential and nursing 
home care – with all the subsequent 
costs for social care

The wide variation in the number of 
older people admitted to hospital as 
emergencies is  repeated in the number 
of days they are kept on wards before 
discharge, according to the Audit 
Commission report, Joining Up Health 
and Social Care.

The Silver Book recognises that there  
is a need for guidance to: 

•	 Help decrease variations in practice, 
and 

•	 Aid the development of appropriate 
services across the urgent care system.

The focus of this guide is on care 
standards for frail older people over the 
first 24 hours of an urgent care episode, 
with the specific remit to:

•	 Guide commissioning of services for 
older people in urgent and emergency 
care including CCGs, health and 
wellbeing boards, PCTS and adult 
social care,

•	 Support providers, including 
managers and clinicians, to deliver the 
highest quality of care for older people 
in emergency settings covering GPs, 
ambulance trusts, community based 
services, acute trusts, mental health 
trusts and the voluntary sector,

•	 Support development and 
implementation of quality care 
standards for older people,

•	 Identify and disseminate best 
practice,

•	Influence policy development 
proactively at national level and 
specifically in the DH.

The ADASS leadership on 
this was Dawn Warwick and Simon 

Williams, the Older People’s Network, 
supported by Julia Ross, an ADASS 
associate and included contributions 
from the network – in particular 
thanks to Liz Chidgey director of adult 
health and community wellbeing 
for Essex County Council and Olive 
Carroll - director of personal social care, 
Lancashire County Council.

ADASS contributed alongside Age UK, 
Ambulance Service Medical Directors 
Association, British Geriatrics Society, 
Chartered Society of Physiotherapists, 
College of Emergency Medicine, College 
of Occupational Therapists, Society for 
Acute Medicine, Royal College of General 
Practitioners, Royal College of Nursing, 
Royal College of Physicians and the 
Royal College of Psychiatrists

emerGencY cAre

The vital first 24 hours…
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The underpinning principles to  
emerge were:

•	 Older peoples’ autonomy and dignity 
must be respected at all times,

•	 All older people have a right to a 
health and social care assessment and 
should have access to treatments and 
care based on need, without an age-
defined restriction to services,

•	 A whole-systems approach with 
integrated health and social care 
services strategically aligned 
within a joint regulatory and 
governance framework, delivered 
by interdisciplinary working with a 
patient centred approach provides 
the only means to achieve the best 
outcomes for frail older people with 
medical crises.

At the last count there were 32 standards 
identified and most have implications 
for social care. Inevitably some are also 
clinical as of course this is all about 
emergencies and life threatening 
conditions, so clinical actions will have 
priority. As it’s not possible to replicate 
all 32 standards here, a number of the 
most significant for social care have been 
picked out.

Standard 5:  
Whole systems approach
Research shows what makes good 
common sense – that multidimensional 
assessment and multiagency 
management of older people leads 
to better outcomes(3). The Silver Book 
stresses that for such services to be 
effective, they must be delivered in an 
integrated manner across the primary 
and secondary care, and health and 
social care interface.

 

“Health and social 
services should be 
commissioned such that 
they can contribute to 
early assessment of older 
people, including mental 
health assessments”

Standard 6:  
Single Point of Access SPA
“A 24/7 single point of access 
(SPA) including a multidisciplinary 
response within 14 hours should 
be commissioned. This should be 
coupled to a live directory of services 
underpinned by consistent clinical 
content (NHS pathways). Discharge to an 
older person’s normal residence should 
be possible within 24 hours, seven days 
a week – unless continued hospital 
treatment is necessary.”

In Southend and South East Essex PCT, 
a similar approach is taken but it’s called 
something different. The local major 
innovation is the SPOR or a single point 
of referral by which GPs and others 
can engage the focus of all health and 
social care agencies on the needs of 
an individual older person who can be 
assured of action within two hours in 
urgent cases. 

Simon Leftley, corporate director adult 
and community services (Southend BC) 
is an enthusiast. Although he recognises 
that this will be difficult to implement 
immediately and universally, he believes 
it’s a struggle worth having

“This will potentially make a big 
difference to older people as well as 
hopefully leading to better outcomes. 
It’s early days and as we build our 
experience and  best practice base, we’ll 
be able to monitor the results and review 
our practice together.” 

