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definition of service requirements. There is no exploration of how these
fit with elipibility criteria or agencies’ definitions of acceptabie risk and
need, in particular in work with involuntary clients in mental health and
the criminal justice system.

“Care planning should not be seen as matching needs with services
*off the shelf” but as an oppertunity to rethink service provision fora
particular individual’ (Practitioners’ Guide, para. 4.12) This staterent
lies at the heart of individualised care planning. Separating the
purchager apd providing functions ought in theory to free purchasers
from conventional service provision and enable budgets to be used in
creative ways. Early models of care management where care managers
wera provided with sums of money to maintain people in the
community equivalent to the cost of residential care, were based on
this premise. Indications from the SSI inspections, however, are that
there is in practice little creativity around. The conservatism may be
compounded by the inability of care managers to purchase outside lists
of approved providers. The Practitioners’ Guide recommends (para.
4.15) that ‘where g practitioner is unable to accede to their preferences;
users should receive a full explanation and be reminded of the
complaints procedure’ Similarly, where there is conflict in reconciling
preferences and resources ‘users may wish to avail themselves of
independent representatives to promote their interests’: Practitioners’
Guide (paora, 4.5).

Establish preferences

The assessment of need and the provision of services are mediated not
oanly by user choice, professional judgement and practical availability,
but by the operation of eligibility criteria, as a means of prioritising
who does and who does not have allocated to them a particular service.
The Policy Guidance (1990, para. 3.24) lists service options in order of
preference for “preserving or restoring normal living’ (as it i pot).
These are; '

support for the nser in his or her own home

4 move to more suitable accommodation

a move to another private household, e.g. to live with family
residential care

nursing home care

long-stay care in hospital
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Arguably, desiderata such as user choice were, from the inception of
the new sysatem of community care, never designed to take precedence
within care planning. Price Waterhouse in their (1991) report for the
Department of Health entitled ‘Implementing Comm.unity care: Pur-
chaser, Commissioner and Provider Roles’ placed ‘client choice’ first
on their list (para. 2) of reasons for favouring a purchaser provider sP}it
The purchaser/provider split would “facilitats increased client choice
fhrough the empowerment of care managers® (ot the empowerment of
users) (para. 10). They went on to say: ‘It is important to remember that
the empowerment of care managers on behalf of clients does not mean
ahsolute client choice. Professional views, departmental policy, tndget-
ary constraints and availability will all have a major impact on the
package of care provided.’ Operational and strategic imperatives may
thus overcome both user choice and professional judgement. -For
example, cost efficiency in the provision of in-house day care may
make that a preferred option over usc of the independent sector.

" Departmental policy may determine who gets what type of resources

within those available.

Eligibility criteria are used to target resources onto those deemed to
be most in need of them, ‘need’ being seen as a cost-benefit concept.
The question of who should be in the target groups is based on t'he
valpation of outputs, for example Ireeping people out of residential
care. Prioritising need in this way has fed to & reduction or non-
availability of services for some people. As resources become more
limited, so people with lesser needs may find that they no lopgt?.r
qualify for a service, or & service previously pmvidc.ad 51:1ch ds domestic
help, is no longer available. Discretion also remains in how to meet
needs. For example, the provision of residential care for someone who
would otherwise need 24-hour care at home, would be a proper use of
disoretion in the allocation of resources. However, rigid adherence o a
policy that no more than a certain number of hours of. homs care wo_uld
be provided at home, would be an unlawful fettering of discretion.
Given the individnalised nature of assessments, each case would shll
have to be dealt with on its merits. o

The care plan itself is operaﬁonﬂ through the system of commission-
ing or contracting for care. It is one of the paradoxes of commty care
that where local anthorities purchase care on behalf of service users, it
is the local authority who is the customer Or Consumer with purcham‘ng
power, and not the service user himself or herself. An inevitable tension
is thus created between the economic and social objectives of care
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management: managing the budget versus advocacy for the best
interests of the service user. Mares {1996) identifies a new range of
business skills needed by care managers. These are handling contracts,
costing care packages, negotiating prices with providers, monitoring

the quality of service and sourcing suppliers. In addition, care managery. -
should be aware of the ‘cost’ of their own time involved in such -
activities, as well s that or other professional colleagues such i
occupational therapists or home care managers whose skills and

resources they may wish to include in the assessment.

Care management fits in with the purchasing of services at the

strategic level through the use of standardised service specifivations

and model contracts, so that the froni-line worker negotiates only the. ‘

details of the individual service to be provided to the user, baged on the

care plan. Thus the local authority may have a list of approved i

providers of, say, residential care or day care who are already

" contracted 10 provide a certain number of places for local authority b

nominees uccerding to pre-set quality standards concerning, for ex-
ample, staffing levels, size of accommodation and activities provided:
Fine-tuning may then take place around the choice of particular room
lay outs or activities to be provided. '

There are three main types of contract that local authorities employ
(DoH, 1993b):

e block coniracts, where the purchaser buys access to a part of the
whale of a service or facility for a specified price

» cost or volume contracts, where g volume of service and a total cost
ig agreed and any additional service is provided on an individual
price basis

» individual or spot contracts where the purchaser contracts for a
service for an individual user for a specified time at an agreed price

Each of these types of contract combines different risks for the
provider, and varying degrees of flexibility for the user. Care managers
need to know what type of contract is favoured by their local authority
in what sort of circumstances.

Most local authorities have not devalved budgets down fo the level
of the individual care manager; the possibility of sirategic planning is
usually preserved by some centralisation of budgets at team manager
level ar above. Névertheless, decisions made by individual care
managers to choose a particular care provider will influence the pattern
of future supply. Transaction costs involved in negotiating with a range

. gxump
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£ different providers may militate against variety in provision and bulk
(W)

" Mares (1996) sees purchasing decisions as beir%g based upuncthe

:on of ‘best value’ — 2 balance between quéh‘ty and eost. Care
poilon s Temain accountable, n purchasing decisions, as alsewye.re,
maﬂ;;% i_r rofessional judgement in muoking placements or pr?wdmg
e gest value may not medn selecting the cheapest S6TVICS, but
Hﬁ;:iig cost against quality of service provided. It ig also nseful gor
; acts to contain a degree of flexibility on SllG‘h.t'l:lﬁtters us, for
o le. the timing of visits in 8 contract for domiciliary care. This

means that detail can be agreed between the provider and service user

- without having 10 involve the purchaser. It is good practice to append 2
copy of the care plan to the contract.

It was indeed one of the hopes of community care policy that

" jmnovative services would be developed, and Community Care Plans

have to specify how independent providers hgve b?en h?ckedmg:{c’;c;
‘ planning for gervice development. L]fijares (1}296’)3;‘1;;112525’?5 :Sl;usmess
‘sourcing suppliers’ where .
:::;I:vahgiﬁeg:ﬁsaisdenﬁfying sources of supply. Thus a ]‘cey (hﬁarergzle
between traditional gocial worl and care management 18 se.ant a‘;hjc;al
activity of seeldng out potential new gas‘?u;ces and WD]:'kjthlji-lf t?lu A
will provide the best solution for the individual user wi edim fm .
available. Traditional social woFk, by contrast,' involves co-or
existing services and lpising with other agencies.

EXERCISE B

i i jee users in
i ces nre available locally for supporting service
fhigi zﬁnwis;iargelevant sources may be the statatory sector, voluntary

. g o
sector or private providers. Services may include domiciliary care, befrien

fviti i : oue
ing schemes or recreationnl activities, You may wish to focus on

le recently
i le such ss older people, CaYers OF PECP L
iﬁ;ﬁ;ﬁ?ﬁ ggsg?tﬁ. Tnformation thus gathered could be put together m

the form of a referance hoolk to assist in care plooning.