Standard 30:  
Recommendations for commissioners
“The new arrangements for 
commissioning and commissioning 
support should always reflect a joint 
approach across health and social care 
which also takes account of the multi-
disciplinary nature of care for older 
people”

There are now real opportunities to 
work with CCGs on the benefits of joint 
commissioning and support for the 
health and wellbeing boards. Inevitably, 
there will be challenges as the new 
commissioning support organisations 
(CSO) and CSUs get to grips with their 
new tasks but now must the time to 
engage. 

In conclusion, the effort that has gone 
into the production of this guidance is 
to be applauded. Let’s hope that it will 
make the difference that is needed if the 
escalating numbers of people coming 
into emergency care is to be reduced – 
for the individual as much as the system 
and those working within it.

emerGencY cAre

Julia Ross 

Julia is an ADASS Associate who 
did this work on a voluntary basis 
because of her experience in 
integrated working and passion 
for using intelligence and data to 
support better decision making
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It is easy to forget that the 2010  
White Paper Liberating the NHS was  
of such historic significance for local 
government and local democracy. The 
turbulence surrounding the Bill and the 
related re-interpretation of integration 
has tended to obscure the initial intent to 
“enhance the role of local government in 
health,” writes Gerald Wistow.

SPECIFICALLY, LOCAL AUTHORITIES 
were to be allocated ‘greater 
responsibility in four areas’: leading joint 
strategic needs assessments (JSNAs); 
supporting local voice and the exercise 
of patient choice; promoting joined up 
commissioning of NHS services, social 
care and health improvement through 
health and wellbeing boards, and 
leading on local health improvement 
and prevention.

These proposals were the first since the 
creation of the NHS to envisage this kind 
of expanded role for councils and local 
democracy. They were accompanied 
by the transfer of £7.2bn from the NHS  
to councils over a four year period to 
support them in helping the NHS meet 
the ‘Nicholson challenge’. In addition, 
a further £2bn pa is to be transferred 
to fund councils’ returning public 
health functions. Whether these sums 
match the growth in responsibilities 
will, doubtless, remain contested but 
the principle of such transfers in the 
current financial climate is an important 
precedent.

Better integration has been advocated 
within the current NHS policy debate 
for three reasons. To inform the original 
legislative process: to overcome the 
fragmented service experiences of 
individuals and families; and to support 
care models giving priority to prevention 
and care closer to people’s homes. Thus, 
the consultation documents contained 
measures to improve integrated working 
‘right along the care pathway - from 
prevention, treatment and care, to 
recovery, rehabilitation and reablement’. 

The third motive emerged later in 
response to growing opposition to 
the Bill when it was advocated as 
a counterweight to concerns that 
competition would undermine 
collaboration and create more 
fragmentation. 

Is this another New Beginning for 
Integration? The recent policy and 
legislative proposals to improve 
integration are only the most recent in 
a long line of initiatives to overcome 
barriers to joint working and bridge 
organisational boundaries. Apart 
from islands of good practice, such 
programmes have generally produced 
disappointing results. 

Hence the repeated attempts since 1974 
to renew the framework for integration. 
The new proposals inevitably raised 
questions about whether they might 
achieve anything better and the LGA 
commissioned the author of this article 
to review the historical evidence and 
consider their prospects for success. 

The review, Integration this Time?, 
was published by the LGA in 2011. It 
identified ten principles of integration 
(Table 1) which, taken together, suggest 
the need for a multifaceted change 
programme with at least the following 
characteristics:

•	 Abandonment of quick fixes in favour 
of capability to understand and 
manage complexity across institutions 
and agency,

•	 Prioritisation of integration purposes 
above processes,

•	 Strategies for integrated care and 
governance across all organisational 
levels,

•	 Acceptance that some degree of 
structural fragmentation is inevitable 
but silos can be broken down by 
interweaving and aligning their 
mainstream decision-making systems 
and processes,

•	 Rebalance horizontal and vertical 
accountabilities around local people 
and places by requiring a single point 
for authorising local commissioning,

•	 Engage in such processes all 
stakeholders and commissioning plans 
relevant to improving health and 
wellbeing for the relevant people and 
places.

The principles were then used 
as a framework for analysing the 
government’s proposals. As Table 1 
shows, there is a relatively good fit 
between them, though this finding does 
not guarantee successful integration or 
better outcomes. 