A critique of the applicability of accounting practices within
community care

i i ixibility for accounting measures
1996) copsiders this new visibility it :
Laﬁgsizzd(als :s) part of & much larger phenomenai within the public
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service ohjectives a care plan is not & document fixed in time, and
should contain within s1self a date for its own review (often six or eight
weeles hence depending upon pdministrative practice), or a staternent of
the contingency faciors which would trigger an earlier review.

The basic question to ask is whether the service has heen effective in
the sense of achieving its objectives, The objectives of the service are
the goals which the service seeks to achieve, such as retention in the
community or a problem-free discharge from hospital. Describing
social care services in terms of inputs, process, outputs gnd outcomes
is an approach which has been adapted from business management. The
advantage of specifying services in these terms is that it enables service
planners to enalyse mare closely the way in which particular services
achieve results (Mares, 1996). Review enables authorities to checle that
objectives are still relevant and are being achieved.

The personnel involved in the review may be different from those

involved in the assessment. Some local euthorities have appointed

peaple specifically to work as ‘reviewers’, particularly of residential
care, whilst others have dejegated roview functions to provider staff.
There ace practical difficulties, of course, in breaking continuity by
allocating different functions to different personnel, particulurly where
review staff may be less well quelified than assessors, and where
providers may have 4 financial interest in continuing serviceg. More
fundamental, bowever, is the presumption (or 0 it seems) in favour of
short-term rather than long-term jnvolvement by assessors and purcha-
sers of service. Some of the dynamic nature of nssessments {Coulshed,
1991) must inevitably be lost in this process, and the opportunity for
methods of intervention such as the psychodynarmic, which are based
on 2 continuing and evolving relationship with the client, ace lost. The
problem has been particularly noted in mental health gervices {Huxley,
1993).

Co-ordinate the plan

The co-ordination and implementation of fhe care plan is the fifih stage
of care management; ‘the guiding principle of implementation should
be to achieve the stated objectives of the care plan with the minimom
intervention possible’ (Practitioners’ Guide, para. 5.1) Minimum intet-
vention iz defined however not in terms of values, such as self
determination and empowerment, but in utilitarian terms minimising
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the number of service providers involved. The gxample given is of
introducing ‘generic care wortkers who perform a range of tasks that
hove traditionally been divided between home care and nuxiliary
nursing staff’. (Practitioners’ Guide, para. 5.1) This certainly has been
o feature of some care management projects, most notably Darlington
(Challis et al., 1995) but is in itself not uncontentious, given that health
care is that which is provided free at the point of delivery, although
social care has to be paid for by financial assessment.

Implementation is viewed solely in terms of securing necessary
resources or services, not in terms of targeting change within systems.
The radical perspective on personal issues as consequences of structurat
deficits cannot be accommodated within this defnition of implementa-
tion. The care plan is viewed as a closed system, individualistic in
nature. The preferred role for the practitioner is that of secial care
planner, not service broker. The task is then to gammer together the
zvailable services, within the limitations of a budget, during which
process ‘the practitioner is accountable to both the user and the
agency’. (Practitioners’ Guide para. 5.3)

The possibility of conilict between user and agency is not addressed.
What the user secks, the agency may not be able to give, or may
disallow on the grounds of policy or cost. Alternatively the agency may
he sesling to impose a service that the user does not want but which is
deemed necessary for his or her protection, or fo monitor her or his
progress; supervised discharge from psychiatric care, i3 a case in point.
Where legislation imposes protective duties upon the local authority
tension will inevitably exist between client empowerment and pmfes:
sional accountability.

‘SEI'ViGES contributing to a package of care may be nothing more than
a listing of conventional service provision, Kathryn Ellis in her (1993)
research into user and carer participation in needs assessment ‘Squaring
the Circle”

was continually struck by how marginal the support provided by
social services or any other community-based services was to most
people’s lives; those needs which had not been addressed or even on
the agenda were frequently the most significant. The fact that geveral
people with disabilities were unable to get jobs, that & man with a
progressive illuess could not find suitable transport to get him to
scheol where he had wanted for many years {o do voluntary worl,
that several older people were isolated and houvsebound, that &
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woman with leaming disabilities did not have the support to live
more independently, that many people Were gtruggling fo manage on
low incomes, that several carers had to juggle work and caring {0
maintain the household income — these were priority issues. {Ellis,
1993, p. 41)

It is argnable that only 2 minority of these issues are the responsibility
of social services departments 45 statutorily defined and thus within the
proper purview of any system of care plapning (Davies, 1994).
However, by fracing people’s expertence solely in terms of the limited
context of community care, their aspirations about overall life-style are
not considered, and an apportunity bas been lost for the definitions of
need used in assessment 1o be used to encompass 2 broader slice of
people’s lives (Ellis, 1993, p. 41)- This should be what ‘pepotiating the
scope of assessment’ (Practitioners’ Guide 1991, para. 3.3} really
means, if as the guidance says, ‘the individual’s needs are to seel in
their proper social context’. Certainly, for 2 comprehensive assessment
(to which peopie with disabilities are entitled), the Practitioners’ Guide
(1991, p. 58) suggests that all of the following issues arc covered: self-
percaived needs, abilities attitudes ond life-style, race and culiure,
social networl and support, housing, fnance, transport and risk. One
would expect then that care plans would mirror such ageodas.

In the provision of resources io mect needs identified in the care
plan, authorities should be fres to use 8 variety of providers and should
not be constrained by conventional patterns of service organisation.
Thig is what needs led nssessment really means. Yo a need for social
sHmulation will not necessarily be met by 8 day centre place; it may be
met differently by the provision of trapsport and a facilitator to enable
someone to visit f ily or [riends. Prior to the introduction of
sommunity care, there used o e difficulties with ‘out of anthority’
placements that local authorities would not fund. With the opening up
of markets in social care, this should no longer e g barrier; however, 2
report from the local government Ombudsman (94/C/3690) into &
complaint against Trafford Metropolitan Borough Council shows that
this is not necessarily so. The case concerned the provision of day
services for a young physically disabled man who had just left college;
the only day centre for physically disabled people within the borough
was unsuitable because it catered chiefly for older recently disgbled
people with better gocial skills. Tt was only when the man’s parents took
the initiative themselves that he was allocated a place at another centre
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outgida the borough. The local authority was criticised for not having a
policy on how and when it would find services outside Trafford. Failure
to consider provision elsewhere was maladministration.

Identify unmet need

Care management was conceived as 2 cyclical process (see Figure 2
p. 13) in which feedback from the user of services was incorporated
back into the planning stage. Impartant for the success of this process is
how to identify and what to about unmet need. The Practitioners’ Guide
(para. 4.35) acknowledges that need may remain unmet for a number of
TEAS0NS:

e resoutces are unable to meet demand

s the guality and type of service is irrelevant to need, or unacceptable
to users -

o the conditions of service are inappropriate {0 need, for example, oo
weekend cover.

“There will coniinue to be situations in which there iz a mismatch
between the solutions provided by the gxisting services and the
solutions identified by users, carers and practitioners. Care planning
hasa contribution to male in minimising this mismatch by defining the
disparity and promoting the appropriate changes in service’ (Practi-
tioners’ Guide, para. 4.36), Para. 4.33 of the PracHtioners’ Guide sees it

Eﬁﬁt in differentiating between types of unmet need, including those
t are:

e statntory obligations, for example, those included in the Disabled
Persons Act 1986

¢ defined as entitlements under local policies, for example, faflure fo
provide services within defined timescales

e current policies or criteria, for example, the emerging needs of those
with HIV/AIDS.

There should also be a ready means of prioritising these unmet needs
(para. 4.34). Certainly, the consequences of failing to meet these
?.ategories of need will be different. The identification of new needs
is an igsue to be raised for consideration when commupity care plans
are revised. Faflure to achieve intemal targets, or those devised
externally, for example by the Citizen's Charter, will attract the
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attention of local authorities’ own Inspection Units, but failure to fulfil
statufory obligations is both a major cause for concern at an organisa-
tional level, as well as being open to challenge by individuals through
litigation (see Chapter Six).

Record the eare plan

Fine-tuning the care plan against standard service specifications is thus
one aspect of quality assurance. The translation of care plans drawn up
by care managers in the community into care plans within day care and
residential care has not been much considered. Even before the
purchaser/provider split, the worlds of community and day/residential
care were largely separate spheres of influence. The consequences of
such demarcatien is that evaluation of progress against goals set
bocomes more difficnlt. It is desirable therefore that the two systems
are brought together with the care manager from the community being
involved in the drawing up and review of the care plan in residential
and day care.

‘When people move, as they frequently do, between the cormunity
and the hospital and residential care, it is essential that information
travels with them: this may be biographical information, information om
medical needs, or the care preferences of the individual — the food they
like to eat, the time they kike to getup m the morning. Recording of the
care plan is an important final step in clarifying agreement between the
care manager, service user and service providers on the objectives of
the care plan and the means of achieving those objectives. Doel and
Shardlow (1998) identify four specific purposes behind recording
information. These are: procedural, investigative and speculative,
personal, and providing continuity. Ag far as care plans are concerned
the procedural aspect — the providing of an accessible account of past
processes and agreements — is uppermost. The investigative and
speculative function of recording will be important when complex
situations are being explored, as in cases of suspected abuse, The
personal aspect of recording underlines the value of life history and is
linked to client access to files. Both this and the function of records in
ensuring continuity of care are important in long-term work.

The local povernment Ombudsman has stressed the importance of
operational policy for aduit residential care, for which individual care
plans are an important element. In investigating an allegation of neglect
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in residentinl care (investigation 04/A/3636 ngainst Lambeth London
Borough Council) the Ombudsman said, referring to care plans in
residential care: ‘they are a necessary part of ensuring that each
individual’s needs are not lost once they are admitted to an establish-
ment. They are vital for preventing institutionalisation . . . care plans
gre f continuous process’. It was also seen ag important that problems
ghould not be allowed to drift, and that any issues should be discussed
gt an early stage with residents and relatives. A care plan should
facilitate an episode of residential care becoming a positive experience.
Accordingly: ‘An important factor in a care plan is to establish the
resident’s potential and areas of vulnerability so that full potential can
be realised during their stay.’ It goes without saying that any incidents
(in this case, falls) should be recorded, and that a management syster
should be in place to allocate responsibility for asking for medical
assistance.

Social worle interventions: risk and protection; support and care

The social worker as care mmanager will, by virtue of his or her
professional role, be involved in the social work agendas of risk and
protection as well a3 support and care. The care plan will be an
important tool in risk assessment and tisk management. Organisational
constraigts on purchosers may limit opportunities for further direct
work to be undertaken with individuals once tasks have been identified
for action within the care plan, Longer tenn therapeutic involvement
may be seen as u provider service to be bought in, rather than as part of
a holistic process. The relevance of bath risk assessment and protection,
and support and care, 10 the process of care planning are discussed
belaw,

Risk and protection

(are planning around jssues of risk involves matters of judgement
which are informed by cultural values and norms, as well as by
professional accountability within a statutory framework. The Children
Act 1989 quantifies risk in terms of significant harm as the threshold
for statutory involvement, but there is no exact equivalent in adult care.
Nor are there complex procedural arrangements for assessing risle,
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Monitoring and Review

The evaluation of outcomes, monitoring and review are essential

components of the *production of weifare’ approach to care manage-

ment exemplified by early research into community care in Kent and
clsewhere (Payne, 1995). The successful evaluation of outcomes of

course depends upon the clarity of objectives at the care planning stage,
where clear poals are specified and strategic plans are worked out in
arder to achieve those goals. The monitoring process will then checle
{hat services are on target to meet those objectives. A review, however,
is an opportunity for change by allowing participants to gtand back and
reconsider what those goals should be, adjusting interim plans accord-
ingly. Any method of social work practice which fits this model will
need to give as much emphasis to monitoring and review as to initial
assessment. If a mechanistic gpproach is taken to case monitoring and
review, ihe complexities of relationships involved in supporting people
in the community can become stereotypical. Short-term pragmatic
issues will also tend to predominate over long-term aspirations.
Searching for Service (SS/DoH, 1996a) identified this as a particular
problem for young people with a learning disability, where ‘petting
through the weelk’ took precedence over the longer-term evaluation of
aducational and social needs. Monitoring and review are thus essential
tools for good social work practice. They glso nssume that the
effectiveness of social work intervention can be evaluated. Proper
monitoring and review means that care packages should be reviewed
43 o whole and not, as they often have been, by way of separate
reviews, for example, in residential care and day care. The contribution
of day care, home support services and residential care i8 however
evaluated in this chapter ip terms of their efficiency and effectiveness
in supporting vulnersble people in the community, and in the recogni-
tion of their pivotal role in contributing to care packages.

86
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" yionitoring

" The Managers’ Guide (1991, para. 2.29} mmakes it clear that systems of

monitoring (and review) need not imvolve forrnal meetings, but can be

. yndertaken in writing or by telephone. However, the important
pﬁnciple (para. 2.30) is that, wherever possible, maonitoring and

reviewing should be undertalken by someone who does not have a

. direct stake in the services provided. This enables quality issues to be

cffectively addressed, and services to remain needs-led. The Tegnlar
reassessment of changing perspectives and priorities in progressing
towards agreed aims and the effectiveness of arrangements wifh adults,
carers and groups is one of the evidence indicators within the practice
requirement ‘gustain and maintain working relationships’. It empha-
siges the contiming nature of the responsibility for service delivery.
Some users of service may move in and out of the system. This is
particularly true for people with mental health problems Q{uﬂey,
1993), Huxley regards care management as failing people with long-
term but fAoctuating needs and attributes this to the choice of an
inappropriate administrative rather than a clinical model of care
management, In the clinical model direct face-to-face work is under-
tgken by the case manager which is not only more gffective therapen-
tically, but also enables sontinuous monitoring of relapse to take place.
Huxley also commends Quality of Life Assessment (QOL) as devel-
oped by Oliver {1991)asa systematic tool for social workers to assess
outcomes for patients living in the community. Results of the applica-
tion of quality of life assessment to cOMUNity Services show that
community treatment is more popular with service Users gnd (in te'rms
of public accountability) can improve mental health and social rcl:dtmn—
ships, though it also highlights deficiencies in regard to mfaamngﬁll
pocupation, consistency in the quality of residential care and h1gh' fevels
of poverty. The application of Quality of Life Assessment I8 also
empowering of service users insofar as it puis their views on commu-
pity care at the centre of service provision and planning (Oliver, 1991).
Raiff and Shore (1993) emphasise the long-term nature of care
management Systems in the United States and their particular appro-
priateness for people with long-term chronic conditions. Thf?y d'lSGIISS
involving family members as active pariners in the m.omtorglg ?f
gervices and as proactive ‘cagse manapgement extenders’ in pulling 1o
other resources. With regard {0 the monitoring function, cONSUIMETS and
family members should be specifically asked if they think that services
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are making a difference, what they would like the next steps to be, and
whether they are at this Hme feeling over-involved and buordened. The
opportupity should also be taken to provide up-to-date information
about new resources and issues. The valuable interventions are those
that build on family strengths rather than correcting deficits, and those
that support family docisions and consciously atiribute successful
outcormnes to the family’s, rather than the case manager’s, afforts {Raiff
and Shore, 1993).