As a 2010 DH consultation paper on local 
accountability recognised, legislating for 
change ‘is not at all the same as making 
change happen (especially)... wholesale, 
long-term cultural change’ In addition, 
Table 1 shows there are still some gaps 
in the proposals, while there is also 
evidence of implementation difficulties 
beginning to surface.

One difficulty was the tendency for 
transition management to privilege 
NHS agendas so that, for example, 
the clustering of PCTs disrupting 
relationships built on coterminosity, 
place and joint commissioning. An 
apparently negative impact on care 
trusts, which have provided frequently 
cited examples of good practice, was 
also highlighted in the 2012 Health 
Committee report on Social Care. 

The foundation of separate pathfinder 
schemes for GP consortia and health 
and wellbeing boards has a certain, 
pragmatic logic but does not directly 
help re-build relationships broken by 
clustering. In fact, its symbolic effect is 
quite the reverse. 

Another potential difficulty is the 
division of roles between the national 
commissioning board and CCGs. The 
board’s chief executive told the Health 
Committee that “Stalinist” Whitehall 
controls were needed to implement 
the changes. While this statement may 
also have a pragmatic logic, it raises 
questions about the extent of culture 
change and GP commissioning freedoms 
in the longer term. 

In addition, it is currently unclear 
how readily councils will be able to 

InteGrAtIon

Squaring the integration circle
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coordinate local commissioning plans 
in a context where the same source 
has described his aim of building ‘an 
integrated system between consortia 
and the Board, which supports the 
delivery of national accountabilities as 
well as local priorities’ . He has sought to 
square this circle by emphasising that 
while GP consortia ‘would provide the 
engine for the commissioning system 
locally…..they will need support and 
direction in order to carry out this critical 
role effectively and providing and 
shaping that support’ will be the central 
role of the NHS Commissioning Board.

This approach highlights the tension 
between vertical and horizontal 
integration that have bedevilled 
recent attempts to strengthen 
locally based integration. The former 
represents service or functionally 
based hierarchical-forms of integration 
and the latter place-based network 
forms of integration. The historical 
review conducted for the LGA argued 
for the interweaving of mainstream 
commissioning and accountability 
systems and processes to address this 
tension. 

In addition, it sought a different 
balance between vertical (national) 
and horizontal (local) accountabilities 
by establishing a single point for 
authorising local commissioning plans. 
The Health Committee’s 2012 social care 
report took this kind of approach further 
in recommending each area should 
establish a single commissioner who 
would bring together the different pots 
of money that are spent on older people 
and therefore be in a position to decide 
best how that total resource should be 
allocated to secure improved outcomes. 

The 2011 Dilnot Report on fairer care 
funding noted, but did not pursue, its 
view that such resources are allocated 
suboptimally. Indeed, they currently 
reflect the accretion of largely unrelated 
national and local decisions over time. 
A single commissioning budget and 
accountability structure could enable 
the local commissioner to reallocate 
resources as necessary to reflect local 

InteGrAtIon

             Table I Principles and proposals

              Principles of integration

‘‘Liberating the NHS’’ proposals

1 There are no silver bullets: responses 
must match the complexity of the task 

Comprehensive package of measures 
potentially covering whole policy 
and practice interface between Local 
Government and NHS

2 Clarify the question to which 
integration is the answer

How can the interdependencies between 
Local Government and the NHS be better 
managed to improve outcomes improved 
cost effectiveness across organisational 
interfaces?

3 Focus on ends before means White Paper focus on improved outcomes, 
intersecting outcomes frameworks and 
shared performance measures. 

4 Integration must be multi-levelled 
(e.g. systems, services and individuals)

Proposals cover strategic commissioning, 
pathway planning and personal budgets 
but not need to  manage all as a coherent 
whole

5 NHS and Local Government operate 
from silos because they were explicitly 
designed to do so

The White Paper represents the first 
weakening of silo structures since the 
creation of the NHS in 1948. Sharing of 
public health gives each service a stake in 
the other. NHS commissioning partially, 
brought within framework of local 
democratic accountability

6 Weave together the warp and weft of 
integration

Local Government and NHS retain vertical 
structures and accountabilities but 
potentially woven together by cross cutting 
mechanisms in 4 and 5 above (and also, e.g. 
NICE standards for health and social care, 
joint personal data systems)