Review

Statutory reviews are familiar processes to social workers in child care,
and intervals hetween reviews are fixed by regulations in the case of
children looked after by the tocal-authority. Reviews may be presented
as important decision-making occasions, but Thoburn (1986) chal-
lepges the view that a review is predominantly 2 decision-malking,.
occasion, poinfing out that it is often the ‘small’ decisions made in the
intervals between reviews that alter the outcome of a case. The issue
may be whether for example to spend money oL gupporting visits by the
family, or whether to extend the child’s network by invalving other
significant persond in the community. Reviews in community care arc
not statotory; there is nothing in the National Health Service and
Community Care Act 1990 fhat requires reviews fo be held. There
has, however, been an adminigtrative tradition of holding reviews for
geparate services such ag day care and domiciliary care. As the
Managers’ Guide (1991) admits (para. 2.30), reviews have in the past
been zccorded low priority, 0 have either not taken place of have been
subject to considerable delay. Preliminary findings from SSI inspec-
tions of community care gervices (1993) have referred to the ‘review
Hme bomb’ as energies have been focused on asgegsment, tather than
review. This con mean that services are being provided where there is
no looger a need, Or are not adapting to changed circumstances. The
Policy Guidance (DoH, 1990x) reaffirms the importance of reviews in
adapting services to changing needs of users and carers in a formal
way.

Termination of social work involvement or of & particular service is
an issue not much dsalt with in the literature; much more attention has
traditionally been focused on beginnings rather fhan endings. Raiff and
Share (1993) aclmowledge that ‘planned termination of advanced case
management services {0 tarpeted high-risk clients is often an ethically
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and politically difficult decision, implying a judgement that a client’s
gains have been maximised or that a prediction of risk warrants this
decision’ (p. 60). A umber of different reasons for termination are
identified by Raiff and Shore:

1. Sponlanecus client-initiated requests for termination, or de facto
‘drop out’. Either of these may signal incompatibility between the
client and the worler or the programme and may require a good-
faith demonstration of worker outreach to re-engage the client;

5. A request for termination as 2 healthy sign of client gains and
growth in self-confidence;

3. There is some evidence that involuntary termination is gcoasion-
ally used by the worler a5 2 confrontational, last-resort tool to
precipitaie a crisis to re-engage ‘uncooperative’ clients.

More generally, the process of disengagement includes follow-up to
ensure that a smooth trangition is experienced and that achisved goals
can be sustained, leaving the door open to possible retum if a change of
circumstances should occur. Maldng a more effective or expanded use
of available networks is ofien a precursor of termination of invelve-
ment with formal services.

The ability to successfully disengage from relationships with chil-
dren, young people, adults, carers and groups, is one of the evidence
indicators within the practice requirement ‘sustain and maintain work-
ing relationships’ within the core competence ‘intervena and provide
services’. As such it links with an earlier evidence indicator under the
same practice requiremetit ‘jdentify and agree estimated time-scales for
work gnd the conditions under which contact will end’, This shows the
valne respectively of being clear at the outset about the liroits of
involvement and the nature of fhe relationship, something which 18
gspecially important with students whose work on placement is
necegsarily time-limited. It also requires a criterion for success, or at
least adequate progress, to be fixed at the outset; something which is
fundamental to partmership and which enhances self estecm and
confidence in the service user (Marsh and Fisher, 1992).

What happens in practice?

There is evidence that in practice the tasks of monitoring and review
are sometimes confused, to the detriment particularly of the monitoring
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tagk. Mencap in their (1995) survey of service provision under
community care noted the absence of clear local authority sirategies

for monitoring and attributed this partly to a paucity of government

gnidance on the issue. Only two out of thirty carers said that their care
manager had told them about monitoring or how it ia applied. Some-
times monitoring was substituted by review with little opportunity to
discuss or alter service provision in the interim. _

The purchaser/provider split may have nttenuated the withdrawal of

assessors from the monitoring task. An example of inadequate mon-

itoring of a care plan, exacerbated by the purchaser’s withdrawal from

responsibility for this task, is seen in a report from the local government
Ombudsman (complaint no. 94/A/0562) which led to n finding of.

maladminisiration against Newham London Borough Council. In this

case o disabled woman with complex and rapidly changing needs was ~

dllocated predominantly & home care service for both cleaning and
personal care. Once the original care plan was agreed, responsibility for
monitoring was put on the provider team which, because it was a
provider team, had difficulty accesging the assessment team when the-
care plan began to break down. It also appears that insufficient
flexibility was built into the original plan to deal with contingencies
such as the complainant suffering further Hgament injury and needing
additional care. The care manager was also mot readily available to
respond to queries from home care assistants about the tasks included in
the care plan, and to be aware that the service received was sometimes
erratic.

Close Tiaison between care managers and home carers who are closest
to the day-to-day issues is easily lost if lines of communication are cut
by the purchaser/provider split. It is also difficult to monitor a total
package of care if provision is divided amongst a number of agencies.
Evidence from Age Concem Scotland (Robertson, 1995) is that service
users are keenly aware of the intimate and detailed knowledge that
domiciliary worlers have sbout their circumstances, and wish this
information to he fed back directly into care management systems.

Evaluation and effectiveness

How do we know that the work we do and the services we provide are
worthwhile? Tt may be possible to measure the effectiveness of a
service in achieving a certain outcoms, whether that is an older person

EXERCISE WS

" Gary Lewis is 19 years old and has just begun a computer course ot his locat
College of Further Education. Gary has cystic fbrosis and js a wheelchair
user. He currently lives with his parents who nssist with personal care nnd
physiotherapy. The need for such assistance fluctustes from week to weel;
sometines limited help is needed; st other times, a lot of assistance is
required. Gary is tnlking about leaving home to live with his fend Juck,
whom he has met at college. Juck would not be gble to provide the kind of
psgistance that Gary’s pareais now provide. Gary approaches the local

puthority for assistance.
Assurning that a packape of care could be set up, what arrangements would
need to be put into place for such a package of care to be:

(x) monitored,
L)) reviewed.

- remaining in the community rather than moving into residential care, or

ihe achievement of funding for a carers’ support project, but such
seffectiveness’ is not the whole of the story. For some clients, process —
the human value of being there and appearing interested and supportive
— i as important as a tengible output, particularly for clients with
chronic needs whose circumstances are not easily changed (Sainsbury,
1975). Cheetham et al. (1992) also urges us to differentiate effective-
ness from evaluztion. Evaluation judges the intrinsic worth of an
activity, rather than its outcome. This acknowledges that social work
can be about caring, not necessarily about helping, in the same gense a8
a medical model i about treatment and cure. With this in mind, we can
evalugte the contribution of different sorts of service.

Evaluafing day care

Day care services have always played an important role in maintaining
people in the community, but the advent of commumity care, with its
emphasis on individual care planning, contracting and inter-agency ¢0-
operation provides an opportunity for a reappraisal of why such
services exist, for whom and with what effect.

Thero are a number of different models of day centre functioning
(Seed, 1988), but even though abjectives may be stated in terms of only
one or two models, the competing needs of users and service systems
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Adams (1998) sees care mansgement as changing the nature of social
work practice towards procedularism and away from theory-based and
value-driven aspects of critically reflective practice. This is reflected in
the competence based approach to student assessment which empha-
gises outcomes and performance rather than learning. The practice
teacher will then have to mediate between the student’s learning needs
and the standards of service that the agency has to guarantee. Doel and
Shardlow (1998) locate this firmly within the notion of accountability.
They see the student’s learning experience being underwritten in a
pumber of ways within the agency. These underpinning factors may be
subject to change in a system such as community care where there is
increasing managerial control {Doel and Shardiow, 1994, p. 9).

e how much autonomy and responsibility do front-line workers have?

e do service users feel they are dealing with someone who can make
decisions?

e how flat or deep are lines of peccountability?

e how does the agency monitor the quality of service to nsers?

¢ what support systems are there for agency staff in terms of
professional gupervision, personal support or graup support?

» who carries the can?

e who gets recognition?

Workiag with other professions

Close liajson with other relevant professions — inl education, in housing
and in health care — has always been an important feature of: social
worle, whether with children and families or with adults. The advent of
commuuity care has made the need for that liaison more apparent,
whilst fodging the boundaries between different professional group-
ings. The resulting dilemmas are neatly summarised by @vretveit et al.
(1997) as: ‘how to assess needs and work together with different
professional langnages, how 0 shift from profession-services to more
interprofessional working, and how to combine team leadership with
profession and agency management services’ (p. 6). @vretveit sees the
key issue as defining the ‘team’ and its purpose. Managers must first of
all clarify whether a team exists for clieni co-ordination (referring on to
ench other and working in parallel), or for a collective service (with

B
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shared responsibility and authority). Teams vary on a continuum, from
the highly integrated where the team’s priorities are the strongest
influence on the individoal’s work decisions to a network team which,
though it may see the same ‘type’ of clients, is organised as a collection
of disparate professional services each under its own management with
jts own policies, priorities and procedures. The former are multi-
disciplinary teams the latter are interdisciplinary. Examples of each
can be found in services for peaple with disabilities and mental health
problems. Interagency working, by contrast, is pot dependent upon
teamwork, places less emphasis on professionals working together, and
concentraies rather on strategic issues and planning.

@vretveit sees inter-prafessional worldng as valuabie fora pumber of
reasons (the first four of which draw upon work by Hallet and Birchall,
(1992), in child care but which are relevant to the objectives of
community care). These are:

Avoidance of duplication and overlap.

Reductions of gaps and discontinuities in services.

Clarification of roles and responsibilities. '

The delivery of comprehensive, holistic services.

The promotion of a service driven by objectives and outcomes
rather than by professional interests.

The potential for replacement of staff with closely supervised
ancillaries. I

el

o

On the other hand, @vretveit sess some disadvantages in interprofes-
sionalism:

1. A reduction of choice in the absence of a diversity of assessment
and service.

2. The possibility of collusion against the client which is difficult o
challenge.

3. A reluctance to pursue risky or novel solutions.

4. TInward-looking attitodes.

This greater gmphasis on ‘what gets done’ rather than “who does what’
(@vretveit) in multidisciplinarity nssumes a consensus model of work-
ing based on similar values and priorities. The major test of such co-
operation is whether it can survive conflict. Dimond (1997) explores
such conflicts in relation to legal rights and responsibilities. If 4 patietlt
discharged from a peychiatric hospital, following involvement by 2
multidisciplinary team, commits a serfous offence, who would be held
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responsible for his or her discharge? The answer would be: the
psychiatrist in charge of his or her case. Given this, it is not surprising
that such a person would seek pre-eminence in decision-making and
would suggest resources that are within his or her control. In the case of
mirses working in 2 similar role fo social workers, the nurse is bound by
the UKCC not to work ‘beyond the limits of her competence’; thus
professionally-imposed limitations have the effect of restricting the
transfer of skills, This has implications, of course, which favour the
survival of distinct professional groupings in community care.

The status of social work within community care

Official statements on care management do liitle to clarify the statns of
social work within it. Neither the Griffiths report (1988) nor the White
Paper (1989) nor the Policy Guidance addresses in any detail what the
role of social work is intended to be. Bamford {1930 p. 159) was
prepared to contemplate that this was because: ‘the new role envisaged
in designing, organising and purchasing services is so fundamentally
different from that currently performed that a wholly different approach
is required to which social work has a cootribution to make.’ Fost-
implementation surveys of gocial workers within a care management
system have found major dissatisfactions with the bureaucratisation of
the social worl task, Both Macdonald and Myers (1995) and Petch et
al. (1994) found widespread dissatisfaction with form-filling and the
discmpowering nature of the paperwork required o be completed.
Lewis and Glennerster (1996) found that front-line workers were less
enthusiastic than their managers about the community care changes and
cited form-filling, hospital discharge procedures and the movement
away from counselling as major sources of dissatisfuction. Managers
{hemselves were showing a tendency (observed also by the SSI in
1993) (SSI, 1993c) to retreat from their professional role as ‘super-

visors” into a role s managers of budgets. Professional leadership in

teams was thus being lost. The move from consensus management {o
general management not requiring profesgional qualifications for
appointments which began in the NHS in the mid 1980s after the first
Criffiths report is now being seen in SSDs (Simig¢, 1996).

Lyons et al. (1995) in a survey conducted in 19934 of social
workers’ career patterns found that social worlers® reactions to recent
changes in their worldng patterns were closely related to their work
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settings. Probation officers, for example were hiphly critical of national
gtandards, which were seen as limiting professional freedom and
supporting the control/policing role. Social workers in child care,
however, were approving of changes introduced by the Children Act
1989, which were seen as clarifying the role of the social worker and as
addressing power imbalances with families. Social workers in adult
care were hostile to the introduction of market principles and felt that
flexible and locally based responses were inhibited by rigid and
bureaucratic structures. Hospital social workers felt estranged from
the process of consultation being carmried on in social services depart-
ments and were also affected by difficulties occurring in the NHS.
Workers in fieldwork teams felt that they had less opportunity for
caseworl; they were deskilled by dealing only with assessments of a
very proscribed kind and felt that their jobs were being reduced by the
bringing in of other occupational groups. A feeling that social worle was
being fragmented was widespread, and led to an inability on the part of
social workers to define and have control over their work. The overall
experience of change as positive was however related to membership of
an autonomous and reasopahly well-resourced team with a specific
remit, such as HIV/AIDS, working in a local authority where political
values were consigtent with the worker’s own values, worldng in a rural
area where community links and networks were more easily developed
and mainteined, and cither recent, relevant training or a background in
finance or development worle. A willingness to see oneself as a change
pgent and to push forward new ideas was a positive view of community
care which was also related to job satisfaction.

An alternative to seeing care management as a new role in social
work is to see it as a new task (Petch, 1997) or an innovative method of
worlking to be used alongside other methods of worling. Superficially,
this argument might be attractive because there are many features
which care management has in common with traditional social case-
work in its emphasis on agsessment, care planning, implementing,
monitoring and reviewing as part of an individual care plan. To equate
pare management with social casework is, however, to divorce both
from their historical context. As Simig (1996) points out: ‘it is not the
method that distinguishes care management from caseworls, it is the
social and economic context in which it is employed and the way its
resources, intellectual, emotional and material are developed’ (p. 13).
Bigps (1991) sees care management as ultimately unworkable because
it views interpersonal relationships as unproblematic; it is therefore
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fatally dismissive of a major method in social work practice — the
psychodynamic. Anyone who has worked with carers under siress

ageinst 8 background of difficult family relationships going back over

a number of years knows this to be true. It is the focus of Hughes’

(1993) work on the assessment of elderly people in the commurnity, and

Parker’s (1993) study of disability in marriage. To regard such
problems of Living as purely practcal is to throw expensive resources
at problems which they will not be able to resolve. Yet it is @ common
fault of social warle practice, particularly in assessment, to over-
simplify problems in this way (Bllis, 1993).