7 Effective personal relationships 
are critical but are undermined by 
restructuring

Importance of personal relationships and 
behaviours recognised  together with need 
for supporting incentives. Final nature of 
local incentives  is still being determined 
but some transition processes already 
undermining established relationships

8 8. A place making and convening role 
needed to provide single point for 
commissioning

Local Government convening role for 
strategic commissioning based on local 
strategic needs assessment and outcomes. 
HWB provides single point for potential 
alignment of commissioning though not 
for approval and resource allocation

9 Establish the balance between vertical 
and horizontal accountabilities 
capable of delivering locally 
integrated outcomes

Performance to be judged on overlapping 
outcome frameworks and common 
measures at points of intersection. 
Respective weight of vertical organisation 
based accountabilities and horizontal 
outcome based accountabilities still 
emerging

10 There are no silver bullets:  
each of these principles is potentially 
a building block  
for better outcomes.

Transition management nationally appears 
to be service or organisation based with 
limited cross representation from Local 
Government to NHS and vice versa.
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ADASS/BGS SemInAr

Following last year’s successful conference 
Navigating the Future, ADASS and the British 
Geriatrics Society (BGS) are planning a further 
event on July 2. Dawn Warwick reports.

Building on the focus of partnership 
and integration of older people’s 
services, July’s seminar will explore 
how effective relationships between 
health and care commissioners with 
hospital geriatricians can lead to service 
innovation and improvements.

BGS – the organisation that represents 
clinicians who specialise in the care of 
older people – and ADASS entered into 
a strategic alliance in early 2011 that 
committed both organisations to working 
together to achieve better health and 
care services for older people. 

Through the partnership both 
organisations are seeking to encourage 
social care professionals and BGS 
members to engage in joint leadership 
at the local level to influence service 
commissioning through sharing best 
practice. 

The partnership was originally prompted 
by a concern that over the years 
there has been a disconnect between 
hospital-based clinicians and those 
commissioning and providing health and 
care for older people in the community. 
Last year’s conference provided lots of 
evidence to challenge this assumption 
with some excellent examples of 
integrated working in the field.

However there is still much to be done 
and the opportunities of the NHS 
reforms, particularly those in relation 
to joint commissioning by clinical 
commissioning groups and adult care 
commissioners, present further openings 
for service redesign and improvement. 

Two of the themes therefore of the July 
event will be to explore the learning 
from services that have been set up as 
alternatives to inpatient care for older 
people and the essential ingredients 
of successful commissioner/clinician 
relationships. 

A good example from my own borough, 
L B Wandsworth, is the community 
wards scheme which is a joint initiative 
between Wandsworth PCT, St George’s 
Hospital and Wandsworth Council. 
Community Wards are being used 
to reduce the number of unplanned 
admissions to hospital by identifying 
patients who are at risk and then 
managing their health and care needs 
through a multi-disciplinary team with 
staff from primary care, community 
health and social care alongside 
secondary care staff. 

The success of the project has been 
– in part – linked to the redefining of 
roles, both of community based staff 
as well as hospital-based clinicians 
and the engagement of GPs in the 
commissioning of the service. Most of 
the patients are older people with long 
term conditions and complex needs. 
Some have had short term medical 
crises.

Community wards do not exist physically 
in a hospital but are centred around 
locality teams with patients staying 
in their own homes. In the first year, 
Wandsworth’s community wards 
delivered 45 per cent fewer emergency 
admissions and a 20 per cent reduction 
in outpatient appointments. But most 
importantly patient satisfaction is high. 
There are many other similar initiatives 
and the event on the July 2 this year 
will showcase a range of projects and 
models and also explore the role of 
clinicians in the joint commissioning and 
delivery of community based initiatives 
for older people. 

The conference will be free and open 
to all those working with older people. 
Judging by the turn out and feedback 
from last year’s event I have a feeling it 
might be a case of  book early to avoid 
disappointment.

 
Dawn Warwick,  
Joint Chair 
ADASS Older 
People’s Network

...continued from overleaf

needs and local opportunities for 
achieving better value between the 
NHS and local government resources 
consistent with the Total Place and 
Community Budget philosophies.

Theoretically the possibility of 
improved integration ‘this time’ is 
credible: but there is a also a realistic 
possibility that professional or 
organisational interests will remain 
stronger than the commitment to 
better local outcomes. 

Ultimately, the result will turn on how 
far central government enables the 
NHS to become a fuller part of the local 
family of public services and how far 
it remains a single-purpose, nationally 
controlled service. 