Skills training in communify care

The skills required of social worlkers in community care are a mixture

of the old and the new. Smale and Tnson (1993) begin from the premise

fhat there are particular skdills that social worlers need if their goal is
not to be ‘expert professionals’ but facilitators of full participation in
fhe way in which assessments are carried out. This includes skills in the.
process of assessment involving complex negotiations based on:

e expertise in facilitating people’s attempts to articulate and identify
their own needs and clarify what they want;

e sensitivity to language, cultural, racial and gender differences;

e the ahility to help people through major transitions involving loss;

e the ability to negotiate and conciliate between people who have
different perceptions, values, attitndes, expectations, wants and
needs.

All oF these things are of course major atiributes of the social work task,
and this has led Sheppard (1993) to see social workers a8 particularly
well-suited to carrying out the tasks of care management. Challis
(1992) chailenges the view that community care is concerned simply
with the efficiency of systems and looking back over the historical
development of community care projects, notes that:

The experimental inputs of the most successful projects were
ideational as well s structural. They were substantially about
commitments, values and skills. What the structures (including the
resources) were intended to do was to enable and encourage peapie
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to zpply the commitmenis, values and skills of the new community
carc philosophy; that is, provide the ipcentives and rewards which
harness individual motivations fo achieve the equity and efficiency
goals of public policy. (p- 118)

CCETSW (Best, 1994) offers guidance on training for purchasing and
contracting skills, probably the most technical of care management

gkills, which at the same CLme incorporates ethical practice into an
anderstanding of roles and tasks:

Students who have successfully completed quali_fying training in
gocial work can be expected to understand the nafure of health and
local authority enabling/purchasing role, the characteristics and
composition of the statutory, voluntary, private and not-for-profit
gectors. Students should be expected to engage with the inequatities
arising in purchasing throngh competent gthical practice. They
should Ymow how to make 2 contribution in the purchasmg and
contracting of social care services — with supervisor support in
collaboration with other disciplines, service USErs, CAICH and rele-
vant representatives. (p. 41)

Students should be able to evaluate whether services take into account
athnically sensitive and cultural considerations, whether they recognise
users’ and carers’ rights of choice, and whather they provide opporti-
nities for those aggrieved 1o geelc representation through advocacy,
complaint or legal redress.

Sgcial caseworlk in communify care

The medium through which services are to be delivered within
sompmunity care is ‘the package of care’. To what extent is this also
an innovation?

Gmale and Tuson (1993. p. 26) emphasise that in care management
as elsewhers, ‘gocial services and social work jntervention areé 2
response to the nature of a person’s social rtelationships’; thus.tbc
relevant assessment is not that of individuals, buf of social relation-
ships. They point out that for most people the rudiments of 2 packagc_: of
eare already exist in the form of support provided by family,
neighbours and smvolved professionals such as the GP. The basic task
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predicated upon the labour of women, particularly as women are also
assumed to have the major responsibility for the care of children.
Suggestions of a retum to communal or institntional care are however
resisted by Morris {1993a) who sces guch a movement as divisive and
discriminatory against disabled women. Less emphasis on ‘care’ and
more on ‘enabling’ would seek to remove the negative connotations of
exploitation and dependency. *Caring about’ as a replacement for the
notion of ‘caring for” humanises the situation being described and gives
it dignity. The situation of children who care for adults in the same
household is, for example, often interpreted parrowly as ‘garing for’,
with concems focused on the gppropriateness, or otherwise, of the tasks
that the child is undertaking, and on abrogation of the parenta] role, A
more positive approach is to discuss each of the participants’ feelings
about the sitnation: there may be a good deal of ‘caring ghout’ going
on, with the child wishing to conixibute to the household, and the parent
concerned for and involved in the emotional development of the child
(851, 1996b}.

The task for the social worker is to perceive how the system iigelf
worle: what sustains the carer/cared-for relationship, and what nnder-
mines it. Qureshi et al (1989) predicate that helping in its widest sense
is characterised by exchange theory; in other words, people will
calenlate (consciously of not) whether what they gain from the
relationship, in terms of satisfaction or reward, is worth the physical
or emotional effort they put into it. As the balance will be different for
each individual, and will change uver time, exchanges need to be
carefully monitored and, where necessary, supported. The Carers

Mational Association hos evolved a 10 Point Plan for Carers which’

geeks to quantify what most carers would want. These are:

1. Recognition of their contribution and of their own needs as
individuals in their own right.

9. Services tailored to their individual circumstances, needs and

views.

Services which reflect an awareness of differing racial, cultural

and religious backgrounds.

Opportunities for a break, to relax and have Hme to themselves.

Practical help.

Someone to talk to about their own emotional needs.

Taformation about available benefits and services.

An income which covers the cost of caring.

ud
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9. Opportunities to explore alternatives to family care.
10. Services designed through consultation with carers, at all levels of
policy and planning.

The Carers (Recognition and Services) Act 1995 gives carers who
provide a gubstantial amount of care on a regular basis a right to
assessment of their needs as carers. It is important that social workers
bring this provision to the attention of carers, and that local authority
eligibility criteria are designed with the needs of carers in mind.

Breakdown in the caring/supporting relationship is a more potent
factor than level of disability in precipitating admission to residential
care (Warburton, 1989). Research by Levin ef al. (1989) has found that
day care and respite care are gervices which are highly valued by carers
of elderly people, and which enable them to carry on caring for longer.
Mevertheless, social workers must be sensitive o a desire by carers to
use such services to begin the process of disengagement from cating;
not to be explicit about the purpose for which such services are being
used means that social workers and carers may be working to different
agendas.

Community responses

The interlocking natore of individual and collective responses to the
problem of need was jdentified in the Barclay report (1982). Social
Services Departments were Seen 88 having failed to come up with
strategies for linking statutory and non-gtatutory sources of care
provision into & coherent plan. Community care planning enables,
indeed requires, such a strategy to take place. It is the responsibility
not only of departments but algo of individual social workers to develop
sldills in *exploring communities of interest which may be important 10
g partioutar client’ (para. 3.30). For care management to operate
properly it is important not only that individual’s needs are understood,
but that individuals, groups and organisations within communities are
prepared and able to provide the facilities needed (Coulshed and Orme,
1998). The theoretical base is close to that of radical social work with
its emphasis on collective action and a perception of individual
problems as political issues. This is not to deny, however, that networks
may have a therapeutic role to play as change agents in finding
solutions to the problems of individuals and families.
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Qeed (1990} sees individuals as having networks which C‘-Dmprise-‘
layers of close, or more distunt social imvelvement. This may be -

represented diagrammatically:

WIDER COMMUNITY

NEIGHBOQURHOOGD

FAMILY

Figure 3 Social netwarks

The analysis of networking in social support systems has developed
from systems theory, and offers a way of exploring how people’s social
networks operate in ways that help or hamper their ability to cope in the
communpity. Network analysis has been successfully used to assist
people with leamning disabilities to move out of hospital care into the
community; the role of the social worker being variously that of
counscllar, mediator, plonner or advocate (Atkinson, 1986). Tis value
tb social workers is as a tool for understanding the social experiences of
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clients and of composing a picture of the informal support systems that
may need to te mobilised or even created (Reigate, 1997). A network
“might include close relatives, neighbours and friends, voluntary help-
ers, people with gimilar problems coming together in a self-help group,
amd members. of formal organisations like churches or trade unions.
- geed (1990) suggests that the keeping of & networking diary is a useful
tool for keeping the client as the focus of planning, and illustrating the
client’s own ability to form networks in the community.

EXERCISE SEpesmiis R

Conshuct o diggram {0 ilusirate the social network of a person that you
imow (or of your own social networlk). What are the significant individuals
and organisations within this network?

Smale and Tuson (1993) see social workers 83 being proactive in
malding community resources gvailable: *Care rRanAgers will have to
work in partnership with local people to negotiate the need for, plan,
initiate, support, sustain and maintain local groups, voluntary organisa-
tions and schemes for mesting certain people’s needs’ (p. 40). The core
competence ‘somimunicate and engage with organisations and people
within communities to promote opportunities for adults, their families
and groups, at risk or in need, to function, participate and develop in
society’ explicitly recognises this copmmunity development aspect as

~ gompetence. This is backed up by the evidence indicator: ‘identify and
gvaluate the roles, responsibilities, policies and potential contributions
of agencies, community 1850UrCes, volunteers and other professionals.’
Thiz echoes Goldberg and Warburton’s (1979) conclusions from
their study of social work in the aftermath of the Seebohm reorganisa-
tion in the early 1970s. With regard to work with older people, they
concluded from an examination of case Teview recards that local
authority social services departments could only hope to provide very
basic services for what was even then the growing mumber of very
elderly clients. Thers was & major demand for infarmation and advice,
for example, on welfare benefits, which probably could be more
rationally supplied through citizens advice bureanx or neighbourhood
advice centres; there was need for specialist social work imvolvement in
dealing with issues relating to grief and loss, or major life changes such
as admission to residentinl care, and there was & need for heavy-end
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domiciliary care and the provision of aids and udaptations, However,
beyond this, occasional routine visiting by social workers was rarely an
appropriate or gffective means of support or anticipating approaching
crises. ‘Relief of isolation and loneliness, help with small chores;
emotional and practical gupport to informal carers’ would, they
concluded, need to be provided by volunteers or ‘good neighbours’
ynder the sponsorship of either the statuiory or voluntary sector.
Qimilar convictions as to the eppropriateness and a capacity for
developing community gupport systems were behind the inmovatory
Kent Community Care Project (Davies and Challis, 1986) which
provided the research evidence for the development of Community.
Care (see Chapter Two). In this project, local people with no previous
caring experience were recruited to perform routine domiciliary tasks
for frail elderly people and their main carers. Overall the project was
geen to increase the likcelihood of people remaining at home with an
improved quality of life and at lower cost than canventional services.
However, one difficulty within the project, and a reason for the later
collapse of the community aspect of the scheme, was the low rate of
pay given to helpers.

Finding, supporting and sustaining networks within 2 community
can be a major part of the gocial work task. Also acknowledged is the
fact that individuals, agencies, volunteers, community TEsOUICEes and
other professionals within a network may have differing perspectives.
Working with Difference (Home Office, 1995) is thus an important
aspect of working within a community; structural factors such 88
gender, 1ace and class may be more powerful in themnselves than the
inclusive idea of community. T is alzo necessary o acknowledge that
people may have different motivations oo a personal level for giving
time, money and expertise to assist others, and that these need to he
supported (Qureshi et al., 1983). Some people may need time from the
worker; some may need Enancial reward; some may simply need
acknowledgement that they are doing a good job. Smale and Tuson’s
(1993) description of a package of care a3 ¢z fluid set of humen
relationships’ rather than ‘a basket of goods and services’ indicates the
sort of social work skills in pegotiation and counselling that may be
needed here. .

“Working Alongside Yolunteers® (SSI, 1956s) seeks to emphasise
the importance of clarify and commitment, co-ordination, equal oppor-
tunities and contract specifications in work with volunteers for Social
Services Depurtments. However, this is very much a review of systems
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gnd does mot explore client perspectives on volunteering, or the
community development potential of the role. Though volunteering 13
pften seen as an individual activity, it can also be organised collectively
throngh self help organisations and community groups (Payne, 1995),
and may include people who are gervice users in their own right. Again,
social workers will have to contribute positively to exchanges in the
relationship, not simply take the bensfit of the volunteer’s time.

Payne (1995) explores the difference between community develop-
ment work and community work. Community development worle 18
based upon pluralism — the idea that formal anthorities, though they
have an important role in providing services and taldng a lead in
plagming, sre not the only bodies concerned with public welfare.
Yoluntary organisations and neighbourhood groups will play a sig-
nificant role in developing & truly local response to need. The basic
tenets of community development are therefore highly congruent with
those of community care, though as Payne points out (p. 169):

The central conflict within community development is that between
developing services and projects which respond to gocial services
requirements, and promoting involvement in processes for commu-
nity decision-making among people in particular areas or with shared
interests, which may not reflect or may conflict with social gervices
priorities. The evidence is that a degree of involvement in services
and much better community responsiveness on the part of agencies
can be developed. Genuine community inflnence or, to go further,
control, may be much harder to nchieve, even if it is desired. A
distinction must also be drawn betweer the interests of the commu-
nity as & whole and those of users and carers. There may be no
interest in the particular nesds of groups of users of community Giie
services; priorities with other people may lie elsewhere.

Community development worle is essentially proactive i developing
community awareness as well as services or facilities, such as |uncheon
clubs or sitting services, so that carers can meet together. The rale of
the paid worker becomes one of a facilitator rather than a leader. Local
groups, based around a common interest, cdn be helped to grow,
enabled to use commuaity facilities such as village halls or be giverd
help in developing business-like tasks such as running o meeting or
organising a budget. The most famous account of community social
work in action is the ‘patch’ system in Normanton, Wakefield
described by Hadley and McGrath (1984). Social worlers worldng
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on a ‘patch’ within a closely: defined peographical area would acquirs . -
‘on the ground’ information about the local area, would develop ap . S
accessibility to local people and forge strong personal links with other -

professionals in the area such as GP's, community nurses, representa-

tives of voluntary organisations and churches. Community social worle -
was endorsed in the Barclay report (1982) but is cumently out of

fashion. Payne (1995} would judge the effectiveness of commumity
social work in terms of its major objectives of involving local people in
decision-making and making locally-sensitive services available.

Community work per se is outside the ambit of social worl insofarag:

comtmunity worlers have their own distinctive qualification separate
from the Dip. SW, aud do not wotk to statutory requirements.
Community work mobilises the resources of the community itself to
change. Mayo (1994) sees that there are two different perspectives on

community work; the technicist and the transformational. The techni- -

cist promotes community initiatives within the framework of existing
gsocial relations, whereas the iransformational seeks to develop sirate-
gies and build alliances for social change. Transformational community
work is inherently political in that it challenges the location of power
within officially sanctioned groups. Structural inequalities, poverty and
racism are all confronted by community work. In so doing, it exposes
the benign assumptions of community care policy that society is based
on consensus and that formal end informal care can easily be
interwoven.

The ‘community’ basis of community care is challenged from 2
different perspective by Bulmer (1987). Bulmer develops the idea of
community of ‘limited liability’ based upon temporary and highly
focnsed alliances between people who have a common interest, for
example in the provision of good quality educaiion for their children at
the local school, or the building of a bypass to alleviate traffic
congestion locally. It cannot be assumed that this community of interest
will extend to other matters, particularly as people’s major ties remain
kinship ties, which survive despite greater social mobility. The isolation
and rejection of people with mental health problems or learning
disabilities is seen as underlining the point that in many people’s minds
cormmunity care means care by the families (if any) of those in need of
. gare, and not some wider conception of social respomsibility. The
consequence is that formal (statutory) sector involvement is necessary
to support people who are without family ties. Yet, at the same time,
informal care by families alone is not adequate, largely due to the
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' ily poli te Financially those
ance of & proper family policy to compensa cin :
q:;‘ujil]ly members who provide care. Commumity care policies which
fg'uura these infrastructure issues are therefore built on shaly founda-

i
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CASE STUDY BERE

i ¢ is 35 years old and lives alone in her flat on nilom:d nutl?cnfy
ig&;’mﬂéﬁﬂtﬁel She hsrgs n diagnosis of schizophrenia and receives fn;@g]ﬁﬂ{
visits from a community psychiatric nurse. Polly rarely lenves ard t]:?nt
except to visit the local shops mnd café. The CPN has becoms cnnceréuu 1 o
local youths are visiting Polly’'s flat when Ehey ore supposed to be nP S]I_:l c]rl -
Small amounts of money and some possessions have gone mls;’smg. 0 Yd h
qnid that she enjoyed their company at first, but now she feels harnssed by
them. She hag asked them to stay away, but they have not done s0.