In the latter circumstances, the space 
for local networks of integration 
will remain overly circumscribed. 
Yet improvements to health and 
wellbeing and the sustainability of a 
comprehensive health service free at 
the point of delivery almost certainly 
depend on how far that circle can be 
squared. 

The future of the NHS depends on the 
assistance of local government and 
others to meet its resource challenges 
no less than better outcomes from 
integration depend on the future of the 
NHS.

Acknowledgement: this article is 
summarised and updated from G. 
Wistow ‘Integration and the NHS 
reforms’, Journal of Integrated Care,  
19, 4, pp5-13, 2011 

Gerald Wistow 
Visiting Professor in Social Policy 
London School of Economics and 
University of Durham

Professor Wistow also advises the 
House of Commons Health Select 
Committee on social care issues
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lolling about
Matt Bowsher on txt sprech

DESPITE THE ANTI-SOCIAL hours, 
rubbish pay and challenging behaviour 
I have very fond memories of being 
a care worker. I started my career in 
social care in a small residential unit for 
people with learning disabilities in rural 
Gloucestershire. And my first contact 
with local authorities came through 
the visits of social workers. 

Unscheduled trips always caused panic 
amongst the massed ranks of smokers 
(staff and residents alike) huddled 
conspiratorially in the conservatory to 
shift a fag or twelve. The social worker 
used several interesting turns of phrase 
that I didn’t understand in the slightest. 
For instance, one of the buzz words of 
the day was “PCP” (to me the stuff that 
got soldiers stoned in World War II).  
I was therefore rather concerned that 
all residents should have their own 
PCP as soon as possible and that we 
should use it to document changes in 
behaviour and social skills. 

I can also recall references to “non-
typical behaviour which may cause 
challenges” with reference to a resident 
who had an unfortunate penchant for 
throwing things (including people) 
through windows when distressed. 
I remember feeling fairly confident 
that I certainly would feel challenged 
if propelled through an unopened 
window at pace.  

I have been working for local 
authorities more than long enough to 
go native and am now the culpable 
party. I have been recently working 

with a fantastic organisation in West 
Bromwich called Changing Our Lives 
who support people with disabilities 
to speak up for their rights and take 
control of their lives (straight-forward 
definition of personalisation that!). 

Changing Our Lives are helping 
four councils in the west midlands 
understand local experiences of 
personalisation and make practical 
suggestions about what works and 
what needs fixing. I asked Jayne 
Leeson, chief exec, how her members 
refer to themselves: “Is it service users 
or people who use services?” says I. 
“Matt (says Jayne) It’ent Brummagem 
eya Woey Saoi People.” (non-literal 
translation “we call ourselves people.”) 
This makes me feel very small. The 
words “Yow Muppet” rattle around 
inside my ears for some time to come. 

Please do not misunderstand me - this 
isn’t an argument against political 
correctness. 

But we don’t stop there. We don’t just 
craft new language: we also compress 
it. Our endless fixation with acronyms 
now means it is entirely possible for 
whole sentences to be exchanged 
without a single syllable being 
comprehended. Consider: 

“Today the DPH will 
transfer from the SHA 
into the LA. Core PH 
functions will now be 
integrated in to the LA 
and the DPH will have 
accountability to the CX.”

Fuse instant-messaging with text-
sprech and you now have the added 
dimension of hyperbole to bring to 
the party. “LOL” (laugh out loud) has 
now been upgraded to “ROFLMAO” 
(rolling on the floor laughing my arse 
off). ROFLMAO is always a patent lie. 
a) People don’t have the time, b) the 
motivation or c) resilience of bottom to 
respond like this when amused. 

Where does this vague and 
unsubstantiated rant lead us? Well, 
to a simple suggestion. Despite the 
myriad of new policies, legislation, new 
media etc. If (like me) you have gotten 
swept up in the babble please join me 
in trying to talk normally….. just for a 
little bit?

I leave you with a quotation from  
“news show” Brass Eye that graced  
our screens in 1997:

Interviewer: We’re pushed for time;  
can you sum it up in a word?

Respondent: No

Interviewer: A sound? 

Respondent: Wooueerrrrrr

Interviewer: Excellent, thank you.

Matt Bowsher 
Head of adult social care 
Improvement and Efficiency 
West Midlands.
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