The CPN agls your advice on what to do nbout this sifuation. What would

, you advise?
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150 . Understanding Community Care

° Anﬁ—Disﬁrhninatury and Anfi-Opptéssive Practice positively pro-
mote differences as part of an agenda for change.

Thus the historical development of the value base of social work from
fhe individual to the structural can be seen to come together within
community care, as long as the practitioner remains aware of the
different sources npon which such practice is based.

Participation

Participation by service users in the design and delivery of services was |

heralded in the forewaord to the Griffiths reportasa basic cornerstone of

community care policy: ‘The whole thrust of my work has been to ..

ensure a move from an administered paternalistic provision of service.
to o managed system of meeting consurmer needs in a way which will

provide a quality of service economically and effectively delivered and.
involving and motivating both the consumer and the staff” (Griffiths, -

1988, foreword). ) _ |
Croft and Beresford (1590} in their first enquiry into user involve-

ment in Social Services Departments identified two vital components-
for effective user participation: a voice in the agency, and personmal

support to express it. Neither was sufficient without the other. Also of

importance was the encouragement given to direct involvement by
Front-line staff from the agency; imposing participatory schemes fop—
down was likely to dilute their effect. Involving people in the planning
of services was also found to take more time, skills and resources thzm
expected. However, it also saved time and money resulting from ill-
informed decisions, .
Croft and Beresford also identified two competing philesophies
underpinning user involvement: consumerism and self-adyvocacy. Con-
sumerism was defined as the seeking of information from users by
agencies that wish to improve their efficiency, economy and effective-

ness. Agencies do this primarily in order fo find solutions to their ownL

problems, such as, is their product the one that the consumer wants?
Self-advocacy, is by contrast user-driven, and here the aim is empow-
erment. Service users seek a direct say in agencies and services to grd
greater control over their lives; their motivation is not the narrow one of

wishing to be involved in the administration of servicss. An example of

consumerism would be advisory committees set up under the Regis-
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tered Homes Act 1984 to comment upon the registration process; an
example of self-advocacy would be the setting up of Carers Forums
specifically to taise awareness of the needs and rights of carers.
Agencies should therefore clarify fom the beginning what kind of

on what people say they want.

Empowerment

Shardlow (1998) observes the term ‘empowerment’ as being used in the
literature in two different ways. He sees Stevenson and Parsloe’s (1993)
* definition of empowerment in community care as being cenired upon
the articulation and meeting of social care needs. Braye and Preston-
Shoot (1995) however emphasise both the developmental nature of
empowerment — extending one’s ability to take effective decisions —
and its tole in maximising people’s quality of life by emabling
disempowered people to have a greater voice in institutions, services
and situations which affect them in the attaimment of their own goals.

measure the extent to which users both individually and collectively
have the power to take decisions or influence the decision making
. process. The ‘top’ of the ladder reflects he highest level of empower-

. ment, and the bottom of the ladder is the lowest (Hoyes et al., 1993).

THE LADDER OF EMPOWERMENT

HIGH Users have the authority to take all decisions
Tsers have the authority to take selected decisions
Users” views are sought before decisions are
finalised
Users may take the initintive to influence
decisions
Decisions are publicised and explained before
implementation

LOwW Information is given about decisions made

Jack (1995) however is sceptical of claims that empowerment can be
achieved through participation in service planning: he poses the

spvolvement is being songht and what cornmitment can be given to act

Hoyes et al. (1993) have produced a ‘ladder of empowerment’ to .
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question (p. 6): * Do participation and involvement ‘empower’ service
users or is their involvement itself potentially disempowering through
absorption, colonisation or the bureaucratic dissipation of legitimate
protest?” Real empowerment involves control — over meney and over
resources — and is essentially a political activity. It is not something
which is in the gift of professionals; it is something which arises from
the demands of individuals or groups to have their needs met. The
model of care management which best fits the idea of empowerment is
that of service brokerage (Brandon and Towell, 1989). Tn this model,
the care manager acts as agent of the service user and/or their family to
commission services from a variety of sources which fit the agenda
which he is given. The care manager has no resources of his or her own,
but negotiates for individualised funding to obtain services that the user
needs and wants. Thua it is the service user and not the professional
who sets the agenda.

Jack contrasts empowerment and enablement; terms which are often
confused in social work parlance. Empowerment involves establishing
the legitimacy of user-determined goals as an attribute of citizenship.
Enablement, however, is not a political concept, but a professional
sidil. In the context of commumnity care, the professional muy involve a
user in the assessment process for a service; the worker may thus
‘enable’ the user to develop self-confidence, self-esteem and negotia-
tion skills through this process. However, the power to purchase that
service and to withdraw it is retained by the professional who has given
aver none of the power to control the process or itz outcome (Jack,
1095, p. 11):

The new Diploma in Social Work does not in fact use the language
of empowerment but uses that of enablement and opportunity. Core
competence 2 is fo ‘promote opportunities for people to use their own
strengths and expertise to enable them to meet responsibilities, secure
rights and achieve change’. The emphasis is thus on ‘New Right’
values of individual responsibility for (non-radical) change. The
practice requirements emphasise this ultimate personal responsibility.
The practice requirement ‘provide opportunities for learning and
development to enable children and adulis to function and participate’
smphasises for example, the giving of assistance to ghildren and adult
service users and carers to participate in decision-maling about
arrangements for daily living and personal care. It does not locate the
power to make such decisions within the province of gervice users and
carers themselves.
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Empowerment in its proper sense has not only a substantive but a
strong procedural aspect insofar as it is about having aceess to decision-
making processes. An interesting practice example of a well-meaning
but oppressive system which was criticised in terms of its failure to
empower service users is contained in a report from the local
government Ombudsman (Report 95/B/0166 against Comnwall County
Council). The complainant had been excluded from a day centre for
people with mental health problems for alleged abusive behaviour.
From the reading of the report it appears that the day centre was
operating in an umstructured way akin to & therapeutic community.
There was no clear guidance on how to manage or record difficult
events and thus no chammel of representation or complaint short of using
the local authority complaints procedure. The absence of any provision
for making independent enquiries effectively gave all power to the
centre manager. In addition, no worlk was undertaken with the user fo
facilitate her eventual return. The laxuess of the regime therefore meant
that users effectively had no voice in the process of terminating
attendanee or its outcome. Bmpowerment therefore is dependent upon
clear procedural provisions being mude for decision-making which
have the rights of users at their centre. '

Advocacy

‘Promoting the tights of children and adunlts at risk or in need in the
community” is one of the practice requirements within the core
competence ‘promote and enable’. An evidence indicator for this is
direct advocacy with, and on behalf of, children and adults. How
feasibie iz such 2 form of advocacy within an administrative or entre-
prepeurial system of care management? Advocacy is ‘speaking on
behalf of another, usually in a formal, and ofien in a quasi-legal,
context. To contrast with empowerment, advocacy does not give power;
it gives the right to malke representations to those (others) who have the
power. It implies partisanship; a sense of belonging to the person on
whose behalf the advocacy is taking place. It is unlikely then that anyone
who is an employee of the agency which malkes ihe final decision on the
granting of resources or the setflement of a dispute concerning property,
money or even individual liberty, can properly be said to be acting as an
advocate. The Practitioners’ Guide {1991, para. 74) recognises this: ‘the
devolution of responsibility to sllocate resources, changes the nature of




